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When 

we  help 
establish 
your 
practice, 
your 
primary 
cares  will 
be  solved. 


To  establish  a Primary  Care  practice,  your 
first  need  is  to  solve  your  primary  cares. 

That's  where  we  come  in. 

we  can  offer  you  a choice  of  over  60  well 
equipped  acute  care  hospitals  coast  to  coast. 
We  can  offer  you  selected  financial 
assistance,  we  can  offer  you  management 
consulting. 

So  Whether  you’re  interested  in  a solo, 
partnership,  or  group  practice,  contact  IMME 
today. 

We  ll  help  establish  your  practice. 

And  solve  your  primary  cares. 


For  further  Information,  contact: 

Raymond  c.  Pruitt,  Director,  Physician  Relations 

National  Medical  Enterprises 

11620  wilshlre  Blvd  , Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 

or  collect  (213)  479-5526. 


nmionRL  rnemcnu 

EflTERPRISES,  me. 


The  Total  Health  care  Company." 

An  Equal  Opportunity  Employer  M/F 


Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the 
following  address:  Alan  D.  Forker.  M.D.,  5505  Ellerdale  Road.  Lincoln, 
Nebraska  68510.  The  manuscript  should  be  typewritten,  double-spaced,  on 
8M2  x 1 1 in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in 
the  right  upper  comer  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate  sheets 
of  8V$  x 1 1 in.  paper.  Each  Table  should  have  a title.  Illustrations  should  be 
prepared  professionally  and  submitted  as  high-quality,  glossy,  unmounted 
black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send  original 
artwork.  Each  illustration  should  be  consecutively  numbered  and  cited  in 
the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  an  article  published  in  this  Journal. 
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Investment  Diamonds  — 

Profit  Performance  with  IDC 


Arc  you  considering  investing  in  fine  diamonds  because  you’ve  heard  that  diamonds  hold  their  value  in  inflationary  times? 
That  fine  diamonds  have  outperformed  gold  and  the  stock  market  during  the  past  75  years?  That  the  demand  for  investment 


quality  diamonds  is  growing  while  the  supply  is  limited?  But 
source. 

Consider  International  Diamond  Corporation. 

We  offer  investors 


You  want  to  be  sure  to  buy  your  diamonds  from  a reliable 

Send  in  this  coupon  today  to  learn  how  you  can  benefit 
from  diamond  investment. 


• Insured  grade  accuracy,  guaranteed  in  writing 

• 10-year  history  of  successful  liquidations  ( resales  ) 

• Audited  records  of  profits  to  our  customers 

• The  IDC  diamond  banking”  service,  including  the 
exclusive  IDC  Passbook  Account  to  record  your 
diamond  purchases 

• Personal,  at-home  service  from  one  of  7,000  IDC 
representatives  nationwide. 


International  Diamond  Corporation,  Nebraska  State  Headquarters 

5625  “O"  Street,  Suite  14,  Lincoln,  Nebraska  68510 

402/489-5388 


Yes,  I am  interested  in  learning  more  about  invest- 
ment diamonds  from  IDC.  Please  schedule  a no- 
obligation appointment  for  me. 


Name 


Address 


City  State  ZIP 

Phone- 

Return  to:  International  Diamond  Corporation 
5625  “0”  Street,  Suite  14 

Lincoln,  Nebraska  68510 
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WashingtoNotes 

Package  inserts. 

The  AMA  has  joined  an  assortment  of 
professional  and  pharmaceutical  groups  in 
urging  the  Food  and  Drug  Administration 
(FDA)  to  pull  back  from  plans  to  mandate 
patient  package  inserts  (PPIs)  for  10  com- 
monly prescribed  drugs. 

The  three-year  pilot  program  was  put  on 
hold  early  this  year  by  FDA  Commissioner 
Arthur  Hull  Hayes,  Jr.,  M.D.  The  Commis- 
sioner has  said  that  he  favored  providing 
information  to  patients  about  drugs,  but  was 
seeking  new  information  about  benefits  and 
costs. 

In  AMA  testimony  trustee  Alan  R.  Nelson, 
M.D.,  said  a PPI  must  “have  a demonstrable 
effect  on  patient  compliance  with  a drug 
regimen  in  order  for  it  to  be  deemed  clinically 
or  cost  effective.”  If  it  doesn’t,  then  it  provides 
no  benefit  to  patient  or  physician,  he  said. 

While  questioning  the  validity  of  a study  of 
PPIs  conducted  for  FDA  by  the  Rand  Corp., 
Dr.  Nelson  noted  that  the  study  appeared  to 
show  that  PPIs  did  not  improve  patient 
compliance  with  prescribed  drug  therapy,  and 
urged  the  agency  to  rescind  the  mandatory  PPI 
program. 

Dr.  Nelson  said  the  AMA  supports  the 
provision  of  information  about  drugs  to  pa- 
tients by  physicians,  and  he  urged  the  FDA  to 
consider  the  possibility  of  a private  sector 
demonstration  program  with  physicians,  rather 
than  pharmacists,  as  the  dispensers  of  in- 
formation. 

James  H.  Sammons,  M.D.,  AMA  Executive 
Vice  President  has  been  elected  to  member- 
ship in  the  Institute  of  Medicine,  an  arm  of  the 
National  Academy  of  Sciences. 

Dr.  Sammons  was  one  of  50  new  members 
elected  by  the  Institute’s  present  321  active 
members  to  a five-year  term.  Candidates  for 
membership  are  selected  for  their  contribu- 
tions to  health  and  medicine,  or  to  related 


Before  the  next 
show,  consider 
dining  at  the 
University  Club. 
Consider  the 
gourmet  cuisine  and 
the  most  extensive 
wine  selection  in  the 
Midwest.  Consider 
the  talents  of  the 
University  Club’s 
manager,  Sivert 
Haddal . . .gourmet 
cook,  connoiseur, 
wine  expert  and 
gracious  host.  Just 
consider  the 
University  Club  part 
of  your 

evening. ..we’re  part 
of  the  show. 

For  Members  Only 

For  membership 
information,  contact 
Sivert  (Steve)  Haddal 
435-2902. 

Cocktail  Service  - 
1 1 a.m.  - 1 1 p.m. 

Dinner  - 12  p.m.  - 
2 p.m.  and 
6 p.m.  to  10  p.m. 


Lincoln,  NE  68508 


Closed  Sundays 
435-2902 


Lincoln  University  Club 

1 lth  Floor,  Stuart  Building 
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fields  such  as  law,  administration,  engineering, 
and  the  social  and  behavioral  sciences. 


29  W 


NEW  YORK  AtAWJ 
OF  MEDip^ 


Since  1925 

Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


Ddnley  medical 

SLPPLY  COMPANY 

P.O.  Box  83108,  Lincoln,  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


Of  the  newly  elected  members,  34  are 
physicians,  including  Edward  N.  Brandt,  Jr., 
M.D.,  Assistant  Secretary  for  Health. 


* * * 


The  Reagan  Administration  and  Congress 
have  plunged  into  a bitter  battle  over  the 
government  budget  that  could  affect  all  federal 
programs,  including  health. 

The  President  has  stressed  his  determina- 
tion to  reduce  government  spending  and  his 
irritation  at  Congress  for  not  cutting  deeply 
enough  by  vetoing  a continuing  resolution  to 
keep  the  government  operating. 

The  dramatic  veto  technically  brought  the 
government  to  a halt  for  a while,  since  the 
deadline  for  the  previous  resolution  had 
passed.  Such  resolutions  are  needed  to  keep 
the  federal  establishment  running  in  the 
absence  of  action  on  the  regular  appropria- 
tions bills,  most  of  which  are  still  before 
Congress  two  months  into  the  current  fiscal 
year. 

The  $428  billion  stopgap  appropriations 
resolution  called  for  spending  at  a level  at  least 
$2  billion  higher  than  President  Reagan  had 
requested. 

Referring  to  his  September  request  for 
Congress  to  decrease  appropriations  by  an 
additional  $13  billion,  President  Reagan  said 
he  had  agreed  to  meet  Congress  halfway,  but 
that  the  final  resolution  was  not  a fair  com- 
promise or  sound  budget  policy. 

Such  “budget-busting”  bills  cause  “sus- 
tained hardship”  to  taxpayers,  the  President 
charged.  He  criticized  the  lawmakers  for  the 
practice  in  the  last  two  years  of  funding  federal 
agencies  through  continuing  resolutions  rather 
than  timely  action  on  regular  appropriations 
bills. 

Over  a frantic  weekend,  the  House,  205  to 
194,  and  the  Senate,  46  to  39,  approved  the 
massive  continuing  spending  bill  despite  warn- 
ings from  the  White  House  that  it  faced  a veto. 
The  margins  of  support  made  clear  there  were 
not  enough  votes  in  either  chamber  to  override 
the  veto,  an  action  requiring  a two-thirds  vote. 
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ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 
M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physician  Assistants 
C.  Emil  Fasser,  PA-C,  APPA  President 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  VA  22202 

American  College  of  Emergency  Physicians 

Mr.  Arthur  E.  Auer,  Executive  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
875  North  Michigan  Ave.,  Suite  3744,  Chicago,  IL  60611 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700,  Chicago,  IL  60601 
American  College  of  Physicians 

Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 
William  C.  Stronach,  J.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue.  Dallas,  TX  75231 
American  Hospital  Association 
Mr.  John  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 


American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 
American  Society  6f  Clinical  Pathologists 
Meryl  H.  Haber,  M.D.,  Exec.  Vice  President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Vice  President 
2550  M Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 

American  Urological  Association,  Incorporated, 
South  Central  Section 

Henry  Kammandel,  M.D.,  President 
8300  Dodge  Street,  Suite  407 
Omaha,  NE  68114 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
3400  Peachtree  Rd.,  NE,  St.  1101,  Atlanta,  GA  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
Mid-Central  States  Orthopaedic  Society,  Inc. 

Paul  Goetowski,  M.D.,  President 
Box  2636,  Station  B,  Lincoln,  NE  68502 
National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
740  Keeline  Bldg.,  319  South  17th  St. 

Omaha,  NE  68102 

National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Milton  Elkin,  M.D. 

Oak  Brook  Regency  Towers,  1415  W.  22nd  St. 

Ste.  1150,  Oak  Brook,  IL  60521 


Jolted  by  the  President’s  veto,  the  Congress 
then  quickly  adopted  a “mini”  continuing 
resolution  to  keep  the  government  running 
until  mid-December,  putting  off  until  after  the 
Thanksgiving  recess  the  problem  of  wrestling 
with  a longer  resolution  or  perhaps  attempting 
to  speed  action  on  the  regular  appropriations 
bills. 

Many  of  the  appropriations  measures,  which 
include  funds  for  the  Health  and  Human 
Services  (HHS)  Department,  are  still  before 
Congress.  And  many  of  these  carry  more 
money  than  the  Administration  wants. 

The  battle  between  the  Administration  and 
Congress  on  appropriations  promises  to  con- 
tinue to  dominate  the  scene  on  Capitol  Hill 
until  year’s  end. 

* * * 

The  Supreme  Court  this  term  is  slated  to  fix 


important  boundaries  on  the  application  of  the 
federal  antitrust  laws  to  medicine. 

Four  cases  have  been  accepted  for  review  so 
far.  The  latest  involve  a Blue  Shield  plan’s 
exclusion  of  payments  for  psychologists  and 
the  practice  of  peer  review  by  physicians 
committees  of  insurance  reimbursement 
claims. 

Previously,  the  Supreme  Court  had  agreed 
to  rule  on  the  American  Medical  Association’s 
challenge  to  the  Federal  Trade  Commission’s 
action  against  ethical  advertising  codes  and 
the  question  of  maximum  fee  schedules  for 
medical  foundations. 

The  decisions  on  these  cases  are  not 
expected  until  this  Spring. 

The  Blue  Shield  case  involved  two  Virginia 
plans  that  excluded  payment  for  clinical 
psychologists.  The  Fourth  U.S.  Circuit  Court 

(Continued  on  page  20) 
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Spending  more  time  with 
accountants  and  salesmen . . . 
than  with  your  job  and  family? 

That's  today’s  modern  physician  becoming  today's  modern  business- 
man . at  the  expense  of  job  and  family 

We  provide  you  with  an  environment  serving  a purpose— practicing 
medicine  at  regular  working  hours.  No  books  to  balance,  no  salesmen  ana 
attorneys  calling,  and  no  late  hours  You  concentrate  on  practicing  medi- 
cine with  a health  care  system  that's  one  of  the  finest  in  the  world  You’ll 
work  in  modern,  well-equipped  hospitals  and  clinics  with  the  most  up-to- 
date  technology 

Also  included  are  excellent  programs  of  compensation,  opportunities 
for  professional  growth  and  specialization.  30  days  vacation  with  pay 
each  year,  full  medical  and  dental  care  and  more. 

With  the  Air  Force,  we  want  you  to  do  one  thing:  practice  medicine 

We  would  like  to  provide  you  with  more  information  about  Air  Force 
medicine. 


Contact;  Archie  Summerlin 

116  South  42nd  Street 
Omaha.  Nebraska  68131 


Call  Collect  402/221-4319 


A great  way  of  life. 


Plan  to  Attend  The 

1982  Annual  Session  Nebraska  Medical  Association 


The  following  organizations  are  participating  in  program  development: 

Nebraska  Chapter,  American  Academy  of  Family  Physicians 
Nebraska  Perinatal  Organization 
Nebraska  Radiological  Society 

Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Nebraska  Thoracic  Society 
Nebraska  Pediatric  Society 
Nebraska  Psychiatric  Society 
Nebraska  Association  of  Pathologists 
Nebraska  Chapter,  American  College  of  Surgeons 
NMA  Auxiliary 

Nebraska  Society  of  Internal  Medicine 
Nebraska  Academy  of  Otolaryngology 
Nebraska  Academy  of  Ophthalmology 


NMA  Ad-Hoc  Committee  on  Athletic  Medicine 
Missouri  Valley  Dermatologic  Society 
Nebraska  Affiliate,  American  Heart  Association 


APRIL  30  thru  MAY  3 


OMAHA 

MARRIOTT 

HOTEL 


Pre-registration  information  wil 
be  mailed  in  early  1982. 
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For  your  patients’  benefit... 


BEFORE  YOU  WRITE 
OUR  NEXT  ANTIARTHRITIC 
PRESCRIPTION, 
PLEASE  READ 
THIS  MESSAGE 


Boots  announces  a pharmaceutical  first. 


TWO  WAYS  YOU! 

WILL  SAVE  MONEY  WIT! 

^ 

Introducing 

RUFEN*  (ibuprofen) 


$150  REBATE 
DIRECTTO  YOUR 


AND  RUFEN  IS 
PRICED  LOWER 


PATIENTS  ON  EVERY  TO  BEGIN  WITH. 


PRESCRIPTION  OF  100. 
REFILLS  INCLUDED. 


One  dol  lar  fifty  cents 
returned  for  every  Rebate 
Coupon  your  patients  mail  in. 

Every  bottle  of  100  tablets  of 
RU  FEN  400  mg  has  a Rebate 
Coupon  attached,  with  full 
instructions  for  redemption. 

It  has  already  been  de- 
termined, through  public 
opinion  research,  that  most 
arthritic  patients  will 
appreciate 
direct  rebate 


savings  as 
much  as  they 
appreciate  the 
results  of  ibuprofen 
therapy. 


Boots  has  already  priced 
RUFEN  lower  to  the  whole- 
saler and  the  retailer.  And  if 
these  savings  are  passed 
along,  as  they  should  be, 
your  patient  will  receive  the 
benefit  of  this  lower  price. 
Add  these  savings  to  the  re- 
bate, and  your  patients  re- 
ceive substantial  relief  from 
the  costs  of  a medication 
many  of  them  may  take 
for  years. 


RUFEN  IS 
NOT  A GENERIC 
BOOTS  IBUPROFEIN 
IS  THE  ORIGINAL. 


And  if  you  wish,  RUFEN 
may  be  substituted  for 
Motrin®,  because  it  is  bio- 
equivalent.* 

Original  research  by  The 
Boots  Company  Ltd.,  of 
Nottingham,  England, 
developed  ibuprofen. 

And  though  we  intro- 
duced it  ourselves  else- 
where around  the  world,  v 
licensed  ibuprofen  for 
sale  in  the  United  States. 


■ 


Motrin®  (ibuprofen)  is  a registered  trademark  of  The  Upjohn  Coi 


RTHRTTIC  PATIENTS 
HJ PROFEN  THERAPY. 


You  first  came  to  know 
as  Motrin  (ibuprofen), 
anufactured  by  Upjohn. 
Now,  as  we  have  estab- 
hed  facilities  in  America, 
e hope  you'll  come  to 
iow  Boots  brand  name 
r ibuprofen  as  RUFEN. 

IOEQUIVALENCY? 
>F  COURSE.’ 

lat's  why  you  may  substi- 
te  RUFEN  for  Motrin. 


ta  on  file. 

ntributions  made  to:  International  League  Against  Rheumatism. 


ALSO:  A BOOTS 
CONTRIBUTION  TO 
ARTHRITIS  RESEARCH 
WITH  EVERY  REBATE! 

A 25*  contribution  per 
rebate  is  built  directly 
into  the  RUFEN 
program.  And  with 
thousands  of  pre- 
scriptions anticip- 
ated for  RUFEN  400  mg 
each  year,  the  annual  po- 
tential for  arthritis  research  is 
enormous. 


WHEN  YOU’RE  WRITING  YOUR  NEXT  RUFEN 
PRESCRIPTION  FOR  I BU PROFEN, 

PLEASE  REMEMBER: 


RUFEN®  OFFERS  A $1.50  REBATE  DIRECT 
TO  YOUR  PATIENTS  ON  EVERY 
BOTTLE  OF  100  TABLETS  OF 
RUFEN  400  MG. 

RUFEN  COSTS  YOUR  PATIENTS  LESS  TO 
BEGIN  WITH. 

RUFEN  CONTRIBUTES  25*  PER  REBATE  TO 
ARTHRITIS  RESEARCH. 

RUFEN  IS  NOT  A GENERIC . . . BOOTS 
IBUPROFEN  IS  THE  ORIGINAL. 

RUFEN  (IBUPROFEN)  IS  BIOEQUIVALENT  TO 
MOTRIN®  (IBUPROFEN)* 

I hope  we've  given  you  several  good  reasons  to  re- 
member RUFEN  the  next  time  you  prescribe  ibuprofen. 

If  we  haven't,  or  if  you'd  like  to  know  more  about 
Boots  Pharmaceuticals  or  this  program,  please  don't 
hesitate  to  drop  me  a line.  Or  call  us  directly  at  our 
toll-free  number:  (800)  551-8119.  Louisiana  residents, 
call  (800)  282-8671. 

To  ensure  that  your  patients  receive  the  benefits  of  the 
Rufen  program,  be  sure  to  specify  "D.  A.W"  "No  Sub," 
or  "Medically  Necessary^'  as  required  by  the  laws  of 
your  state. 


Sincerely, 


e 


♦Data  on  file. 


John  D.  Bryer,  President 
Boots  Pharmaceuticals,  Inc. 


Boots  Pharmaceuticals,  Inc. 

6540  LINE  AVENUE.  SHREVEPORT.  LOUISIANA  71106 

Pioneers  in  medicine  for  the  family 
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(ibuprofen/Boots) 

(For  full  prescribing  information,  see  package  brochur 

RUFEN’  Tablets 

(ibuprofen) 

INDICATIONS  AND  USAGE:  Treatment  of  signs  a 
symptoms  of  rheumatoid  arthritis  and  osteoarthn 
during  acute  flares  and  in  the  long-term  manageme 
of  these  diseases.  Safety  and  effectiveness  have  n 
been  established  for  Functional  Class  IV  rheumato 
arthritis. 

Relief  of  mild  to  moderate  pain. 
CONTRAINDICATIONS:  Patients  hypersensitive 
ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  angi: 
edema  and  bronchospastic  reactivity  to  aspirin  orothe 
nonsteroidal  anti-inflammatory  drugs  (see  WARNINGS 
WARNINGS:  Anaphylactoid  reactions  have  occurre 
in  patients  hypersensitive  to  aspirin  (see  CONTRAINC 
CATIONS)  Peptic  ulceration  and  gastrointestir 
bleeding,  sometimes  severe,  have  been  reporte 
Peptic  ulceration  and  gastrointestinal  bleeding,  sorrt 
times  severe,  have  been  reported  Peptic  ulceratic 
perforation,  or  gastrointestinal  bleeding  can  end  fatal 
however  an  association  has  not  been  establishe: 
Rufen  should  be  given  under  close  supervision  to  patie: 
with  a history  of  upper  gastrointestinal  tract  disease 
and  only  after  consulting  the  ADVERSE  REACTION 

In  patients  with  active  peptic  ulcer  and  active  rheur 
toid  arthritis,  nonulcerogenic  drugs,  such  as  go 
should  be  attempted.  If  Rufen  must  be  given,  the  patie' 
should  be  under  close  supervision  for  signs  of  ulce 
perforation  or  gastrointestinal  bleeding. 
PRECAUTIONS:  Blurred  and/or  diminished  visior 
scotomata,  and/or  changes  in  color  vision  have  been  re 
ported.  If  developed,  discontinue  Rufen  and  admimsle 
an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  * 
Rufen:  caution  should  be  used  in  patients  with  a histo 
of  cardiac  decompensation. 


RF-009 


Rufen  can  inhibit  platelet  aggregation  and  prole- 
bleeding  time  Use  with  caution  in  patients  with  intrins  i 
coagulation  defects  and  those  taking  anticoagulant: 

Patients  should  report  signs  or  symptoms  of  gastre 
testinal  ulceration  or  bleeding,  blurred  vision  or  oth> 
eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insi 
ficiency,  patients  on  prolonged  corticosteroid  therap 
this  therapy  should  be  tapered  slowly  when  adding  Rufe 
DRUG  INTERACTION:  Coumarin-type  anticoagular 
The  physician  should  be  cautious  when  administerir 
Rufen  to  patients  on  anticoagulants. 

Aspirin.  Concomitant  use  may  decrease  Rufen  bloc 

l6V6lS. 

PREGNANCY  AND  NURSING  MOTHERS:  Rule 

should  not  be  taken  during  pregnancy  nor  by  nursir: 
mothers. 

ADVERSE  REACTIONS 

Incidence  greater  than  1% 
Gastrointestinal:  The  most  frequent  adverse  reacti: 
is  gastrointestinal  (4%  to  1 6%)  Includes  nausea*,  epiga 
trie  pain*,  heartburn*,  diarrhea,  abdominal  distres 
nausea  and  vomiting,  indigestion,  constipation,  abdom 
nal  cramps  or  pain,  fullness  of  Gl  tract  (bloating  arc 
flatulence)  Central  Nervous  System:  dizziness*,  hea 
ache,  nervousness.  Dermatologic:  rash*  (include 
maculopapular  type),  pruritus  Special  Senses:  tinniti 
Metabolic:decreased  appetite,  edema,  fluid  retentic 
Fluid  retention  generally  responds  promptly  to  dn 
discontinuation  (see  PRECAUTIONS). 

•Incidence  3%  to  9% 

Incidence  less  than  1 in  100 
Gastrointestinal:  gastric  or  duodenal  ulcer  with  blee 
mg  and/or  perforation,  hemorrhage,  melena.  Centri 
Nervous  System:  depression,  insomnia.  Dermatolo? 
ic:  vesiculobullous  eruptions,  urticaria,  erythema  mull 
forme.  Sp>ecial  Senses:  amblyopia  (see  PRECAUTIONS 
Hematologic:  leukopenia,  decreased  hemoglot 

and  hematocrit.  Cardiovascular:  congestive  hea 
failure  in  patients  with  marginal  cardiac  functic1 
elevated  blood  pressure 

Causal  relationship  unknown 
Gastrointestinal:  Hepatitis,  iaundice,  abnormal  livt 
function  Central  Nervous  System:  paresthesias,  h. 
lucinations,  dream  abnormalities.  Dermatologic:  a 
pecia.  Stevens-Johnson  syndrome  Special  Sense 
Coniunctivitis,  diplopia,  optic  neuritis.  Hematologi 
hemolytic  anemia,  thrombocytopenia,  granulocytope- 
bleeding  episodes  Allergic:  fever,  serum  sickne: 
lupus  erythematosus  syndrome  Endocrine:  gyr 
comastia,  hypoglycemia  Cardiovascular:  arrhythmic 
(Sinus  tachycardia,  bradycardia,  and  palpitation 
Renal:  decreased  creatinine  clearance,  polyuria,  a i 
temia. 

OVERDOSAGE:  Acute  overdosage,  the  stomach  shou 
be  emptied  Rufen  is  acidic  and  excreted  in  the  urir- 
alkaline  diuresis  may  benefit. 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  n 
thritis  and  osteoarthritis,  including  flareups  of  chron 
disease:  Suggested  dosage  400  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hoursa 
necessary  for  relief  of  pain  Do  not  exceed  2,400  r 
per  day 

CAUTION:  Federal  law  prohibits  dispensing  withoc 
prescription 

Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71 106 


ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Road,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St.,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  “E"  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Fr.  James  Hoff,  S.J.,  Acting  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
JoAnn  Lewis,  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

Ste.  103,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 
Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Bldg.,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Charles  H.  Borchman,  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

740  Keeline  Bldg.,  319  South  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse.  M.D. 

Dept,  of  Neurology,  301  No.  30th  St.,  Omaha  68131 
Nebraska  Academy  of  Ophthalmology 
John  T.  Ramsell,  M.D  , President 
234  Doctors  Bldg.,  Omaha  68131 
Nebraska  Academy  of  Otolaryngology 
F.  Edward  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 

Nebraska  Association  of  Home  & Community  Health  Agencies 

Sharon  Feller,  President 
810  N.  22nd  St.,  Blair  68008 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D  , Secretary-Treasurer,  N.A.P 
8303  Dodge  Street,  Omaha  68114 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 

K.  Don  Arrasmith,  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
10840  Old  Mill  Rd.,  Suite  5,  Omaha  68154 
Nebraska  Chapter  — American  Academy  of  Pediatrics 
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First  Gass 
First  Aid 


• Broad-spectrum  antibacterial  • 

J 


DESCRIPTION:  Each  gram  contains.  Aerosporin " (Polymyxin  B Sulfate]  5,000  units, 
bacitracin  zinc  400  units,  neomycin  sulfate  5 mg  (equivalent  to  3 5 mg  neomycin  base), 
special  white  petrolatum  qs;  in  tubes  of  1 oz  ana  y2  oz  and  '/32  oz  (approx ) foil  packets 
INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated),  tor 
topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in  • infected 
burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary  pyodermas  (impetigo, 
ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily  infected  dermatoses  (eczema,  herpes, 
and  seborrheic  dermatitis)  • traumatic  lesions,  inflamed  or  suppurating  as  a result  ot 
bacterial  infection  Prophvlactically.  the  ointment  may  be  used  to  prevent  bacterial  contami 
nation  in  burns,  skin  grafts,  incisions,  and  other  clean  lesions  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 
permit  wound  healing 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  in  the  external  ear  canal 
if  the  eardrum  is  perforated  This  product  is  contraindicated  in  those  individuals 
who  have  shown  hypersensitivity  to  any  of  its  components 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due 
to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive  « 
hums,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of  neo-  w.««m 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Handy  applicator  tip 


mycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other  aminoglycoside 
antibiotics  concurrently,  not  more  than  one  application  a day  is  recommended 
When  using  neomycin-containing  products  to  control  secondary  infection  in  the  chronic 
dermatoses,  it  should  be  borne  in  mind  that  the  skin  is  more  liable  to  become  sensitized  to 
many  substances,  including  neomycin  The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching;  it  may  be  manifest  simply 
as  a failure  to  heal.  During  long-term  use  of  neomycin-containing  products,  periodic  exami- 
nation for  such  signs  is  advisable  and  the  patient  should  be  told  to  discontinue  the  product 
if  they  are  observed.  These  symptoms  regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided  for  that  patient  thereafter 
PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may  result  in 

arowth  of  nonsusceptible  organisms,  including  fungi  Appropriate  measures 
d be  taken  if  this  occurs, 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles 
in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section). 
Complete  literature  available  on  request  from  Professional  Services  Dept  PML 


compare  the  analgesic  effect 

A Motrin  400  mg  dose  relieved  postsurgical  dental  pain  as  effectively  as  a combination 
of 650  mg  aspirin  and  60  mg  codeine  (two  aspirin-with-codeine  No.  3 tablets)  in  a study  of  129  patients. 

In  this  double-blind,  placebo-controlled,  randomized  study,  no  statistically  significant  difference 
in  relief  of  pain  was  noted  at  1,  2,  and  4 hours  between  the  Motrin  and  aspirin-with-codeine  groups... 
with  Motrin  being  significantly  more  effective  (p  = 0.03)  at  the  three-hour  interval. 

Active  treatment  was  significantly  more  effective  (p  < 0.0001 ) than  placebo  at  all  time  intervals. 


Comparison  of  pain  relief 

Motrin  vs  aspirin-codeine  combination 

4 = Excellent  relief  3 = Good  relief  2 = Fair  relief  1 = Poor  relief  0 = No  relief 
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Motrin  400  mg 

Aspirin  650  mg  plus  codeine  60  mg 
Placebo 


1st  hour  2nd  hour 

T ime  after  drug  administration  (hours) 


3rd  hour  4th  hour 

Data  on  file  at  The  Upjohn  Company. 


One  tablet  q4-6h  prn 


For  relief  of  mild  to  moderate  pain: 

Motrin400mg 

ibuprofen,  Up  ohn 


• Not  a narcotic  • Not  addictive  • Not  habit  forming  • Nonscheduled 
•Acts  peripherally  • Relieves  pain  rapidly  • Relieves  inflammation  • Indicated 
in  acute  and  chronic  pain  • Well  tolerated  (The  most  common  side  effect 
with  Motrin  is  mild  gastrointestinal  disturbance.) 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 


Motrin  (ibuproten) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 

Motrin"  Tablets  (ibuproten.  Upjohn) 

Indications  and  Usage:  Relief  of  mild  to  moderate  pain 
Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during 
acute  flares  and  in  long-term  management.  Safety  and  efficacy  have  not  been  estab- 
lished in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS) 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogemc 
drugs,  such  as  gold,  should  be  tried  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields 
Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema 
To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  Is  added 
Drug  interactions.  Aspirin  Used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumann . Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers 
Adverse  Reactions 
Incidence  greater  than  /% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea:  epigastric  pain;'  heartburn, 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central  Nervous  System: 
Dizziness,  headache,  nervousness  Dermatologic:  Rash:  (including  maculopapular 
type),  pruritus  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS) 

Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure  Special  Senses: 
Amblyopia  (see  PRECAUTIONS)  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
is  acidic  ana  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial 
Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease  Suggested  dosage  is  300  400,  or  600  mg  1 1 d or  q i d 
Mild  to  moderate  pain  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain 
Do  not  exceed  2400  mg  per  day 

Caution:  Federal  law  prohibits  dispensing  without  prescription 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 

package  insert 


Upjohn 


THE  UPJOHN  COMPANY 
Kalamazoo.  Michigan  49001  USA 


MED  B-4  -S 


r 's  a myth  that  arthritis  is  just 
the  minor  aches  and  pains  of 
old  age.  It's  a major  crippler 
that  attacks.  Anybody.  Anytime. 

31  million  Americans  have  it.  There 
are  almost  a million  new  cases  a year. 
And  six  out  of  ten  are  under  60. 
Symptoms  can  come  and  go  for 
years.  So  if  you  don't  know  the 
warning  signals,  find  out.  If  you'd  like 
information  that  could  help  you  — or 
you'd  like  to  help  us 
write  to  the  Arthritis 
Foundation.  Box 
19000.  Atlanta, 

GA  30326. 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


As  the  newly-appointed  Editor  of  the 
Nebraska  Medical  Journal,  I want  to 
express  appreciation  to  Doctor  Frank  Cole 
from  all  Nebraska  physicians  for  a job  well 
done.  Frank  was  the  Editor  for  sixteen  years, 
and  just  last  month  decided  to  “hang  up  his 
pen.”  I'm  sure  Frank  would  appreciate  hearing 
from  his  friends  and  readers  of  this  Journal  in 
the  future. 

I wonder  how  many  years  I will  last?  I can  say 
one  thing  right  now  — this  won’t  be  a one-man 
job.  I’m  currently  trying  to  recruit  several 
Associate  Editors  and  an  Editorial  Board  to 
guide  the  future  course  of  this  Journal.  I would 
appreciate  input  from  any  and  all  physicians 
for  suggestions  regarding  content  in  the 


Nebraska  Medical  Journal.  Plus,  I would 
welcome  any  suggestions  regarding  who  should 
be  on  the  Editorial  Board  — any  volunteers? 

Even  though  I am  an  Internist  and  Car- 
diologist, I would  like  to  encourage  manu- 
scripts from  all  areas  of  medicine.  This  will 
not  be  just  a Cardiology  Journal. 

A newly-constructed  “Advice  to  Authors”  is 
included  in  this  issue.  Note  that  the  Editorial 
Board  will  consider  manuscripts  up  to  4,000 
words,  i.e.  longer  manuscripts  than  previously 
published.  And,  I would  encourage  a reason- 
able number  of  references  with  each  manu- 
script. Keep  those  manuscripts  coming! 

Alan  D.  Forker,  M.D. 
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ORIGINAL  ARTICLES 


A Community  Outbreak  of  Trichinosis 
in  Nebraska:  Report  of  an 
Epidemiologic  Investigation 


PART  I 
Summary 

Trichinosis  was  diagnosed  in  15  of  25 
individuals  of  4 families  in  a rual  community 
in  northeast  Nebraska,  in  January,  1973.  The 
source  of  infection  was  uncooked  home 
prepared  sausage  containing  pork  from  farm- 
slaughtered  swine.  Trichinella  spiralis  larvae 
were  subsequently  demonstrated  in  samples 
of  remaining  sausage  and  pork  products.  A 
serologic  survey  of  30  brood  sows  on  the 
farm  indicated  that  7 (23.3%  ) were  positive 
to  T.  spiralis  antibody  by  the  latex  aggluti- 
nation test.  Considerations  of  prevention  and 
control  of  trichinosis  in  swine  and  humans 
are  discussed. 

Introduction 

Trichinosis  has  continued  to 

decline  in  incidence  annually 
in  the  United  States  from  451 
human  cases  in  1947  to  135  cases  in  1979. 
The  case  fatality  ratio  also  had  declined  from 
one  fatality  per  32.2  cases  in  1947  to  one  per 
100  cases  in  the  past  decade. 1,2  In  spite  of 
this  overall  favorable  trend,  small  local 
outbreaks  continue  to  occur. 

In  Nebraska,  trichinosis  virtually  went 
unreported  for  the  10  year  period  1963  to 
1972.  In  1973,  trichinosis  was  reported  in  a 
rural  community  in  northeast  Nebraska.  An 
epidemiologic  investigation  was  requested  by 
attending  physicians  and  subsequently  con- 
firmed the  outbreak  reported  here. 

Background 

In  January,  1973,  5 of  7 members  of  family 
#1  presented  to  their  personal  physician  with 
vague  complaints  of  fever,  gastroenteritis, 
muscle-aches,  headache,  and  weight  loss  of 
two  weeks  duration.  Elevated  white  blood 
counts  with  eosinophilia  suggested  a diagno- 
sis of  trichinosis.  This  suspicion  was 
strengthened  by  the  fact  that  the  mother, 
who  had  discontinued  eating  pork  in  1972 
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following  treatment  for  suspected  but  uncon- 
firmed trichinosis,  was  not  ill. 

The  attending  physician  elicited  a history 
of  recent  consumption  of  homemade  sausage 
produced  from  two  home-butchered  sows 
culled  from  the  breeding  herd  owned  by  the 
farmer’s  brother  (family  # 2 ).  These  two 
families  worked  closely  and  shared  butcher- 
ing and  sausage  making  tasks  on  their 
respective  farms.  Samples  of  the  sausage  and 
side  pork  were  submitted  for  analysis  to  the 
Veterinary  Medical  Research  Institute,  Col- 
lege of  Veterinary  Medicine;  Ames,  Iowa,  for 
analysis  by  the  Baermann  digestion  tech- 
nique and  trichinoscope  and  were  found  to  be 
positive. 3 

Later,  it  was  learned  that  illness  compat- 
ible with  trichinosis  was  diagnosed  in  mem- 
bers of  family  #2  by  another  physician. 
Additional  history  also  revealed  that  family 
#1  had  served  the  incriminated  sausage  to 
two  other  families  (family  H3  and  #4)  at  an 
earlier  social  gathering;  illness  compatible 
with  trichinosis  was  also  confirmed  in  these 
two  families. 

♦Address  for  reprints:  Iowa  State  Health  Department,  Division  of  Disease 
Prevention,  Lucas  State  Office  Building,  Des  Moines,  Iowa  50319. 
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Table  1.  Results  of  Trichinosis  Studies  on  Pork 
Samples  Submitted  to  Veterinary  Medical  Re- 
search Institute  Laboratory,  Iowa  State  Univer- 
sity, Ames,  Iowa. 


Product  Source  Test  Results 

Side  Pork  Family  #2  Trichinoscope  289  T.  spirilis/ 

gram 

Side  Pork  Family  #2  Digestion*  11  Trichinae/ 

gram 
44  Trichinae/ 
gram 
1.9  Trichinae/ 
gram 
Negative 


Smoked  Sausage  Family  #2  Digestion* 
Smoked  Sausage  Family  #2  Digestion* 
Cooked  Sausage  Family#!  Digestion* 


*The  results  obtained  using  the  Baermann  digestion  technique  should  be 
considered  as  minimal.  Dead  worms  due  to  freezing,  processing  or 
other  storage  may  digest  by  the  procedure  used.  Therefore,  total  worm 
counts  for  sausage  and  pork  samples  may  be  higher. 


Materials  and  methods 

All  members  of  the  4 exposed  families 
were  interviewed  as  to  whether  they  had  a 
characteristic  illness,  date  of  onset,  signs  and 
symptoms,  and  date  of  initial  consumption  of 
incriminated  pork  sausage  and/or  pork  pro- 
ducts. Blood  samples  were  collected  on 
February  15  and  March  14,  1973  and  examin- 
ed for  specific  antibody  to  trichinella  using 
the  bentonite  flocculation  test  (BFT).  Clinical 
data  from  hospitalized  cases  was  obtained 
from  medical  records. 


Results 

Cases:  Between  January  14  and  29,  1973, 
15  of  25  members  of  the  4 families  developed 
illnesses  compatible  with  trichinosis.  In  5 
individuals,  the  date  of  first  exposure  was 
January  7,  with  clinical  onset  on  January 
14-16,  indicating  a 7 to  9 day  incubation 
period.  Initial  symptoms  consisted  of  variable 
periods  of  diarrhea  with  fever,  followed  by 
myalgia,  periorbital  edema,  and  headache. 
Signs  and  symptoms  noted  in  decreasing 
order  of  observation  were  fever,  diarrhea, 
muscle  aches,  weakness,  periorbital  edema, 
headache,  weight  loss,  facial  edema,  and 
chills  with  sweating. 

11  patients  had  CBCs  performed  during 
their  illness,  and  eosinophilia  of  greater  than 
or  equal  to  5%  was  recorded  on  at  least  one 
occasion  in  all  11.  10  of  the  11  had  white 
blood  cell  counts  of  greater  than  or  equal  to 
10,000  during  the  acute  phase  of  their  illness. 

The  spectrum  of  clinical  disease  ranged 
from  asymptomatic  to  that  requiring  hospit- 
alization. 3 of  the  children  of  families  1 and  2 
with  a positive  history  of  sausage  consump- 
tion were  noted  to  have  serologic  evidence  of 
infection  without  clinical  illness.  Conversely, 
individuals  9,  11,  and  13  of  family  #2  had 
negative  BFT  titers  yet  had  compatible 
clinical  illnesses  that  included  elevated  WBCs 
plus  eosinophilia. 


Sausage  preparation  techniques  used  by 
family  #2  were  reviewed.  In  addition,  all  30 
brood  sows  belonging  to  family  # 2 were  bled 
and  tested  utilizing  the  BFT  and  latex 
agglutination  test  (LAT).  Additional  samples 
of  the  remaining  sausage  supplies  and  pork 
cuts  were  collected  from  the  family  freezer. 
The  number  of  larvae  per  gram  of  meat  and 
viability  of  larvae  were  determined  by 
digesting  the  tissues  in  pepsin  as  described 
by  Zimmerman. 4 Larvae  were  considered 
viable  if  they  remained  highly  coiled  after 
the  digestion  process. 

Rats  in  the  area  of  family  #2’s  farm  were 
trapped  and  tongue -diaphragm  tissues  were 
collected  and  examined  for  larval  concentra- 
tion and  viability  studies.  Intercostal  muscle 
tissues  were  also  collected  from  a sow 
subsequently  culled  and  butchered  for  home 
consumption  and  submitted  for  similar 
studies. 


Three  patients  were  hospitalized. 

Individual  #1  was  a 38  year  old  male 
hospitalized  for  presumptive  trichinosis  on 

Table  2.  Symptoms  of  trichinosis  (Number  = 15 
cases). 

Number  Percent 


Fever 14  93 

Diarrhea 11  73 

Muscle  Soreness 10  67 

Weakness  (Malaise) 10  67 

Headache 7 47 

Periorbital  Edema 8 53 

Facial  Edema 4 27 

Weight  Loss  (5  to  30  lbs.)  ...  5 34 

Chills  & Sweating 3 20 

Cramps 1 7 

Nausea 1 7 

Fainting  & Vertigo 2 13 

Hair  Loss  (Late) 2 13 

Myocarditis  (?) 1 7 

Pneumonia 1 7 

Nephritis 1 7 
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Table  3.  Tabular  Results  of  Serologic  Studies  in  Four  Families  Involved  in  Trichinosis  Outbreak. 
Nebraska,  February  & March  1973 


Indi- 

History 

BFT 

Hers 

vidual 

of  Fating 

Clinical 

15  Feb  73 

14  Mar  73 

Elevated 

Family 

Nr 

Sex 

Age 

Sausage 

Illness 

S-l 

S-2 

WBC 

Eosinophilia 

Comments 

F 

l 

M 

38 

Yes 

Yes 

1:20 

1:160 

Yes 

Yes 

Hospitalized 

A 

2 

F 

38 

No 

No 

Neg 

Neg 

Not  Done 

Not  Done 

M 

3 

F 

13 

Yes 

Yes 

1:80 

1:20 

Not  Done 

Not  Done 

I 

4 

F 

12 

Yes 

Yes 

1:80 

1:160 

Not  Done 

Not  Done 

L 

5 

F 

8 

Yes 

Yes 

1:1280 

1:320 

Yes 

Yes 

Y 

6 

M 

6 

Yes 

Yes 

1:80 

1:80 

Not  Done 

Not  Done 

#1 

7 

F 

4 

Yes 

No 

1:320 

1:320 

Not  Done 

Not  Done 

8 

M 

41 

Yes 

Yes 

1:80 

1:10* 

Yes 

Yes 

*S-2  collected 

on  19  Apr  73. 

F 

9 

F 

37 

Yes 

Yes 

Neg 

Neg 

Yes 

Yes 

Pregnant 

A 

10 

M 

16 

Yes 

Yes 

1:160 

1:160 

Not  Done 

Not  Done 

M 

11 

M 

15 

Yes 

Yes 

Neg 

Neg 

Yes 

Yes 

I 

12 

F 

14 

Yes 

Yes 

1:5120 

1:640 

Yes 

Yes 

L 

13 

M 

13 

Yes 

Yes 

Neg 

Neg 

Yes 

Yes 

Y 

14 

F 

10 

Yes 

No 

Neg 

Neg 

Not  Done 

Not  Done 

#2 

15 

M 

9 

Yes 

No 

Neg 

Neg 

Not  Done 

Not  Done 

16 

F 

5 

Yes 

No 

Neg 

1:5 

Not  Done 

Not  Done 

17 

F 

4 

Yes 

No 

1:5 

1:10 

Not  Done 

Not  Done 

FAMILY 

#3 

18 

M 

67 

Yes 

Yes 

1:20 

1:320 

Yes 

Yes 

19 

F 

63 

Yes 

Yes 

1:10 

1:80 

Yes 

Yes 

Hospitalized 

F 

20 

M 

38 

Yes 

Yes 

Neg 

1:20 

Yes 

Yes 

A 

21 

F 

34 

Yes 

Yes 

1:80 

1:1280 

Yes 

Yes 

Hospitalized 

M 

22 

M 

14 

No 

No 

Neg 

Neg 

Not  Done 

Not  Done 

I 

23 

F 

11 

No 

No 

Neg 

Neg 

Not  Done 

Not  Done 

L 

24 

F 

10 

No 

No 

Neg 

Neg 

Not  Done 

Not  Done 

Y 

25 

M 

9 

No 

No 

Neg 

Neg 

Not  Done 

Not  Done 

#4 


January  14,  1973.  During  hospitalization, 
several  CBCs  recorded  white  counts  above 
20,000  with  20-35%  eosinophils.  Signs  and 
symptoms  on  admission  included  fever  (103° 
F),  diarrhea,  headache,  periorbital  edema, 
muscle  aches,  and  weakness.  Urinalysis  re- 
vealed numerous  casts,  RBCs,  and  WBCs. 
Treatment  included  thiabendazole  and  predni- 
sone. Subsequent  BFTs  were  1:20  on  2/15/73 
and  1:160  on  3/14/73. 

Individual  #19,  a 63  year  old  female  was 
hospitalized  from  January,  1973  to  February 
4,  1973  for  acute  trichinosis.  She  was  treated 
for  pneumonia,  diarrhea,  and  muscle  weak- 
ness. Other  signs  ipcluded  fever,  periorbital 
edema,  and  fainting,  White  blood  counts 
ranged  from  17,600  to  21,000,  with  15  to  35% 
eosinophils.  Recovery  followed  therapy  with 
Bicillin,  Lomotil,  and  Prednisone.  BFT  titers 
were  1:10  on  2/15/73  and  1:80  on  3/14/73. 

Individual  #21  a 34  year  old  female  was 
hospitalized  for  nine  days  for  acute  trichi- 
nosis. On  admission,  there  was  EKG  evi- 
dence of  myocarditis,  and  symptoms  of  acute 


organic  brain  syndrome.  Blood  counts  ranged 
from  14,000  to  28,000,  with  36  to  55% 
eosinophils.  Fever  of  102°  and  higher,  with 
diarrhea,  periorbital  edema,  muscle  aches, 
and  severe  weakness  were  recorded.  Loss  of 
hair  was  evident  for  several  weeks  during 
convalescence.  Recovery  followed  treatment 
with  prednisone  (80  mg  day)  and  thiabenda- 
zole. BFT  titers  were  1:80  on  February  15, 
1973,  and  1:1280  on  March  4,  1973. 

Source 

Investigation  revealed  that  on  December 
28,  1972  family  #2  had  butchered  2 brood 
sows  and  1 beef  animal  and  2 days  later  had 
made  sausage.  The  ingredients  were  equal 
portions  of  ground  beef  and  pork  combined 
with  appropriate  amounts  of  salt,  pepper, 
monosodium  glutamate,  and  potassium  ni- 
trate. The  mixture  was  packed  in  natural 
casing,  was  not  smoked,  and  hung  dry  until 
January  6,  1973,  when  it  was  divided 

between  families  #1  and  #2  and  subsequently 
consumed.  Samples  of  remaining  sausage  and 
pork  chops  tested  by  the  Center  for  Disease 
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Figure  1.  Onset  of  clinical  illness  associated  with 
trichinosis  in  four  families.  Nebraska.  January 
1973.  (n  = 15) 


Cases  with  known  exposure 
on  7 January  1973. 


Number 

Cases  with  exposure 
times  on  or  after 


of 

Cases 


□ 


Date  of  initial 
exposure. 


JANUARY  1973 


Control  utilizing  the  Baermann  digestion  tech- 
nique. All  were  positive  for  Trichinella 
spiralis  larvae. 

Between  February  21  and  28,  1973,  8 adult 
rats  [Rattus  norvegicus]  were  trapped  on  the 
farm  of  family  tf2,  and  tongue-diaphragm 
tissues  were  submitted  for  larval  studies; 
these  results  were  negative  for  larvae. 
Tissues  examined  from  a third  sow  slaught- 
ered during  the  investigation  were  negative 
for  larvae.  Inquiry  into  farm  practices  reveal- 
ed no  previous  garbage  feeding  or  recent  herd 
acquisitions,  ruling  out  possible  trichinae 


infection  acquired  elsewhere  in  introduced 
animals. 

It  was  learned  that  family  ft 2 had  a drove 
of  30  brood  sows  remaining  in  addition  to  300 
younger  pigs  of  varying  ages.  The  group  of 
30  sows  were  bled  on  February  21,  1973  and 
tested  by  the  LAT;  7 (23%)  were  positive. 
The  barrows  and  gilts  were  omitted  since 
their  feeding  program  was  different,  and 
their  life  span  or  period  of  exposure  to  the 
farm  premises  was  shorter.  Both  families 
were  advised  to  adequately  cook  any  pork 
products  from  remaining  sows  slaughtered 
for  home  consumption. 
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Normal  Pressure  Hydrocephalus 
A Treatable  Cause  of  Dementia 


NORMAL  pressure  hydrocephalus 
is  an  unusual  but  well  recognized 
cause  of  dementia  in  the  elderly. 
It  may  present  as  a clinically  recognizable  triad 
of  symptoms  and  signs:  progressive  dementia, 
gait  ataxia,  and  urinary  incontinence.  It  is 
treatable  by  a shunt  from  the  cerebral  ventricles 
to  either  the  heart  or  peritoneum  to  lower  the 
cerebrospinal  fluid  pressure. 

Case  report:  A 69  year  old  retired  business- 
man was  evaluated  because  of  progressive 
dementia  of  three  years  duration.  His  memory 
was  poor,  and  his  interest  in  daily  activities  and 
his  spontaneous  behavior  were  much  reduced. 
He  had  no  headaches.  He  had  urinary  urgency, 
incontinence,  and  enuresis.  Urological  evalua- 
tion had  been  negative. 

Recent  memory  was  fair,  mentation  seemed 
slowed,  and  spontaneous  behavior  reduced. 
He  was  alert  and  oriented.  His  gait  was 
severely  ataxic  and  wide-based,  with  short, 
shuffling  steps.  He  needed  support  to  walk. 
Deep  tendon  reflexes  were  increased  sym- 
metrically. There  was  no  focal  neurological 
deficit  or  papilledema. 

CT  head  scan  showed  generalized  enlarge- 
ment of  the  ventricular  system  without  ad- 
vanced atrophy  of  the  cerebral  cortex.  There 
was  also  an  old  cerebral  infact  in  the  right 
frontal  cortex,  which  had  resulted  from  a 
hemorrhagic  cerebral  contusion  sustained  in  a 
fall  one  year  earlier. 

Right  ventriculoatrial  shunt  was  performed. 
Postoperatively,  his  memory  and  spontaneous 
behavior  improved.  His  gait  became  much 
more  steady  and  brisk.  He  regained  urinary 
control.  Followup  CT  head  scan  showed  a 
slight  decrease  in  ventricular  size. 

Discussion:  The  syndrome  of  normal  pres- 
sure hydrocephalus  was  clearly  defined  by 
Adams  in  1965. 1 It  is  an  unusual  cause  of 
dementia  in  the  elderly.  Recognition  of  the 
syndrome  is  important  because  it  is  treatable. 
The  progressive  ventricular  enlargement  re- 
sults from  impaired  cerebrospinal  fluid  cir- 
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culation  in  the  subarachnoid  space  or  impaired 
absorption  of  the  cerebrospinal  fluid  into  the 
venous  sinuses.  Though  the  cerebrospinal  fluid 
pressure  does  not  rise  above  200  mm  Hg,  this 
normal  pressure  is  sufficient  to  dilate  the 
ventricles.  Less  pressure  is  needed  to  dilate 
large  ventricles  than  small  ones,  following 
Pascal’s  law  for  enclosed  fluid  (force  = 
pressure  X area).  The  normal  pressure  pre- 
sumably accounts  for  the  alertness  and  lack  of 
headache  which  is  typical  of  the  syndrome.  A 
similar  condition  may  follow  subarachnoid 
hemorrhage  by  several  weeks  or  months,  in 
which  case  the  subarachnoid  blood  blocks  the 
cerebrospinal  fluid  pathways. 

Since  the  syndrome  has  been  recognized, 
the  problem  has  been  to  identify,  from  among 
the  large  number  of  elderly  demented  patients, 
the  small  number  who  have  normal  pressure 
hydrocephalus  and  might  benefit  from  a shunt. 
It  is  still  not  possible  always  to  be  sure.  At  this 
time  the  clinical  findings  of  dementia,  gait 
ataxia,  and  urinary  incontinence  supplemented 
by  a CT  head  scan  which  shows  generalized 
ventricular  dilatation  without  advanced  corti- 
cal atrophy  seem  to  be  the  conditions  which 
respond  favorably  to  a shunt.2  Advanced 
cortical  atrophy  and  generalized  ventricular 
dilatation  indicate  the  likelihood  of  Alzhei- 
mer’s disease,  a degenerative  disease  of  the 
neurons  which  will  not  respond  to  lowering  the 
cerebrospinal  fluid  pressure  by  a shunt.  In 
questionable  cases,  further  preoperative  in- 
vestigation would  be  necessary  to  exclude 
other  diagnostic  possibilities. 
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Adult  Tobacco  Use  in  Nebraska 


THE  endemic  level  of  cigarette 
smoking  among  adults  in  the 
U.S.  is  declining  slightly. 
About  one  out  of  three  adults  17  years  and 
older  (33.7%)  now  smoke  cigarettes.1  This 
proportion  is  down  slightly  from  36.9%  in 
1970,  and  represents  the  smallest  proportion 
of  the  national  population  to  be  difined  as 
smokers  since  the  1950s.  This  decline  is 
largely  the  result  of  a smaller  proportion  of 
male  smokers  in  1978  compared  to  1970.  In 
1970,  43.5%  of  the  males  were  smokers, 
while  in  1979,  only  37.4%  were  smokers.  For 
females,  there  were  almost  no  changes  in  the 
same  period:  31.1%  in  1970,  30.4%  in  1978. 

Figures  presented  in  this  report  describe  the 
smoking  practices  of  Nebraska  adults.  They 
were  gathered  from  a random  sample  of  1880 
Nebraskans  who  participated  in  the  1980 
Nebraska  Annual  Social  Indicators  Survey 
conducted  by  the  Bureau  of  Sociological 
Research,  University  of  Nebraska,  Lincoln. 
Respondents  were  classified  as  current 
smokers  if  they  had  smoked  at  least  100 
cigarettes  in  their  lifetime  and  were  smoking 
at  the  time  of  the  survey.  Former  smokers 
were  those  who  had  been  current  smokers 
and  had  quit  the  practice  and  never  smokers 
were  individuals  who  reported  they  had 
never  smoked  as  many  as  100  cigarettes. 

Prevalence  in  Nebraska 

Table  1 shows  the  age  distribution  of  the 
smokers  identified  in  this  survey.  29.8%  of 
males  and  27.2%  of  females  aged  18  years 
and  older  were  regular  smokers.  The  preva- 
lence of  Nebraska  cigarette  smoking  among 


TABLE  1 

PERCENTAGE  SMOKERS:  NEBRASKA 


Age/yrs 

Males 

current 

smokers 

Females 

current  smokers 

Nebr.  % 

US  % 

Nebr.  % 

US  % 

18  - 24* 

26.1 

33.9 

32.6 

31.4 

25  - 44 

34.2 

42.3 

33.2 

35.9 

45  - 64 

30.3 

39.9 

25.5 

33.4 

65  plus 

21.2 

22.9 

12.8 

11.9 

X = 

29.8 

37.4 

27.2 

30.4 

*US  data  age  range  17-24  years. 
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adults  is  below  the  reported  U.S.  prevalence 
in  all  age  groups  for  males  and  for  all  age 
groups  for  females  except  the  18-24  year  olds 
and  those  over  65  years. 

TABLE  2 

CIGARETTE  CONSUMPTION  RATE 


Cigarettes 

Males 
Nebr.  % 

US  % 

Females 
Nebr.  % 

US  % 

per  day 

Less  than  15 

24.2 

23.4 

32.3 

36.0 

15  - 24 

46.1 

42.5 

52.3 

43.0 

More  than  24 

29.7 

34.1 

15.4 

21.0 

Total 

100.0 

100.0 

100.0 

100.0 

Consumption  Rate 

While  national  trends  indicate  that  the 
proportion  of  smokers  in  the  population  is 
declining,  there  is  clear  evidence  that  the 
number  of  cigarettes  consumed  by  each 
smoker  is  increasing.  This  finding  is  related 
to:  a)  the  fact  that  some  smokers  have 
switched  to  lower  tar  and  nicotine  cigarettes, 
and  as  a consequence  tend  to  smoke  more 
cigarettes  and  b)  the  fact  that  dispropor- 
tionate number  of  persons  smoking  only  a 
few  cigarettes  daily  have  quit  smoking.  In 
this  Nebraska  sample,  the  consumption  rate 
of  the  male  smokers  was  similar  to  that  of 
the  national  sample,  but  among  the  females, 
the  pattern  varied  significantly.  Nebraska 
females  were  more  likely  to  smoke  15-24 
cigarettes  per  day  than  the  national  sample 
but  less  likely  to  be  heavy  smokers  (Table  2). 

Type  of  cigarette  smoked 

Filtered  cigarettes  of  the  plain  or  non- 
mentholated  type  are  clearly  the  cigarette  of 
choice  for  both  men  and  women.  The  only 
major  difference  between  the  types  of  cigar- 
ettes smoked  by  males  and  females  appear  to 
be  in  their  length.  Almost  twice  the  propor- 
tion of  women  (37.2% ) chose  100  mm 
cigarettes  as  did  men  (17.6%  ). 
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Preceived  hazard 

Respondents  who  smoked  were  asked  how 
hazardous  were  the  kinds  of  cigarettes  they 
smoked,  compared  to  other  kinds.  Almost 
equal  proportions  of  males  (14.8% ) and 
females  (16%  ) judged  their  kind  of  cigarette 
more  hazardous  than  others.  Younger  smok- 
ers were  more  likely  to  judge  cigarettes  to 
be  hazardous. 

Future  smoking  practices 

In  response  to  a question  about  future 
smoking  practices,  54%  of  the  male  and  58% 
of  the  female  smokers  said  they  “definitely” 
and  “probably  will  still  be  smoking  in  5 years 
time. 

Quitting 

While  the  majority  of  current  smokers 
(54%  males  and  58%  females)  indicated  they 
will  still  be  smoking  in  five  years,  83%  of  the 
males  and  85%  of  the  females  indicated  a 
willingness  to  quit  if  an  easy  method  was 
available.  This  large  discrepancy  between  the 
prediction  of  future  smoking  and  the  willing- 
ness to  quit  if  an  easy  method  were  available 
suggests  that  most  smokers  do  not  believe 
an  easy  method  of  quitting  is  available.  Their 
past  experiences  probably  support  this  con- 
clusion. 

It  is  possible  to  approximate  the  quitting 
picture  for  Nebraskans  by  extrapolating 
from  national  data  and  by  using  population 
estimates  from  the  preliminary  count  of  the 
1980  census.  In  1980,  there  were  546,975 
males  and  578,025  females  aged  18  or  older 
in  Nebraska.  In  this  population,  29.8% 
(162,999)  males  and  27.2%  females  (157,223) 
were  current  smokers.  If  60.1%  of  the  male 
smokers  and  58.4%  of  the  female  smokers 
attempted  to  quit  in  the  last  year,  as 
national  data  suggest,  then  97,962  males  and 
91,818  females  had  attempted  to  quit.  Based 
on  national  data,  we  estimate  that  13.1% 
(12,833)  of  the  males  and  16.0%  (14,690)  of 
the  females  successfully  quit  smoking  for  at 
least  three  months.  This  means  that  in 
Nebraska,  if  these  estimates  are  accurate, 
85,129  males  and  77,129  females  attempted 
to  quit  and  failed. 


This  failure  rate  should  be  a concern  to 
physicians,  health  policy  makers  and  health 
educators  alike.  Efforts  to  help  those  who 
already  wish  to  quit  smoking  deserve  in- 
creased support,  just  as  do  efforts  to  prevent 
the  onset  of  smoking  during  adolescence. 

Other  forms  of  tobacco  use 

Of  the  total  sample  of  1880  interviewed, 
(920  males  and  960  females),  634  (33.1% ) 
reported  they  used  tobacco  in  one  form  or 
another.  The  proportion  of  cigarette  smokers 
was  reported  earlier.  Of  those  who  used 
tobacco  in  other  forms,  68  (67  males  and  1 
female)  reported  currently  smoking  cigars, 
75  males  and  1 female  chewed  tobacco  and  65 
males  reported  smoking  a pipe.  Stated 
another  way,  7.1%  of  the  male  sample 
smoked  a pipe,  7.4%  smoked  cigars  and 
8.2%  chewed  tobacco.  It  is  clear  that  cigar, 
pipe,  cigarette  smoking  or  chewing  tobacco 
are  not  mutually  exclusive  behaviors.  Some 
respondents  used  tobacco  in  two  or  more 
forms. 

Conclusion 

Cigarette  smoking  contributes  unnecces- 
sarily  to  morbidity  and  mortality,  Knowing 
that  fewer  Nebraskans  smoke  than  in  the 
nation  as  a whole  is  encouraging  but  noting 
how  few  smokers  who  want  to  quit  the  habit 
actually  succeed,  is  cause  for  concern.  Clear- 
ly, effort  is  needed  on  at  least  two  fronts:  1) 
to  find  better  ways  to  help  young  people 
resist  the  pressures  to  become  regular 
smokers  and  2)  to  find  better  ways  to  help 
those  who  wish  to  quit  smoking  to  succeed. 
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Cesarean  Birth  and  Controversy 


THE  importance  of  supervising  all 
maternity  patients  through 
pregnancy  was  advocated  in  the 
nineteenth  century.  Since  that  time,  new 
knowledge,  techniques,  and  procedures  have 
evolved  preventing  many  complications.  The 
use  of  the  cesarean  section  is  one  of  those 
procedures  that  has  made  its  contibution  to  the 
reduction  of  maternal  mortality. 

Before  1930  in  the  United  States,  most  infants 
were  delivered  at  home.  By  1945,  almost  all  the 
deliveries  in  Nebraska  were  in  hospitals. 
Hospital  obstetrical  committees  were  estab- 
lished to  review  procedures  and  maternal 
deaths.  Continuous  inhouse  monitoring  resulted 
in  a marked  reduction  in  the  maternal  mortality 
rate.  With  the  introduction  of  such  techniques 
as  competent  anesthesia,  blood  for  transfusion, 
chemotherapy,  and  antibiotics,  cesarean  sec- 
tion was  declared  a safe  procedure  for  the 
mother  in  1949. 

Hospital  obstetrical  committees  reviewed  all 
cesarean  sections,  and  in  most  cases  insisted  on 
consultation.  The  emphasis  was  primarily  on 
preserving  the  mother’s  health  and  life.  When 
the  mother’s  life  was  not  in  jeopardy,  it  was 
almost  considered  an  indication  of  professional 
failure  if  an  infant  could  not  be  delivered 
vaginally.  The  woman  who  experienced  a 
cesarean  section  was  termed  an  obstetrical 
cripple  with  reference  to  future  pregnancies. 
Once  a section,  always  a section,  was  the  rule.  A 
low  cesarean  section  rate  was  considered 
indicative  of  a good  obstetrical  service. 

In  1960,  the  perinatologist,  the  neonatolo- 
gist,  and  the  pediatrician  became  associates  in 
the  specialty  of  obstetrics.  Physicians  who 
previously  considered  the  obstetrical  patient  as 
one,  the  mother,  suddenly  were  faced  with  the 
concept  of  two  patients.  Complexities  that 
existed  for  treating  one  patient,  the  mother, 
also  existed  for  the  fetus.  With  two  individuals 
involved,  the  decision-making  process  became 
more  difficult  and  decisions  concerning  ce- 
sarean sections  could  not  be  made  for  the 
benefit  of  only  one  of  the  two  involved  patients. 
Risks  and  benefits  to  both  patients  had  to  be 
weighed.  Improvement  in  fetal  development 
and  well-being,  improved  delivery  technique, 
and  the  quality  of  life  for  the  surviving  neonate 
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are  the  objectives  of  the  perinatologist. 
Neonatal  intensive  care  centers  have  been 
established  in  all  states  resulting  in  improved 
survival  rates  and  hopefully  improved  long 
term  outcomes  for  the  infant  at  risk.  Today, 
there  is  a good  chance  of  survived  for  the  infant 
between  800  and  1,000  grams,  or  30  weeks  of 
gestation. 

For  the  fetus,  cesarean  delivery  is  consider- 
ed another  approach  used  to  increase  the 
well-being  of  the  fetus.  Unanticipated  intra- 
partum episodes  are  more  quickly  detected 
during  labor  by  trained  professionals,  fetal 
monitoring,  and  pH  sampling.  Relief  of  these 
episodes  can  frequently  be  accomplished  by 
appropriate  interventions  and  at  times  ce- 
sarean birth.  Preexisting  conditions  known  to 
be  associated  with  brain  damage  (maternal 
bleeding,  intrauterine  growth  retardation, 
multiple  pregnancy,  immaturity,  prolonged 
intrauterine  asphyxia)  usually  are  not  benefit- 
ed by  cesarean  section. 

The  premature  fetus,  one  that  in  less  than 
1,500  grams  and  may  be  easily  compromised 
by  prolonged  labors  (dystocia),  breech  or  other 
abnormal  presentations,  is  at  risk  of  developing 
an  intracranial  hemorrhagic  accident.  This  type 
of  accident,  along  with  hypoxia  and  ischemia, 
may  affect  neurological  sequelae  (sensori- 
neural hearing  loss,  acquired  hydrocephalus, 
psychomotor  retardation,  intellectual  defects, 
etc.)  in  the  fetus.  In  the  United  States,  low  birth 
weight  ( < 2,000  gram)  infants  represent  about 
8%  of  the  term  population,  and  those  of  high 
birth  weight  ( >4,000  grams)  represent  1%  of 
that  population.  The  use  of  cesarean  birth  for 
the  very  low  birth  weight  population  is 
increasing. 

Although  normal  birth  weight  infants  are  the 
largest  and  potentially  the  healthiest  group  of 
infants  seen  during  labor,  management  of  labor 
in  this  group  has  recently  changed  causing  an 
increase  in  cesarean  sections.  Subdural 
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hemorrhage  resulting  from  birth  trauma  has 
dimished  as  the  more  difficult  manipulative 
obstetrical  procedures,  such  as  forceps  de- 
livery, have  been  abandoned  in  favor  of 
cesarean  birth.  The  diagnosis  of  dystocia 
during  labor  is  not  easily  defined,  and 
obstetrical  diagnosis  of  dystocia  or  asphyxia 
are  more  frequently  made  today.  In  most  cases 
their  direct  relationship  to  fetal  brain  damage 
is  both  uncertain  because  of  the  difficulty  in 
identifying  brain  damage  at  birth,  or  during  the 
neonatal  period.  Long  term  follow-up  studies 
have  not  been  done. 

An  important  threat  to  the  fetus  of  the 
scheduled  cesarean  birth  is  the  possibility  that 
preterm  delivery  may  occur  because  of  error  in 
estimation  of  fetal  gestational  age.  Under  those 
circumstances,  an  infant  who  would  otherwise 
have  had  an  entirely  normal  outcome  if  allowed 
to  deliver  at  term,  may  develop  the  many 
problems  of  prematurity,  including  respiratory 
distress  syndrome. 

The  Professional  Activities  Study  (PAS) 
collects  information  on  hospital  discharges 
from  a large  number  of  United  States 
short-stay  hospitals.  Information  on  child  birth 
was  available  for  1970  and  1978.  The  cesarean 
birth  rate  (cesarean  births  per  100  total  births) 
increased  from  5.7%  in  1970  to  14.7%  in  1978.  A 
survey  in  the  State  of  Nebraska  revealed  a 
cesarean  birth  rate  of  5.5%  in  1970  and  11.8% 
in  1978. 

The  increase  in  cesarean  birthrates  is  a 
reflection  of  the  increases  for  all  complications 
related  to  pregnancy.  Both  the  changes  in  the 
complication  - specific  cesarean  delivery  rate 
and  changes  in  the  percentage  of  births  with 
complications  have  caused  an  increase  in  the 
cesarean  delivery  rate.  32.5%  of  the  increase  in 
the  cesarean  delivery  rate  in  the  U.S.  was 
caused  by  the  changes  in  the  complications  - 
specific  cesarean  delivery  rate  and  67.7%  by 
changes  in  the  percentages  of  births  with 
complications.  In  1970,  30%  of  all  deliveries 
noted  complications.  In  1978,  45%  of  all 
deliveries  noted  complications.  The  percentage 
of  births  with  malpresentation  (breech,  per- 
sistent occiput-posterior)  and  other  maternal 
complications  (antepartum  hemorrhage,  prior 
gynecological  surgery)  were  the  same  in  1970 
and  1978. 


In  1970  and  1978,  almost  all  women  (98%  ) in 
the  U.S.  with  a previous  cesarean  delivery 
were  delivered  by  the  same  method.  About 
30%  of  all  cesarean  births  in  the  United  States 
today  are  performed  because  of  previous 
cesareans. 

The  United  States  leads  Canada,  France, 
England  and  Wales,  Norway,  and  the  Nether- 
lands in  the  current  rate  of  cesarean  births.  All 
of  the  countries  have  had  increased  percent- 
ages of  hospital  versus  home  births,  increased 
use  of  medical  technical  resources  and  a trend 
towards  use  of  obstetric  specialists,  rather  than 
general  practitioners.  The  birth  rate  in  each 
country  has  declined  while  infant  and  maternal 
rates  have  improved.  In  the  United  State,  the 
percentage  of  pregnancies  delivered  by  an 
obstetrician  went  from  68%  in  1968  to  81%  in 
1977.  Similar  trends,  but  with  lower  percent- 
ages, occurred  in  other  countries  surveyed. 
Increases  in  cesarean  rates  appeared  to  be 
influenced  by  availability  of  physician  and 
hospital  services. 

The  risk  of  maternal  mortality  from  cesarean 
birth  is  not  high.  Overall,  cesarean  delivery 
carries  about  four  times  the  risk  of  maternal 
mortality  of  a vaginal  delivery.  For  repeat 
casareans,  the  risk  is  only  twice  that  of  the 
maternal  morality  of  all  vaginal  deliveries. 

A zero  cesarean  birth  mortality  rate  is  not  a 
possibility  since  some  cesarean  births  are 
necessary  to  preserve  the  life  of  the  mother  or 
fetus,  as  in  certain  maternal  illness  and 
nonphysiological  placental  and  fetal  positions. 

Cesarean  birth  is  a major  surgical  procedure, 
and  will  always  be  associated  with  a morbidity 
rate  greater  than  that  of  a vaginal  delivery. 
Endometritis,  urinary  tract  infections,  and 
wound  infection  are  the  major  causes  of 
postoperative  morbidity.  These  complications 
are  influenced  by  the  demographic  features  of 
the  cesarean  section  population,  the  number  of 
high  risk  patients,  the  events  surrounding 
labor  and  delivery,  and  the  circumstances 
necessitating  operative  delivery. 
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FRACTURE  OF  THE  MONTH: 

Inferior  Shoulder  Subluxation  Associated 
with  a Surgical  Neck  Fracture  of  the  Humerus 


CASE  presentation:  A 60-year-old 
pharmacist  sustained  a non- 
displaced  fracture  of  the 
surgical  neck  of  his  right  humerus  in  a fall.  This 
was  treated  by  a shoulder  immobilizing  splint 
for  10  weeks  until  the  x-rays  were  interpreted 
as  indicating  that  the  fracture  had  healed.  The 
treating  physician  later  noted  that  the  humeral 
head  appeared  to  be  subluxated  or  dislocated 
inferiorly  and  thought  that  this  might  be 
causing  the  patient’s  subsequent  difficulty 
regaining  shoulder  motion.  He  requested  con- 
sultation at  three  months  post-injury  (Figure 
1). 


Figure  1 — X-ray  3 months  after  a surgical  neck 
fracture  showed  persistent  inferior  displacement  of 
the  humeral  head  relative  to  the  glenoid.  This  was 
associated  with  painful  limitation  of  shoulder 
motion. 

Discussion:  Inferior  displacement  of  the 
humeral  head  results  most  often  from  paralysis 
or  disuse  atrophy  of  the  rotator  cuff  and 
suspensory  muscles  of  the  shoulder.  A typical 
example  of  this  is  the  subluxation  occurring 
after  a cerebrovascular  accident  when  the 
weight  of  the  paralyzed  limb  pulls  the  arm 
downward.  To  avoid  this  painful  shoulder 
problem,  the  weakened  or  paralyzed  limb 
should  be  supported  with  a sling  and  put 
through  a passive  range  of  motion  three  to  four 
times  daily.  The  inferior  subluxation  in  this 
patient’s  surgical  neck  fracture  resulted  from 
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disuse  atrophy  of  the  supraspinatus  and 
deltoid  muscles  with  prolonged  immobilization. 
Surgical  neck  fractures  should  be  treated  on 
the  basis  of  clinical  symptoms  rather  than  x- 
ray  criteria.  As  soon  as  the  patient’s  pain 
subsides,  circumduction  shoulder  exercises 
should  be  started.  Clinical  union  precedes 
radiographic  union  of  these  fractures  by  many 
weeks.  Overemphasis  on  the  x-ray  criteria  of 
union  can,  as  in  this  case,  prolong  the  patient’s 
shoulder  stiffness  and  time  lost  from  work  for 
several  months. 


Figure  2 — External  rotation  and  abduction, 
passive  stretching  exercises  were  used  to  restore 
shoulder  motion.* 


The  treatment  recommended  for  this  pa- 
tient’s inferior  shoulder  subluxation  three 
months  post  fracture  was  passive  and  active 
range  of  motion  exercises.  Passive  stretching 
by  external  rotation  and  abduction  exercises 
were  prescribed  hourly  (Figure  2).  These 
allowed  the  patient  to  overcome  the  capsular 

■“Reprinted  with  permission  from  Connolly,  J.F.:  (DePalma’s)  The 

Management  of  Fractures  and  Dislocations,  an  Atlas,  W.  B. 

Saunders,  Co.,  Philadelphia,  PA.  1981. 
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contracture  resulting  from  both  the  injury  and 
the  immobilization.  With  conscientious  atten- 
tion to  this  exercise  program,  he  returned  to 
work  and  regained  almost  full  range  of  motion 
within  one  month. 


As  opposed  to  inferior  shoulder  subluxation 
resulting  from  disuse  atrophy,  one  should  be 
alert  to  superior  displacement  of  the  humeral 
head  indicative  of  rotator  cuff  tear.  Most 
commonly  this  results  when  the  patient, 
usually  a middle-aged  laborer,  falls  and  catches 
the  weight  of  his  body  with  one  arm  elevated 
(Figure  3).  The  sudden  loading  on  the  shoulder 
tears  loose  the  rotator  cuff  insertion.  The  acute 
retraction  of  the  supraspinatus  tendon  then 
allows  the  humeral  head  to  be  pulled  superior- 
ly by  the  deltoid.  Rotator  cuff  tears  of  this  type 
with  superior  subluxation  require  prompt 
operative  repair.  Conversely,  rotator  cuff  and 
deltoid  atrophy  producing  inferior  subluxation 
require  only  an  appropriate  exercise  program. 


Figure  3 — In  contrast  to  inferior  subluxation 
from  muscle  atrophy,  superior  subluxation  of  the 
humeral  head  results  from  rotator  cuff  disruption.* 
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As  I reflect  back  on  my  years  in  practice, 
perhaps  the  greatest  joy  and  satisfaction  to  me 
has  been  my  relationship  with  patients  and 
their  families.  All  of  you  have  had  similar 
experiences  proportionate  to  your  age  and 
years  of  practice. 

The  expressions  of  gratitude  from  both 
patients  and  their  families  after  recovery  from 
illness  or  surgery  has  been  most  heartwarming. 
Even  for  some  patients  who  were  lost,  the 
families  so  often  have  expressed  their  thanks 
in  many  ways. 

Particularly,  I remember  many  families  and 
patients  from  West  Point,  Nebraska,  that  I was 
privileged  to  serve  for  over  twenty  years.  Their 
friendship  and  loyalty,  along  with  that  of  the 
doctors  and  nurses  in  that  community,  has 
been  most  important  to  me. 

Next  in  order  would  be  the  reward  of 
satisfaction  of  having  served  both  the  Omaha 
Medical  Society  and  the  Nebraska  Medical 
Association.  I cannot  but  tell  you  that  of  all  the 
hours  and  meetings  away  from  my  family  and 
my  practice,  the  deep  sense  of  satisfaction  in 
having  done  my  part  in  serving  my  colleagues, 
my  community  and,  indirectly,  my  patients, 
will  be  with  me  the  rest  of  my  life. 

There  is  a conclusion  to  the  above  state- 
ments that  I wish  to  pass  on  to  the  young  men 
and  women  in  our  noble  profession.  In  your 
busy  days  and  nights,  don’t  forget  that  your 
patients  and  their  families  are  good  people, 
who  come  to  you  with  faith  and  trust.  Often, 
they  are  desperately  concerned  with  a serious 
illness  or  disease.  They  need  not  only  your 
scientific  skills,  but  your  compassion,  your 
understanding,  your  communication,  and  in- 
deed, often  your  friendship.  And  then,  per- 
haps, after  twenty-five  years  of  practice,  you 


too  will  share  the  joys  I have  had  over  the  years 
of  serving  our  “fellow  man.” 

And,  finally,  let  me  urge  you  to  participate  in 
organized  medicine  at  all  levels.  As  you 
volunteer  to  participate  (and  indeed  we  solicit 
you  doing  so)  in  various  committees  and  their 
varied  functions  within  both  the  County 
Society  and  the  State  Association,  your  depth 
and  breadth  of  knowledge  about  your  pro- 
fession will  surely  increase.  As  the  years  go  by, 
and  you  become  a Delegate,  and/or  a Commit- 
tee Chairman,  and  then,  perhaps,  an  Officer, 
you  too  will  experience  the  deep  sense  of 
satisfaction  of  having  served  your  profession  in 
every  way  possible. 

2.  Uj 

Carlyle  E.  Wilson,  Jr.,  M.D. 

President 

Nebraska  Medical  Association 
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The  current  health  theme  is  “competition  in 
medicine.”  The  hope  is  that  by  stimulating 
greater  competition  between  health  profes- 
sionals, the  ever-mounting  financial  cost  of 
health  care  can  be  controlled.  Financial  re- 
sponsibility is  both  praiseworthy  and  required, 
but  we  have  to  beware  of  making  it  the  sole 
motivation  and  touchstone  of  all  activity.  Most 
physicians  and  health  professionals  probably 
agree  that  the  goal  of  medical  care  is  not  only 
tidy  balance  sheets.  In  many  of  its  oaths  taken 
since  antiquity,  the  medical  profession  has 
made  financial  considerations  secondary  to  the 
care  of  the  patient.  We  have  to  re-explore  and 
re-examine  these  tested  traditions  as  their 
maintenance  through  the  centuries  has  pro- 
vided much  of  what  is  fine  and  praiseworthy  in 
the  practice  of  medicine.  Their  maintenance 
may  affect  not  only  doctor/patient  relation- 
ships but  also  the  courtesies  and  etiquette 
which  exist  between  physicians. 

A recent  article  in  Science  (Science  213: 
623-628,  1981)  entitled  “LaJolla  Biologists 
troubled  by  the  MIDAS  Factor”  recounts  an 
example  of  how  the  pressures  of  commer- 
cialization can  affect  national  standards  of 
academic  exchange  and  the  normal  mores  of 
scientific  etiquette.  Because  of  the  expected 
large  financial  returns,  scientists  and  re- 
searchers in  Southern  California  are  embroiled 
in  an  increasingly  bitter  dispute  over  claims  to 
the  rights  to  exploit  a potentially  lucrative  way 
of  producing  synthetic  vaccines.  At  the  center 
of  the  dispute  is  scientific  information  which 
was  shared  between  two  investigators  in  the 
customary  ways.  However,  the  investigators’ 
two  institutions  have  seen  in  the  development 
opportunities  for  large  financial  returns;  vexed 
questions  of  precedence  threaten  all  subse- 
quent exchange  between  the  institutions.  As 
one  of  the  investigators  has  said,  “There  used 
to  be  a good  health  exchange  of  ideas  and 
information  among  researchers  . . . Now  we  are 


ALASTAIR  M.  CONNELL,  M.D. 

Dean,  University  of  Nebraska 

College  of  Medicine 

locking  our  doors.  The  threat  to  scholarship  is 
serious.” 

Reportedly,  similar  concerns  are  threatening 
scholarship  and  cooperative  activity  elsewhere 
in  the  country  but  particularly  on  the  coasts. 
Rivalry  between  scientists  and  the  institutions 
they  represent  is  by  no  means  new.  It  is  as  old 
as  science  itself.  Indeed,  properly  harnessed 
and  ethically  controlled,  it  is  a stimulus  to 
progress.  The  dialectic  essential  to  and  en- 
gendered by  the  inductive  approach  of  the 
scientific  method  has  been  one  of  the  stimuli  to 
its  resounding  success.  What  is  new  is  the  size 
of  the  financial  return  awaiting  successful 
technological  exploitations  of  scientific  ad- 
vance. Multinational  marketing  of  patented 
developments  allows  rapid  financial  rewards  of 
a different  dimension.  Long  term  implications 
for  free  scientific  exchange  are  ominous. 

It  may  seem  a far  cry  from  a dispute  between 
scientists  in  Southern  California  and  the 
practice  of  medicine  in  Nebraska.  However, 
some  warning  signs  should  be  noted.  The 
practice  of  medicine  is  also  increasingly 
becoming  the  concern  of  ever  larger  business 
and  commercial  units.  At  some  point,  these 
financial  concerns  may  take  precedence  over 
the  traditional  etiquette  between  practitioners 
and  the  tested  ethic  which  regulates  rela- 
tionships between  physicians  and  their  pa- 
tients. Competition  in  medicine  may  offer  a 
means  of  reducing  health  costs.  But  if  an 
unwanted  effect  is  the  control  of  professional 
performance  by  interests  whose  motivation  is 
ultimately  commercial  rather  than  profes- 
sional, the  outlook  for  traditional  professional 
values  is  also  ominous. 
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The  Letter  Box 


To  Editor: 

In  their  recent  article  concerning  ampicillin- 
resistant  Haemophilus  influenzae  in  “outstate” 
Nebraska  (Neb  Med  Jo,  June  1981)  Shaffer  et 
al  refer  to  the  “inaccurate”  Kirby-Bauer  test 
versus  the  “reliable”  beta-lactamase  test.1  We 
feel  that  their  reliance  on  beta-lactamase  alone 
to  detect  resistant  strains  represents  an 
incorrect  assumption  which  may  have  de- 
creased the  rate  of  resistance  in  their  series  of 
cases.  The  literature  in  laboratory  medicine 
endorses  both  the  Kirby-Bauer  method  and 
the  MIC  (Minimum  Inhibitory  Concentration) 
method  if  performed  with  appropriate  modifi- 
cations and  under  standardized  conditions. 
Further,  although  the  correlation  with  beta- 
lactamaseis  high,  a lactamase  negative  or- 
ganism showing  ampicillin  resistance  by  an- 
other method  should  be  considered  resistant, 
and  susceptibility  of  organisms  which  are  beta- 
lactamase  negative  should  be  confirmed  by 
another  method.2  The  advantage  of  the  beta- 
lactamase  test  is  that  is  provides  a presump- 
tive indication  of  resistance  earlier  than  other 
methods.3 

During  the  last  six  months,  additional 
experience  at  West  Nebraska  General  Hospital 
bolsters  the  authors’  findings.  Of  forty-eight 
isolates  of  Haemophilus  influenzae  on  which 
sensitivities  were  performed,  ten  have  been 
ampicillin  resistant  by  Kirby-Bauer.  Only  four 
of  these  ten  were  found  to  produce  beta 
lactamase.  All  of  the  ampicillin  resistant 
isolates  were  sensitive  to  chloramphenicol, 
tetracycline,  and  trimethoprim-sulfamethoxa- 
zole. (Three  ampicillin-sensitive  isolates  were 
resistant  to  trimethoprim-sulfamethoxazole). 

We  have  seen  ten  patients  in  which  Haemo- 
philus influenzae  was  recovered  which  was 
resistant  to  ampicillin  by  the  Kirby-Bauer 
method  with  variable  response  to  the  Beta- 
lactamase  test.  Six  of  these  patients  had 
severe  disease:  two  had  meningitis;  two  had 
tracheobronchitis,  pneumonitis  and  croup;  one 
had  pneumonia  with  a mixed  type  of  truncus 
arteriosus  and  one  had  epiglottitis.  The  rest 
had  mild  disease.  Of  these  ten  patients,  two 
patients  died.  One  developed  Haemophilus 
influenzae  meningitis  after  treatment  of  otitis 


media  first  with  amoxicillin  and  then  with  the 
antibiotic  cephclor.  That  patient  was  placed  on 
ampicillin  and  chloramphenicol  intravenously 
and  trimethaprim  sulfa  orally,  but  expired  in 
spite  of  this  regimen. 

The  patient  with  bronchiolitis  and  Haemo- 
philus influenzae  pneumonia  developed  respi- 
ratory failure  on  ampicillin.  When  the  sensi- 
tivity report  showed  ampicillin  resistance,  she 
was  switched  immediately  to  chloramphenicol. 
She  died  from  respiratory  failure  approxi- 
mately twelve  hours  after  being  tiansferred  to 
Omaha. 

These  results,  although  inconclusive,  sug- 
gest that  it  is  better  to  do  both  the  Beta- 
lactamase  and  the  Kirby-Bauer  testing  for  this 
organism. 

Sincerely, 

/ s/  Vincent  N.  Miles,  M.D. 

/s/  Donald  A.  Singer,  M.D. 
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Reply: 

In  a recent  Letter  to  the  Editor,  Dr.  Singer 
and  Dr.  Miles  referred  to  a “reliance  on  beta- 
lactamase  test  alone  to  detect  resistant  strains 
represents  an  incorrect  assumption  which  may 
have  decreased  the  rate  of  resistance  in  their 
series  of  cases.  The  literature  and  laboratory 
medicine  endorses  both  the  Kirby-Bauer 
method  and  the  MIC  method  if  performed  with 
appropriate  modifications  and  under  stan- 
dardized conditions.”1 

The  literature  regarding  Haemophilus  in- 
fluenza, type  B infection  and  beta-lactamase 


January  1982  Nebraska  Medical  Journal 


15 


production  causing  Ampicillin  resistant  strains 
is  voluminous.  It  is  the  assumption  of  all  who 
work  in  laboratory  medicine  that  the  Kirby- 
Bauer  method  itself  is  not  adequate  to  detect 
ampicillin  resistance.  So  much  depends  upon 
the  inoculum  size  — if  there  is  a small 
inoculum,  it  is  difficult  to  get  adequate 
readings.  An  inoculum  too  large  will  appear  to 
show  ampicillin  resistance.  The  ampicillin 
discs  themselves  tend  to  break  down  when  set 
on  the  shelf  and  unless  these  are  fresh  and 
kept  up  to  date,  can  lead  to  inaccurate  testing.2 

In  their  series,  they  mentioned  that  two 
patients  died  in  the  group  — one  developed 
Haemophilus  influenza  meningitis  after  treat- 
ment of  otitis  with  amoxicillin  and  was 
followed  by  Ceelor.  There  is  no  penetration  of 
Ceclor  into  the  cerebral  spinal  fluid;  this  certain- 
ly would  not  prevent  a child  from  developing 
meningitis  and  has  nothing  specifically  to  do 
with  the  beta-lactamase  testing.  The  second 
patient  died  of  apparent  bronchiolitis  and 
pneumonia.  It  is  the  feeling  of  all  of  those  who 
work  in  pediatric  infectious  disease,  that  if  the 
child  appears  to  have  a systemic  infection  with 
Haemophilus  influenza  species,  they  all  should 
be  started  on  choramphenicol  until  the  beta- 
lactamase  testing  and  sensitivity  is  known.3 

If  indeed  Drs.  Singer  and  Miles  are  having 
patients  that  are  beta-lactamase  negative  but 
on  disc  sensitivity  appear  resistant  to  ampicil- 
lin, this  is  a very  unusual  phenomenon. 
Discussing  this  with  Dr.  John  Nelson  in  Dallas, 


In  Memoriam 

By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

Arnold  J.  Mullmann,  M.D.  — Born  January  4, 
1903,  died  October  27,  1981.  Creighton 
University  School  of  Medicine,  graduated 
1927.  Practiced  medicine  50  years  in  Iowa 
and  Nebraska.  NMA  and  AMA  member. 


Texas  — they  have  rarely  encountered  this 
phenomenon  and  certainly  feel  that  if  this  is 
happening,  this  should  be  reported  to  the  CDC 
for  further  investigations.2 

We  would  encourage  all  hospitals  that  are 
caring  for  children,  to  perform  beta-lactamase 
testing  on  all  strains  of  Haemophilus.  Kirby- 
Bauer  method  should  be  continued  but  if  any 
question  is  raised,  the  organism  should  be  sent 
for  confirmation  by  MIC  determination  be- 
cause of  possible  inaccurate  results  from  the 
Kirby-Bauer  method  alone.  Since  there  have 
been  a few  cases  reported  of  chloramphenicol 
resistant  Haemophilus  organisms,  certainly  we 
should  now  be  doing  Kirby-Bauer  disc  method 
testing  with  chloramphenicol  disc;  if  any 
strains  appear  resistant  to  this,  MIC  testing 
should  be  done  on  that  organism. 

Sincerely, 

/s/  K.  L.  Shaffer,  M.D.,  F.A.A.P. 

/ s/  P.  A.  Gasseling,  M.D.,  F.A.A.P. 

/s/  D.  L.  Edwards,  M.D. 
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The 

Auxiliary 

The  1981  Leadership  Conference  of  the 
American  Medical  Association  Auxiliary  was  a 
stimulating  and  rewarding  experience.  Excite- 
ment is  always  generated  when  intelligent 
women  come  together  with  a clear-cut  pur- 
pose. 

Leadership  is  an  art.  The  participants  at  the 
Conference  learned  how  to  enhance  their 
natural  leadership  abilities  by  becoming  more 
aware  of  the  ways  in  which  important  goals  and 
objectives  can  be  reached. 

Seminars  on  “Parliamentary  Procedure”, 
“Building  a Winning  Team”,  and  “Committees 
— How  To  Make  Them  Work”  focused  on  the 
running  of  productive  and  satisfying  meetings 
for  the  membership.  Other  seminar  topics 
included:  “Speeches  — The  Preparation  and 
Delivery”,  “Public  Relations  — How  To 
Influence”,  “Coalitions  — Building,  Managing, 
and  Reaching  Out”,  and  “The  Aging  Popula- 
tion.” These  programs  focused  on  how  local 
auxiliaries  can  exert  a positive  influence  by 
extending  services  to  the  larger  community. 

The  personal  needs  of  the  membership  and 
the  community  were  addressed  by  the  topics: 
“Help!  I’m  the  Parent  of  a Teenager”,  “Sub- 


stance Abuse”,  “Life  Stress  Management 
Without  Substances”,  “The  Family  of  the 
Impaired  Physician”,  and  “Home  and  Street 
Safety”. 

Daniel  T.  Cloud,  M.D.,  president  of  the 
AMA  and  James  H.  Sammons,  M.D.,  executive 
vice-president  of  the  AMA,  underscored  the 
importance  of  the  independent  work  done  by 
the  AMA  Auxiliary.  Dr.  Sammons  urged 
auxiliary  members  to  help  keep  their  husbands 
informed  about  the  many  bills  being  intro- 
duced in  state  legislatures  and  the  Congress  of 
the  United  States  that  will  directly  affect  how 
the  physician  will  deliver  his  services  and  be 
reimbursed  for  them.  An  alert  and  informed 
membership  can  then  lobby  intelligently  for 
bills  that  benefit  both  the  physician  and  the 
population  as  a whole. 

The  1981  Leadership  Conference  will  gen- 
erate positive  action  programs  through  the 
participation  of  all  auxiliary  members.  Such 
meetings  benefit  the  entire  medical  com- 
munity in  Nebraska  and  across  the  country. 


Harriet  Goff 
Norfolk,  Nebraska 


Welcome  New  Members 

Clinton  D.  Dorwart,  M.D. 

Box  59 

Sidney,  Nebraska  69162 
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Coming  Meetings 


SCIENTIFIC/SKI  MEETING  - The  North- 
western Medical  Association  convenes  for 
its  35th  Annual  Meeting  at  Sun  Valley, 
Idaho,  from  February  8 to  12,  1982. 
Diabetes  and  related  vascular,  neurologic, 
eye,  and  ENT  problems,  ski-injury  preven- 
tion, and  high-altitude  physiology  will  be 
discussed  by  experts.  Approved  for  10  CME 
Category  I credits.  Registration  3 to  5 p.m., 
February  8,  Challenger  Inn,  Sun  Valley. 
Nonmembers  registration  $100.  For  infor- 
mation, write  to  Norman  Christensen,  M.D., 
Secretary,  2456  Buhne  Street,  Eureka, 
California  95501. 


International  Academy  of  Pathology:  The 

Annual  Meeting  of  the  United  States-Canadian 
Division  of  the  International  Academy  of 
Pathology  will  be  held  at  the  Sheraton  Boston 
in  Boston,  Massachusetts  from  March  1 
through  March  5,  1982.  The  Maude  Abbott 
Lecture  entitled  “Soft  Tissue  Tumors  in  the 
19th  and  20th  Century”  will  be  delivered  bv 
Dr.  Raffaele  Lattes  on  March  2. 

Scientific  Papers,  Poster  Sessions,  12 
Specialty  Conferences,  and  45  Short  Courses 
are  scheduled.  Two  Special  Courses  will  be 
offered  on  “Immunopathologic  Techniques  in 
Diagnostic  Pathology”  with  Dr.  Robert  Mc- 
Cluskey  as  Course  Director  and  “Electron 
Microscopy  in  Diagnostic  Pathology”  with  Dr. 
Benjamin  Trump  as  Course  Director.  The 
Long  Course  will  be  on  “Connective  Tissues 
and  Connective  Tissue  Diseases”  with  Drs. 
Bernard  M.  Wagner  and  Raul  Fleischmajer  as 
Course  Directors. 

Two  special  lectures  are  to  be  presented 
during  the  meeting.  On  March  1,  in  celebration 
of  Harvard’s  Bicentennial,  Drs.  Gustave 
Dammin  and  Arthur  Hertig  will  present  a 
session  on  “Contributions  of  Harvard  to 
Pathology.”  On  March  2,  Dr.  Baruj  Benacerraf, 
Nobel  Laureate,  will  speak  on  “The  Role  of 
MHC  Gene  Products  in  Immune  Regulation.” 

Information  may  be  obtained  from  Dr. 
Nathan  Kaufman,  Secretary-Treasurer,  United 


States-Canadian  Division  of  the  International 
Academy  of  Pathology,  1003  Chafee  Avenue, 
Augusta,  Georgia,  30904.  Telephone  (404) 
724-2973. 


THE  NORTHWESTERN  CENTER  FOR 
SPORTS  MEDICINE  is  pleased  to  announce 
that  we  will  once  again  sponsor  a Sports 
Medicine  Postgraduate  Course  in  Maui, 
Hawaii,  March  8-12,  1982.  The  course  has 
been  planned  to  coincide  with  the  Maui 
Marathon  and  will  carry  25  hours  of 
Category  I CME  credit.  For  further  informa- 
tion, interested  individuals  should  contact: 
Bates  Noble,  M.D.,  Course  Director,  North- 
western University  Center  for  Sports  Medi- 
cine, 303  East  Chicago  Avenue,  Chicago,  IL 
60611. 

Clinical  Cytopathology  for  Pathologists  — 
Postgraduate  Course 

The  Twenty-third  Postgrade  Institute  for 
Pathologists  in  Clinical  Cytopathology  is  to  be 
given  at  The  Johns  Hopkins  University  School 
of  Medicine  and  The  Johns  Hopkins  Hospital, 
Baltimore,  Maryland,  March  22  - April  2,  1982. 
The  full  two  week  program  is  designed  for 
pathologists  who  are  certified  (or  qualified)  by 
the  American  Board  of  Pathology  (PA),  or  its 
international  equivalent. 

It  will  provide  an  intensive  refresher  in  all 
aspects  of  the  field  of  Clinical  Cytopathology, 
with  time  devoted  to  newer  techniques,  special 
problems,  and  recent  applications.  Topics  will 
be  covered  in  lectures,  explored  in  small 
informal  conferences,  and  discussed  over  the 
microscope  with  the  Faculty.  Self-instructional 
material  will  be  available  to  augment  at 
individual  pace.  A loan  set  of  slides  with  text 
will  be  sent  to  each  participant  for  home-study 
during  February  and  March  before  the  In- 
stitute. Credit  hours  125  in  AMA  Category  1. 

Application  is  to  be  made  before  January  27, 
1982.  For  details,  write:  John  K.  Frost,  M.D., 
610  Pathology  Building,  The  Johns  Hopkins 
Hospital,  Baltimore,  Maryland  21205. 
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UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
- DR.  JOHN  S.  LATTA  CENTENNIAL 
LECTURESHIP  — March  24-25,  1982, 
UN  Medical  Center,  Omaha,  Nebraska; 
Speaker:  Renato  Dulbecco,  M.D.,  Salk 

Institute,  La  Jolla,  California. 

REGIONAL  MEETING,  NEBRASKA 
CHAPTER,  AMERICAN  COLLEGE  OF 
PHYSICIANS  IN  ASSOCIATION  WITH 
NEBRASKA  SOCIETY  OF  INTERNAL 
MEDICINE.  Hilton  Hotel,  Lincoln,  Nebras- 
ka, Friday,  Saturday  - March  26-27,  1982. 
Brochure  available  after  first  of  year.  Con- 
tact: Bowen  Taylor,  M.D.,  F.A.C.P.,  ACP 
Governor  for  Nebraska,  (402)  475-4511. 


UNIVERSITY  OF  NEBRASKA  - ALPHA 
OMEGA  ALPHA,  ALPHA  CHAPTER  - 
April  15,  1982,  UN  Medical  Center,  Omaha, 


Nebraska;  Speaker:  Merlin  K.  DuVal,  M.D., 
National  Center  for  Health  Education,  San 
Francisco,  California.  Convocation  at  12:00 
noon.  AOA  Banquet  at  6:30  p.m.,  Omaha. 
NOTICE:  Location  has  been  changed  — 
Details  to  be  announced. 


NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  April  30  - May  3,  1982, 
Omaha  Marriott,  Omaha,  Nebraska. 


AMERICAN  MEDICAL  ASSOCIATION 
Annual  Meeting,  June  13-17,  1982,  Chicago, 
Illinois. 


NEBRASKA  MEDICAL  ASSOCATION 
1982  Fall  Session  — September  16-18, 
1982. 
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WashingtoNotes 


(Continued  from  page  9A) 

of  Appeals  upheld  the  suit  against  the  plans 
charging  a violation  of  antitrust  laws. 

If  the  high  court’s  ruling  is  broad  enough,  it 
could  have  an  impact  on  the  question  of 
whether  health  insurance  can  limit  mental 
health  benefits  to  treatment  by  psychiatrists  of 
those  acting  under  psychiatrists’  directions. 

The  high  court  will  also  consider  a case  by  a 
New  York  chiropractor  who  argued  that  the 
peer  review  process  by  insurance  companies 
operated  to  set  an  upper  limit  on  fees,  a 
practice  he  charged  is  price-fixing  and  thus  a 
restraint  of  trade. 

* * * 

The  government  is  appealing  a court  order 
for  an  open  season  for  the  private  health 
insurance  plans  for  U.S.  workers,  claiming  an 
open  season  could  jeopardize  the  Blue  Cross- 
Blue  Shield  plan  that  covers  about  half  the 
federal  work  force. 

U.S.  District  Court  Judge  Aubrey  Robinson, 
acting  on  appeals  from  employee  unions, 
ordered  a two-week  open  season  to  allow  the 
9.2  million  people  covered  under  the  Federal 
Employee  Health  Benefit  program  (FEBH)  to 
choose  other  plans.  The  Office  of  Personnel 
Management  (OPM)  opposed  the  open  season, 
apparently  fearing  adverse  selection  could 
work  against  the  Blues. 

OPM  Director  Donald  Devine  said  an  open 
season  “threatens  the  integrity  and  perhaps 
even  the  survival”  of  the  government’s  pro- 
gram. 

He  said  the  Blues  might  have  to  pull  out  of 
the  program.  Earlier,  Blues’  officials  con- 
tended their  plans  might  dip  into  the  red 
unless  they  are  allowed  to  trim  mental  health 
benefits,  presently  among  the  most  liberal  in 
the  nation. 

Psychiatric  groups  led  by  the  American 
Psychiatric  Association  asked  the  District 
Court  to  prohibit  the  proposed  cutbacks  in 
benefits,  labelling  the  move  “second  rate 
public  policy  which  if  allowed  would  make 


second  class  citizens  out  of  thousands  of 
seriously  mentally  ill  persons.” 

The  reduction  in  benefits  for  the  Blues 
would  involve  limiting  in-patient  hospital  stays 
to  60  days  and  outpatient  psychiatric  visits  to 
50  a year.  The  patients  would  be  asked  to  pay 
half  the  outpatient  costs  instead  of  the  present 
30  percent. 

Devine  had  ordered  the  126  health  plans 
that  participate  in  the  federal  employee 
program  to  reduce  benefits  by  12.5  percent 
while  the  premium  costs  would  rise  nine 
percent  in  order  to  keep  the  plans  on  a sound 
financial  footing.  The  government  pays  60 
percent  of  the  premium. 

There  have  been  resolutions  introduced  in 
Congress  to  continue  the  present  benefit 
structure  until  Congress  has  a chance  to  study 
the  situation,  but  there  has  been  no  final  action 
so  far. 

* * * 

Support  is  picking  up  in  Congress  for 
legislation  to  expand  Medicaid  and  Medicare 
coverage  for  home  health  services. 

The  measure’s  sponsor,  Sen.  Oren  Hatch  (R- 
UT),  Chairman  of  the  Senate  Labor  and 
Human  Resources  Committee,  is  driving  for 
Congressional  passage  by  year’s  end. 

The  legislation  (S.234)  encourages  estab- 
lishment of  home  health  programs  and  pro- 
vides tax  breaks  for  families  who  care  for  their 
elderly  at  home. 

At  the  Committee’s  final  hearing  on  the  bill 
before  marking  it  up  for  Committee  action, 
Hatch  won  support  from  Chairman  Claude 
Pepper  (D-FL)  of  the  House  Aging  Committee 
who  said  he  would  introduce  a companion 
measure  in  the  House.  A number  of  Senators 
are  co-sponsors  of  Hatch’s  bill. 

The  Senate  said  more  than  25  million 
Americans  are  over  65  and  that  three-fourths 
of  them  may  be  forced  to  enter  nursing  homes 
instead  of  staying  with  their  families.  The 
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Congressional  Budget  Office  said  some  1.7 
million  to  2.7  million  people  could  be  in  need  of 
expanded  home  service,  but  that  less  than 
500,000  people  receive  it.  Less  than  two 
percent  of  Medicare  outlays  — $750  million  — 
go  for  home  health  care. 

Actress  Helen  Hayes  told  the  Committee 
that  “it’s  such  a pity  when  something  as  simple 
as  not  being  able  to  get  out  of  bed  in  the 
morning  can  cause  you  to  go  to  a nursing 
home.” 

* * * 

The  long  ordeal  of  C.  Everett  Koop,  M.D.,  is 
over.  The  Senate  has  confirmed  his  nomina- 
tion to  be  Surgeon  General  by  a vote  of  68-24, 
ending  a seven-month  controversy  centering 
around  Dr.  Koop’s  outspoken  views  against 
abortion. 

The  nomination  was  stalled  because  it  was 
necessary  to  grant  a congressional  waiver  to 
allow  Dr.  Kopp  to  take  the  post  because  of  age 
and  Public  Health  Service  experience  require- 
ments in  law.  This  allowed  opponents,  led  by 
Chairman  Henry  Waxman  (D-CA)  of  the 
House  Commerce  Subcommittee  on  Health,  to 
block  Senate  waivers. 

The  issue  was  always  abortion,  however. 
Sen.  Orrin  Hatch  (R-UT),  Chairman  of  the 
Senate  Labor  and  Human  Resources  Com- 
mittee, told  the  Senate  that  abortion  is  a 
matter  of  great  public  debate  “and  I can 
conceive  of  no  reason  why  advocacy  . . . should 
affect  Dr.  Koop’s  fitness  to  be  surgeon 
general.” 


Said  Hatch: 

“Dr.  Koop  is  a distinguished  physician  who 
is  eminently  qualified  to  hold  this  position.  Not 
only  is  he  a renowned  surgeon  and  adminis- 
trator but  throughout  his  career  has  engaged  in 
an  incredibly  numerous  and  varied  set  of 
public  health  activities.” 

Dr.  Koop,  65,  was  surgeon  in  chief  at 
Children’s  Hospital  in  Philadelphia  when  he 
was  nominated. 

During  the  congressional  debate  over  the 
nomination,  he  had  been  serving  in  his  twin 
capacity  as  Deputy  Assistant  Secretary  for 
Health  at  the  Health  and  Human  Services 
(HHS)  Department. 

Hatch  said  that  one  objection  to  Dr.  Koop 
had  been  that  he  should  not  be  permitted  to 
oversee  or  control  certain  PHS  programs. 
Actually,  Dr.  Koop  must  report  directly  to 
Edward  Brandt,  M.D.,  Assistant  Secretary  for 
Health,  Hatch  noted. 

The  Senate  fight  against  the  nomination  was 
led  by  Sen.  Edward  Kennedy  (D-MA),  who 
criticized  what  he  called  “the  essentially  total 
absence  of  training  or  experience  in  public 
health.”  The  Senator  also  accused  Dr.  Koop  of 
being  “out  of  touch  with  the  role  of  women  in 
our  society.” 

Sen.  John  Heinz  (R-PA)  said  Dr.  Koop’s 
“personal  views  on  these  matters  will  in  no  way 
interfere  with  the  manner  in  which  he  carries 
out  the  duties  of  the  office  of  Surgeon 
General.” 
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Physicians'  Classified — > 

BOARD  CERTIFIED  FAMILY  Practitioner 
looking  for  associate  in  new  two-man  Clinic 
attached  to  hospital.  Excellent  hospital;  excellent 
community.  For  details,  contact:  Hal  Pumphrey, 
M.D.,  Westpark,  Hebron,  NE  68370,  (402)  768- 
7203. 

OB-GYN  TEACHING  COORDINATOR  AT 
TRUMAN  Medical  Center/East,  one  of  two  teach- 
ing hospitals  for  the  University  of  Missouri  - Kansas 
City  School  of  Medicine.  Joint  faculty  appoint- 
ments in  Departments  of  Family  Medicine  and  OB- 
GYN.  Primary  responsibilities  teaching  OB  and 
office  GYN  to  Family  Practice  residents,  super- 
vision of,  and  work  with,  a 4th-year  OB-GYN 
resident,  some  lesser  involvement  with  medical 
students,  and  consultation  in  high-risk  pregnancy 
problems  as  they  present.  Competitive  salary, 
excellent  fringes,  opportunities  for  additional  prac- 
tice, if  desired.  Contact  Family  Medicine  Depart- 
ment, University  of  Missouri  - Kansas  City  School 
of  Medicine,  Truman  Medical  Center/East,  Route 
17,  Kansas  City,  Mo.  64139.  (816)  373-8210. 
Attention:  Thomas  A.  Nicholas,  M.D.,  Chairman,  or 
Robert  E.  Stelle,  M.D.,  Vice-Chairman. 

WANTED  — Used  x-ray  equipment  for  phy- 
sician’s office.  100-600  MA  considered.  CON- 
TACT: John  A.  Hansen,  M.D.,  Downtown  Health 
Clinic,  P.C.,  901  Lincoln  Benefit  Life  Bldg., 
Lincoln,  NE  68508  (402)  474-6668. 
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Bactrim 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 

Bactrim  is  useful  for  h vnnnr  inn* 
the  following  infec-  m ^ 

tions  when  due  il- o 11  orvf  ■ | 1 ti  1 n 

to  susceptible  UOClUlIlCOOlU 

strains  of  indi- 
cated organisms 
(see  indications  section 
in  summary  of  product 
information): 


antimicrobial 
therapy 


in  recurrent 
UTI... 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume. . .on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella  Entero- 
bacter,  Proteus  mirabilis,  Proteus  vulgaris.  Proteus  morganii.  It  Is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  Infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  In  physician's  judgment  it  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  Infection 
Is  due  to  ampicillin-resistant  Haemophilus  Influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  is  not  indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician's 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with, 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus;  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A j3-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  taundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended;  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General : Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma.  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin;  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim  Blood  dyscrasias:  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  coniunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions . Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L E phenomenon  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100.  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored— bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


in  shigellosis 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


/ \ ROCHE  LABORATORIES 

\ ROCHE  y Division  of  Hoffmann-La  Roche  Inc. 
\ A Nutley,  New  Jersey  07110 


from  site  to  source  Bactrim  DS 


Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations1... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae12  with  little  resulting  emergence 
of  resistant  organisms. 


1.  Rubin  RH,  Swartz  MN:  N Engl  J Med  303  426-432,  Aug  21,  1980.  2.  Data  on  file, 
Medical  Department,  Hoffmann-La  Roche  Inc. 


160  mg  trimethoprim  and  800  mg  sulfamethoxazole 
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maximizes  results  with  B.I.I).  convenience 


ROCHE 


* due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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FOR  THE  7 OF  10  NONPSYCHOTIC 


10  20  30 


Clear  correlation  belween  anxiety  and  depression3 

The  above  graph  illustrates  a relationship  between  anxiety  and  depression,  indicating  that  patients  seldom 
present  with  anxiety  or  depression  alone,  more  often  they  have  both  in  varying  degrees.  Data  based  on  a 
sampling  of  100  outpatients  (64  male,  36  female)  seen  at  a general  psychiatric  clinic 
Adapted  from  Claghorn,  J.  The  anxiety-depression  syndrome.  Psychosomatics  11  438-441,  Sept-Oct  1970. 
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)EPRESSED  PATIENTS  WHO  ARE 

ALSO  ANXIOUS1'2 


Most  depressed  patients  are  also  anxious. . . 

Some  authors  estimate  that  70%  of  all  nonpsychotic  patients  with  symptoms  of 
depression  have  concomitant  symptoms  of  anxiety 12  One  author  found  a distinct 
correlation  between  anxiety  and  depression  scores  in  100  nonpsychotic  outpatients 
administered  the  Minnesota  Multiphasic  Personality  Inventory  in  a general  psychiatric 
clinic.3  As  depression  scores  increased,  so  did  anxiety  scores.  No  attempt  was  made 
to  select  patients  other  than  to  exclude  psychotics. 


but  not  psychotic 


The  logic  of  treating  both  components  of  anxious  depression  is  clear.  Antipsychotics, 
like  the  phenothiazines,  however,  carry  a well-documented  risk  of  tardive  dyskinesia.4 
Because  of  this,  an  APA  Task  Force  recently  recommended  the  judicious  use  of  pheno- 
thiazines in  cases  other  than  chronic  psychosis  or  the  use  of  alternative  treatments. 


A better  way  to  give  relief 


Limbitrol  combines  the  specific  anxiolytic  action  of  Librium®  (chlordiazepoxide 
HCI/Roche) — a benzodiazepine  with  a long  history  of  safe  use — with  the 
antidepressant  action  of  amitriptyline,  a tricyclic  of  established  clinical  efficacy.  In 
comparison  to  phenothiazines,  Limbitrol  and  its  components  have  rarely  been 
associated  with  tardive  dyskinesia  or  other  extrapyramidal  side  effects.  And  in  terms 
of  rapid  response  and  patient  compliance,  Limbitrol  appears  to  be  superior  to 
amitriptyline  alone.  Controlled  multiclinic  studies  showed  Limbitrol  relieved  more 
symptoms  more  rapidly  than  did  amitriptyline.5  Despite  a higher  incidence  of 
drowsiness,  the  dropout  rate  due  to  side  effects  was  lower  with  Limbitrol.  (See 
adverse  reactions  section  in  summary  of  product  information  on  next  page.  As 
with  any  CNS-acting  agent,  patients  should  be  cautioned  about  driving  or  using 
dangerous  machines  while  on  therapy  with  Limbitrol.) 

References:  1.  Rickels  K:  Drug  treatment  of  anxiety,  in  Psychopharmacology  in  the  Practice  of  Medicine, 
ed.  Jarvik  ME.  New  York,  Appleton-Century-Crofts,  1977,  p.  316.  2.  Schatzberg  AF,  Cole  JO:  Benzodiaze- 
pines in  depressive  disorders.  Arch  Gen  Psychiatry  35. 1359-1365,  1978.  3.  Claghorn  J:  The  anxiety- 
depression  syndrome.  Psychosomatics  7 7 438-441 , 1970.  4.  The  Task  Force  on  Late  Neurological  Effects 
of  Antipsychotic  Drugs:  Tardive  dyskinesia,  summary  of  a task  force  report  of  the  American  Psychiatric 
Association.  Am  J Psychiatry  737:1 163-1 172,  1980.  5.  Feighner  JP  el  at:  A placebo-controlled  multi- 
center trial  of  Limbitrol  versus  its  components  (amitriptyline  and  chlordiazepoxide)  in  the  symptomatic 
treatment  of  depressive  illness.  Psychopharmacology  67:217-225,  1979. 


In  moderate  depression  and  anxiety 

Limbitrol 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Relief  without  a phenothiazine 

Please  see  summary  of  product  information  on  next  page. 
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LIMBITROL 1 TABLETS  Tranquilizer-Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients.  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment.  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12 

In  the  elderly  and  debilitated,  limit  to  smallest  effective  dosage  to  preclude 
ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs: 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paralytic  Ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus 

Hematologic:  Bone  marrow  depression  including  agranulocytosis, 
eosinophilia,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue. 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  ot  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h.s  dose  may 
suffice  for  some  patients.  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required  Limbitrol 
5-12  5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  ot  100  and  500,  Tel-E-Dose‘ 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the 
following  address:  Alan  D.  Forker,  M.D.,  5505  Ellendale  Road,  Lincoln, 
Nebraska  68510.  The  manuscript  should  be  typewritten,  double-spaced,  on 
814  x 1 1 in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in 
the  right  upper  comer  with  the  author's  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher's  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors'  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate  sheets 
of  8V4  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations  should  be 
prepared  professionally  and  submitted  as  high-quality,  glossy,  unmounted 
black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send  original 
artwork.  Each  illustration  should  be  consecutively  numbered  and  cited  in 
the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  .be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 
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Thomas  Wallace,  Gordon Dormond  Metcalf,  Gordon 

C.  R Williams,  Syracuse Paul  R.  Madison,  Nebraska  City 

Bryce  Shopp,  Imperial Clifford  Colglazier,  Grant 

Warren  R Miller,  Columbus Ronald  Klutman,  Columbus 

Walter  E.  Gardner,  Crete Walter  E.  Gardner,  Crete 

Richard  Tempero,  Papillion William  R Marsh,  Papillion 

I.  M.  French Robert  E.  Morris,  Wahoo 

Robert  Calkins,  Scottsbluff David  Imes,  Gering 

Robert  Jacobs,  Seward William  Bailey,  Seward 

L.  G.  Bunting.  Hebron Chas.  F Ashby.  Geneva 


Elizabeth  D.  Edwards,  McCook.  David  A Allerheiligen,  McCook 
Richard  Gentry,  Blair  Hans  Rath.  Omaha 

James  D.  Bell,  York B.  N.  Greenberg.  York 


6-A  Nebraska  Medical  Journal 


February  1982 


There’s  more  to 

ZYLOPRIM 
than  (allopurinol) 


From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 

Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

Patient  compliance  pamphlets  available 

Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 


Write  “D.A.  W.,  ” “No  Sub,  ” or  “Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol. 

/ Burroughs  Wellcome  Co. 

r^\  / Research  Triangle  Park 

Wellcome/  North  Carolina  27709 


Motrin  vs  aspirin  w/codeine 

(ibuprofen) 


■ ■■ 


©1981  The  Upjohn  Company 


compare  the  analgesic  effect 

A Motrin  400  mg  dose  relieved  postsurgical  dental  pain  as  effectively  as  a combination 
of 650  mg  aspirin  and  60  mg  codeine  (two  aspirin-with-codeine  No.  3 tablets)  in  a study  of  129  patients. 

In  this  double-blind,  placebo-controlled,  randomized  study,  no  statistically  significant  difference 
in  relief  of  pain  was  noted  at  1, 2,  and  4 hours  between  the  Motrin  and  aspirin-with-codeine  groups... 
with  Motrin  being  significantly  more  effective  (p  = 0.03)  at  the  three-hour  interval. 

Active  treatment  was  significantly  more  effective  (p  < 0.0001)  than  placebo  at  all  time  intervals. 


Comparison  of  pain  relief 

Motrin  vs  aspirin-codeine  combination 


4 = Excellent  relief  3 = Good  relief  2 = Fair  relief  1 = Poor  relief  0 = No  relief 


1st  hour  2nd  hour 

Time  after  drug  administration  (hours) 


Motrin  400  mg 

Aspirin  650  mg  plus  codeine  60  mg 
Placebo 


3rd  hour 


Data  on  file  at  The  Upjohn  Company. 


One  tablet  q4-6h  prn 
For  relief  of  mild  to  moderate  pain: 


TABLETS 


Motrin  400  mg 

ibuprofen,  Up  ohn 


• Not  a narcotic  • Not  addictive  ‘Not  habit  forming  • Nonscheduled 
•Acts  peripherally  • Relieves  pain  rapidly  • Relieves  inflammation  • Indicated 
in  acute  and  chronic  pain  • Well  tolerated  (The  most  common  side  effect 
with  Motrin  is  mild  gastrointestinal  disturbance.) 


Please  turn  the  page  for  a brief  summary  ot  prescribing  information. 


Upjohn 


Motrin  (ibuprofen) 

now  proved  an 
effective  analgesic  for 
mild  to  moderate  pain 

Motrin"  Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Relief  of  mild  to  moderate  pain 
Treatment  of  signs  and  symptoms  of  rheurrioloid  arthritis  and  osteoarthritis  during 
acute  (lares  and  in  long-term  management.  Safety  and  efficacy  have  not  been  estab- 
lished in  Functional  Class  IV  rheumatoid  arthritis. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS) 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS) 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastrointestinal  tract  disease,  only  after  consulting  ADVERSE 
REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogemc 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin,  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation. 

Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema 
To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added 
Drug  interactions.  Aspirin:  Used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarin.  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  nor  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  7% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea;  epigastric  pain,  heartburn/ 
diarrhea,  abdominal  distress,  nauseaand  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence)  Central  Nervous  System: 
Dizziness;  headache,  nervousness  Dermatologic:  Rash'  (including  maculopapular 
type),  pruritus  Special  Senses:  Tinnitus  Metabolic:  Decreased  appetite,  edema,  fluid 
retention  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS) 

Incidence  3%  to  9%. 

Incidence  less  than  I in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme  Cardiovascular:  Congestive  heart  failure  in 
patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS)  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome  Endocrine:  Gynecomastia, 
hypoglycemia  Cardiovascular:  Arrhythmias  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied  The  drug 
is  acidic  ana  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial 
Dosage  and  Administration:  Rheumatoid  arthritis  and  osteoarthritis,  including 
flares  of  chronic  disease:  Suggested  dosage  is  300  400.  or  600  mg  1 1 d or  q i d 
Mild  to  moderate  pain  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain 
Do  not  exceed  2400  mg  per  day 

Caution:  Federal  law  prohibits  dispensing  without  prescription 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 

package  insert 


Upjohn 


THE  UPJOHN  COMPANY 
Kalamazoo.  Michigan  49001  USA 


MED  B-4-S 


r 's  a myth  that  arthritis  is  just 
the  minor  aches  and  pains  of 
old  age.  It's  a major  crippler 
that  attacks.  Anybody.  Anytime. 

31  million  Americans  have  it.  There 
are  almost  a million  new  cases  a year. 
And  six  out  of  ten  are  under  60. 
Symptoms  can  come  and  go  for 
years.  So  if  you  don't  know  the 
warning  signals,  find  out.  If  you'd  like 
information  that  could  help  you  — or 
you'd  like  to  help  us 
write  to  the  Arthritis 
Foundation.  Box 
19000.  Atlanta, 

GA  30326. 


A 

ARTHRITIS 

FOUNDATION 


J-8260-4 


MARCH  1981 


Washington otes 

American  Medical  Association  Executive 
Vice  President  James  H.  Sammons,  M.D.,  has 
testified  before  the  Health  and  Environment 
Subcommittee  of  the  House  Energy  and 
Commerce  Committee  that  the  AMA  and 
America’s  physicians  have  been  successful  in 
doing  their  part  to  keep  health  care  delivery 
expenses  under  control.  It  is  nationwide 
inflation,  Dr.  Sammons  explained,  that  is  the 
real  culprit  in  unnecessarily  spiraling  costs. 

“As  inflation  moderates,  we  fully  expect  the 
medical  care  sector  to  be  able  to  achieve 
reductions  in  the  rate  of  growth  of  health  care 
costs,”  Dr.  Sammons  added. 

Appearing  before  the  Subcommittee  with 
Dr.  Sammons  were  Alex  McMahon,  American 
Hospital  Association  President;  Michael  D. 
Bromberg,  Executive  Director  of  Federation  of 
American  Hospitals,  and  Paul  W.  Earle, 
Executive  Director  of  VE  (Voluntary  Effort). 

Dr.  Sammons  emphasized  that  the  AMA 
and  the  country’s  physicians  are  very  con- 
cerned with  growing  health  care  delivery  costs 
and  the  increased  percentage  these  costs  take 
of  the  Gross  National  Product  (GNP),  but 
emphasized  that  improvements  in  the  field 
have  necessarily  generated  some  increase. 

“Medical  care  cannot  be  delivered  without 
cost,”  stated  Dr.  Sammons,  saying  that  as  care, 
quality  and  accessibility  to  care  improve  and 
the  elderly  utilize  more  services,  increases  in 
the  medical  care  costs  are  inevitable.  “Such 
occurrence  does  not  merit  blanket  condemna- 
tion,” he  said. 

“In  1976  the  AMA  established  the  National 
Commission  on  the  Cost  of  Medical  Care,  a 
group  of  27  national  leaders  from  health, 
government,  insurance,  labor  and  industry  who 
spent  18  months  drafting  48  cost-effective 
recommendations,”  the  AMA  spokesman  testi- 
fied. 

“One  year  later,  the  AMA  joined  with  the 
American  Hospital  Association  and  the  Fed- 
eration of  American  Hospitals  to  initiate  the 
Voluntary  Effort,  a program  designed  to  lower 
hospital  cost  increases  without  compromising 
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the 

"help  you 
establish  a 
successful 

practice" 

experts. 


Our  goal  at  National  Medical  Enterprises  is 
to  help  you  establish  a comfortable  and 
successful  Primary  Care  practice. 

Where  you  want  it. 

How  you  want  it. 

it's  a goal  we  achieve  by  offering  you  a 
choice  of  over  60  well  equipped  acute  care 
hospitals  coast  to  coast,  by  offering  you 
selected  financial  assistance,  and  by  offering 
you  management  consulting  when  you  begin 
your  practice. 

So  whether  you’re  interested  in  solo, 
partnership  or  a group  practice,  you  should 
contact  NME. 

we  re  the  experts! 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director,  Physician  Relations 

National  Medical  Enterprises 

11620  Wllshlre  Blvd.,  Los  Angeles,  California  90025. 

Toll-Free  800-421-7470 
or  collect  (213)  479-5526. 


nmionHb  meaicnL  nmp 
eniBRPRises,  me.  

"The  Total  Health  care  company." 

An  Equal  Opportunity  Employer  M/F 


Oral  Suspension 

250  mg/ 5 ml 
100  and  200-ml 
sizes 


125  mg/5  ml 
60,  100,  and 
200-ml  sizes 


Pediatric  Drops 


100  mg/ml 


Keflex 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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Now  More  Than  Ever,  Diamonds  Are  a Girl's  Best  Friend! 

Invest  in  Fine  Diamonds  From  International  Diamond  Corporation 


You  are  an  investment-minded  woman  — you  want  to  put  your  money  where  it  will  be  safe  and  increase  in 
real  value.  Consider  diamonds  for  investment:  Investment-grade  diamonds  have  outperformed  gold  and 
stocks  over  a period  of  75  years;  diamond  value  is  not  subject  to  the  ups  and  downs  of  an  inflationary 
economy;  due  to  the  beauty  and  rarity  of  diamonds  the  demand  is  growing  while  the  supply  is  limited. 


Why  diamonds  for  investment  from  International 
Diamond  Corporation? 


Audited  record  of  profits  to  our  clients 
10-year  history  of  successful  liquidations 
(resales) 

Personal,  at-your-home  service 
Up-to-date  computerized  market  reports 
Insured  grade  accuracy,  guaranteed  in 
writing 

The  IDC  “diamond  banking"  service, 
including  the  exclusive  IDC  Passbook 
Account  to  record  your  diamond  purchases 


\ 

U) 

\ 

International  Diamond  Corporation 

5625  "O”  Street,  Suite  14 
Lincoln,  Nebraska  68510 
402/489-5388 


Send  in  this  coupon  today  to  learn  how  diamond 
investment  can  benefit  you. 


Yes,  1 would  like  to  attend  a free  seminar  on  the 
world  of  “diamond  banking," 


Name 

Address 

City 

State  Zip 

( 

) 

Phone 

Return  to:  International  Diamond  Corporation 
5625  “O”  Street,  Suite  14 
Lincoln,  Nebraska  68510 
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30  mg 


DECREASED  TOTAL  WAKE  TIME  EVEN  AFTER  TWO  WEEKS  OF  THERAPY’ 


Chloral  hydrate 
1000  mg 
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7.22% 

Ethchlorvynol 
500  mg 


k 


Methaqualone 
400  mg 


Secobarbital 
100  mg 


*p<0.01 

Adapted  from  Kales  A.  ef  al : J Clin 
Pharmacol  77:207-213.  Apr  1977 


WITH  AN  UNSURPASSED  RECORD 
OF  EFFICACY  AND  SAFETY 

The  efficacy  of  Dalmane  (flurazepam  HCI/Roche)  has 
been  documented  in  185  studies  involving  9141  pa- 
tients suffering  from  one  or  more  of  the  three  major 
forms  of  insomnia-difficulty  falling  asleep,  staying 
asleep  and  sleeping  long  enough.2 

Relative  safety  was  demonstrated  in  a large  study  of 
2542  hospitalized  medical  patients.  Only  3.1%  of 
these  patients  reported  adverse  reactions-predomi- 
nantly  unwanted  residual  drowsiness.  None  of  the 
reactions  were  considered  serious  by  attending 
physicians.3 

FOR  SLEEP  WITHIN  17  MINUTES2 
AND  NO  WORSENING  OF  SLEEP 
ON  DISCONTINUATION 

Rapid  sleep  induction,  within  17  minutes  on  average, 
sets  the  stage  for  insomnia  relief.  And.  after  discontinu- 
ation of  Dalmane  for  periods  ranging  up  to  14  nights, 
no  worsening  of  sleep  compared  with  baseline 
was  observed.4 

Should  insomnia  recur,  the  patient  may  require  guid- 
ance in  setting  up  a regular  sleep  program  to  help 


Glutethimide 
500  mg 


provide  the  optimum  environment  for  the  onset  of 
natural  sleep.  If  hypnotic  therapy  is  required,  it  should 
be  given  for  the  shortest  time  at  the  lowest  effective 
dose  to  achieve  the  desired  goal. 

Consider  other  medications  the  patient  may  be  taking 
(including  alcoholic  beverages)  and  be  aware  of 
possible  drug  interactions.  Please  note  that  patients 
should  be  treated  for  underlying  physical  or  psycho- 
logical factors  before  therapy  with  a sleep  medication 
is  undertaken. 

DALMANEe 

flurazepam  HCI/Roche 

THE  STANDARD  OF  HYPNOTIC  EFFICACY 
FROM  THE  LEADER  IN  SLEEP  RESEARCH 

Please  see  reverse  side  for  a summary 
of  product  information. 


SLEEP-SPECIFIC 

DALMANEc 

flurazepam  HCI/Roche 

One  15-mg  capsule  h.s. -recommended  initial  dosage 
for  elderly  or  debilitated  patients. 

One  30-mg  capsule  h.s. -usual  adult  dosage 

(15  mg  may  suffice  in  some  patients) 

THE  STANDARD  FOR  HYPNOTIC  EFFICACY 
WITH  IMPORTANT  ADDED  BENEFITS 

• Well  tolerated"’ 

• No  chemical  interference  with  many  commonly  ordered 
laboratory  tests,  including  triglycerides,  uric  acid,  glucose. 
SGOT.  alkaline  phosphatase  and  total  protein" b (See  adverse 
reactions  section  of  complete  product  information.) 

• Compatible  with  chronic  warfarin  therapy;  no  unacceptable 
fluctuation  in  prothrombin  time  reported’8 

UNLIKE  NONSPECIFIC  MEDICATIONS 
USED  FOR  SLEEP 

Tricyclic  antidepressants 

-which  are  not  sleep  specific,9  yet  are  sometimes  used  in 
nondepressed  patients  for  sleep 
-which  can  cause  transient  insomnia  in  the  elderly 
-which  can  require  careful  monitoring  in  cardiovascular 
patients’0 

-which  have  strong  anticholinergic  effects'0 

Antihistamines 

-which  are  not  reliable  sleep-inducing  agents 
-which  may  produce  stimulation  instead 
-which  have  anticholinergic  effects  ’ 

Major  tranquilizers 

-whose  side  effects  may  be  troublesome  for  nonpsychotic 
patients'2 

-where  tolerance  for  sedation  appears  rapidly'2 

Dalmane  does  not  cause  significant  worsening  of  sleep 
beyond  baseline  levels  upon  discontinuation.4 

References  1.  Kales  A el  al  J Clin  Pharmacol  17  207-213  Apr  1977  2.  Data  on  file  Medical 
Department  HoMmann-La  Roche  Inc  Nutley  NJ  3.  Greenblatt  DJ  Allen  MD  Shader  Rl  Clin 
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Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings  and  or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits;  in  acute  or  chronic 
medical  situations  requiring  restful  sleep  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights  of  administration.  Since 
insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  generally 
not  necessary  or  recommended  Repeated  therapy  should  only  be  undertaken 
with  appropriate  patient  evaluation. 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI;  pregnancy 
Benzodiazepines  may  cause  fetal  damage  when  administered  during  pregnancy 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  An  additive  effect  may  occur  if  alcohol  is  consumed 
the  day  following  use  for  nighttime  sedation  This  potential  may  exist  for  several 
days  following  discontinuation  Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may  occur  the  day  following 
ingestion  Not  recommended  for  use  in  persons  under  15  years  of  age 
Though  physical  and  psychological  dependence  have  not  been  reported  on 
recommended  doses,  abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for  a prolonged  period  of 
time  Use  caution  in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recommended  that  the 
dosage  be  limited  to  15  mg  to  reduce  risk  of  oversedation,  dizziness,  confusion 
and/or  ataxia  Consider  potential  additive  effects  with  other  hypnotics  or  CNS 
depressants  Employ  usual  precautions  in  severely  depressed  patients,  or  in 
those  with  latent  depression  or  suicidal  tendencies,  or  in  those  with  impaired 
renal  or  hepatic  function 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness,  staggering,  ataxia 
and  falling  have  occurred,  particularly  in  elderly  or  debilitated  patients  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably  indicative  of  drug 
intolerance  or  overdosage,  have  been  reported  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  confusion,  restlessness,  hallucinations, 
and  elevated  SGOT  SGPT.  total  and  direct  bilirubins,  and  alkaline  phosphatase; 
and  paradoxical  reactions,  eg.  excitement,  stimulation  and  hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  30  mg  usual  dosage;  15  mg  may  suffice  in  some  patients  Elderly  or 
debilitated  patients:  15  mg  recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI 
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Plan  to  Attend  The 

Nebraska  Medical  Association  1982  Annual  Session 

Friday,  April  30 

Nebraska  Chapter,  American  Academy 
of  Family  Physicians 
Nebraska  Perinatal  Organization 
Board  of  Councilors 
House  of  Delegates 
Nebraska  Chapter,  American  College 
of  Emergency  Physicians 
Nebraska  Radiological  Society 
Missouri  Valley  Dermatologic  Society 

Saturday,  May  1 

Nebraska  Thoracic  Society 
Nebraska  Chapter,  American  College 
of  Surgeons 

Nebraska  Academy  of  Otolaryngology 
Nebraska  Society  of  Internal  Medicine 
Nebraska  Academy  of  Ophthalmology 
Nebraska  Pediatric  Society 
Nebraska  Psychiatric  Society 
Nebraska  Association  of  Pathologists 
Fun  Night 

APRIL  30  thru  MAY  3 
Omaha  Marriott  Hotel 


Sunday,  May  2 

Medicine  and  Religion  Breakfast 
House  of  Delegates  (2  Sessions) 
Symposium  on  Athletic  Medicine 
Nebraska  Affiliate,  American  Heart 
Association 
President’s  Reception 
Inaugural  Banquet 


Monday,  May  3 

Past  President’s  Breakfast 

Symposium  on  “What’s  New  in  Medicine?” 

Sportsman’s  Day 
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BEING  A PHYSICIAN 
AND  A FAMILY  MAN  IS 


Kv  WashingtoN otes 


LIKE  MAKING  AN  INCISION 
WITH  A PARING  KNIFE... 


it's  very  difficult  to  do  And  the  fact  that  a physician 
has  medical  as  well  as  business  concerns  to  handle 
makes  for  a loss  of  time  and  money  at  the 
expense  of  the  family 

We  provide  you  with  an  environment  serving  a 
purpose— practicing  medicine  at  regular  working 
hours  No  salesmen  and  attorneys  calling,  no  books 
to  balance,  and  no  late  hours  you  can  concentrate 
on  practicing  medicine  with  a health  care  system 
that’s  one  of  the  finest  in  the  world,  and  you'll  get 
home  on  time,  too1  You'll  work  in  modern,  well- 
equipped  hospitals  and  clinics  with  the  most  up-to- 
date  technology 

Also  included  are  excellent  programs  of  compensa- 
tion, opportunities  for  professional  growth  and  spe- 
cialization. 30  days  of  vacation  with  pay  each  year, 
full  medical  and  dental  care  and  more 
With  the  Air  Force,  we  want  you  to  do  one  thing 
practice  medicine  We  would  like  to  provide  you 
with  more  information  on  Air  Force  medicine 
Contact:  Archie  Summerlin  Call  Collect: 

116  South  42nd  Street  402  /221-4319 

Omaha.  Nebraska  68131 


I KS 

A great  way  o f We 


Since  1925 

Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 

Phone  474-3222 


Donley 


medical 


SUPPLY  COMPANY 

P.O.  Box  83108,  Lincoln,  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


(Continued  from  page  11  A) 

care  quality.  VE  has  since  expanded  to  include 
Blue  Cross/Blue  Shield,  the  Health  Industry 
Manufacturers’  Association,  the  Health  In- 
surance Association  of  American  and  the 
National  Association  of  Counties.” 

Dr.  Sammons  noted  that  by  reducing  the 
number  of  diagnostic  tests  and  streamlining 
office  practices,  individual  physicians  have 
reduced  their  share  of  the  total  health  care 
costs,  accounting  for  only  18.9  percent  of  the 
$247  billion  spent  on  health  care  in  1980  as 
compared  with  19.1  percent  of  the  $74.4 
billion  spent  in  1970.  He  added  that  this  is 
significant  in  light  of  a 36  percent  increase  in 
the  number  of  physicians  and  a Consumer 
Price  Index  (CPI)  jump  of  over  100  percent  for 
the  same  period. 

“In  March  1981  physicians  failed,  for  the 
first  time,  to  meet  their  VE  goal  of  staying 
below  the  CPI’s  All  Items  Index.  Part  of  the 
reason  is  the  rising  cost  of  maintaining  a 
medical  practice,”  Dr.  Sammons  said,  men- 
tioning that  the  cost  of  the  average  practice  is 
now  $54,500  annually,  amounting  to  40.3 
percent  of  gross  income,  as  compared  with  a 
1970  figure  of  $24,300  representing  36.8 
percent  of  gross  income. 

“It  is  our  belief  that  physicians  have  acted 
responsibly  in  their  fee  setting  practices  during 
a period  of  unprecedented  inflation,”  Dr. 
Sammons  testified. 

AMA  efforts  to  meet  rising  costs  have  been 
substantial,  Dr.  Sammons  explained,  including 
the  Cost-Effectiveness  Evaluation  Network, 
which  involves  hospital  medical  staffs  in 
developing  cost  effective  methodologies  in  an 
actual  hospital  setting.  Sammons  also  pointed 
out  that  the  AMA  has  successfully  urged  more 
than  90  U.S.  medical  schools  to  add  cost 
consciousness  to  their  curriculum. 

Furthermore,  the  Accreditation  Council  for 
Graduate  Medical  Education  requires  resident 
physicians  to  apply  cost  effective  measures  to 
their  practices. 

“The  most  recent  AMA  effort  has  been  the 


(Continued  on  page  41) 
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For  your  patients’  benefit... 


BEFORE  YOU  WRITE 
OUR  NEXT  ANTIARTHRITIC 
PRESCRIPTION, 
PLEASE  READ 


THIS  MESSAGE 


i 


Boots  announces  a pharmaceutical  first 


TWO  WAYS  YOUI 
WILL  SAVE  MONEY  WTTI 


Introducing 


RUFEN*  (ibuprofen) 


$1.50  REBATE 


AND  RUFEN  IS 


RUFEN  IS 


DIRECTTO  YOUR  PRICED  LOWER 
PATIENTS  ON  EVERY  TO  BEGIN  WITH. 


NOTA  GENERIC 
BOOTS  IBUPROFEf 


PRESCRIPTION  OF  100. 
REFILLS  INCLUDED. 


One  dollar  fifty  cents 
returned  for  every  Rebate 
Coupon  your  patients  mail  in. 

Every  bottle  of  100  tablets  of 
RUFEN  400  mg  has  a Rebate 
Coupon  attached,  with  full 
instructions  for  redemption. 

It  has  already  been  de- 
termined, through  public 
opinion  research,  that  most 
arthritic  patients  will 
appreciate 
direct  rebate 


savings  as 
much  as  they 
appreciate  the 
results  of  ibuprofen 
therapy. 


Boots  has  already  priced 
RUFEN  lower  to  the  whole- 
saler and  the  retailer.  And  if 
these  savings  are  passed 
along,  as  they  should  be, 
your  patient  will  receive  the 
benefit  of  this  lower  price. 
Add  these  savings  to  the  re- 
bate, and  your  patients  re- 
ceive substantial  relief  from 
the  costs  of  a medication 
many  of  them  may  take 
for  years. 


IS  THE  ORIGINAL. 


And  if  you  wish,  RUFEh 
may  be  substituted  for 
Motrin®,  because  it  is  bio- 
equivalent.* 

Original  research  by  Th 
Boots  Company  Ltd.,  of 
Nottingham,  England, 
developed  ibuprofen. 

And  though  we  intro- 
duced it  ourselves  else- 
where around  the  world,  M 
licensed  ibuprofen  for 
sale  in  the  United  States. 


Motrin®  (ibuprofen)  is  a registered  trademark  of  The  Upjohn 


ARTHRITIC  PATIENTS 
3U PROFEN  THERAPY. 


You  first  came  to  know 
t as  Motrin  (ibuprofen), 
nanufactured  by  Upjohn. 

Now,  as  we  have  estab- 
ished  facilities  in  America, 
ve  hope  you'll  come  to 
:now  Boots  brand  name 
or  ibuprofen  as  RUFEN. 

JIOEQUIVALENCY? 
3F  COURSE.* 

'hat's  why  you  may  substi- 
ute  RUFEN  for  Motrin. 


ALSO:  A BOOTS 
CONTRIBUTION  TO 
ARTHRITIS  RESEARCH 
WITH  EVERY  REBATE! 

A 25*  contribution  per 
rebate  is  built  directly 
into  the  RUFEN 
program.  And  with 
thousands  of  pre- 
scriptions anticip- 
ated for  RUFEN  400  mg 
each  year,  the  annual  po- 
tential for  arthritis  research  is 
enormous. 


'ata  on  file. 

ontributions  made  to:  International  League  Against  Rheumatism. 


WHEN  YOU'RE  WRITING  YOUR  NEXT  RUFEN 
PRESCRIPTION  FOR  I BU PROFEN, 

PLEASE  REMEMBER: 


RUFEN 


OFFERS  A $1.50  REBATE  DIRECT 
TO  YOUR  PATIENTS  ON  EVERY 
BOTTLE  OF  100  TABLETS  OF 
RUFEN  400  MG. 


RUFEN 


COSTS  YOUR  PATIENTS  LESS  TO 
BEGIN  WITH. 


RUFEN 


CONTRIBUTES  25*  PER  REBATE  TO 
ARTHRITIS  RESEARCH. 


RUFEN 


IS  NOT  A GENERIC . . . BOOTS 
IBUPROFEN  IS  THE  ORIGINAL. 


RUFEN 


(IBUPROFEN)  IS  BIOEQUIVALENT  TO 
MOTRIN®  (IBUPROFEN).* 


I hope  we've  given  you  several  good  reasons  to  re- 
member RUFEN  the  next  time  you  prescribe  ibuprofen. 

If  we  haven't,  or  if  you'd  like  to  know  more  about 
Boots  Pharmaceuticals  or  this  program,  please  don't 
hesitate  to  drop  me  a line.  Or  call  us  directly  at  our 
toll-free  number:  (800)  551-8119.  Louisiana  residents, 
call  (800)282-8671. 


To  ensure  that  your  patients  receive  the  benefits  of  the 
Rufen  program,  be  sure  to  specify  "D.  A.W.,"  "No  Sub," 
or  "Medically  Necessary'  as  required  by  the  laws  of 
your  state. 

Sincerely,, 


John  D.  Bryer,  President 
Boots  Pharmaceuticals,  Inc. 


0 


Boots  Pharmaceuticals,  Inc. 

6540  LINE  AVENUE.  SHREVEPORT.  LOUISIANA  71106 


Pioneers  in  medicine  for  the  family 


♦Data  on  file. 
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RF-009 


(ibuprofen/Boots) 

(For  full  prescribing  information,  see  package  brochure  1 

RUFEN*  Tablets 

(ibuprofen) 

INDICATIONS  AND  USAGE:  Treatment  of  signs  and 
symptoms  of  rheumatoid  arthritis  and  osteoarthritis 
during  acute  flares  and  in  the  long-term  management 
of  these  diseases  Safety  and  effectiveness  have  not 
been  established  for  Functional  Class  IV  rheumatoid 
arthritis. 

Relief  of  mild  to  moderate  pain. 
CONTRAINDICATIONS:  Patients  hypersensitive  to 
ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  angio- 
edema  and  bronchospastic  reactivity  to  aspirin  or  other 
nonsteroidal  anti-inflammatory  drugs  (see  WARNINGS' 
WARNINGS:  Anaphylactoid  reactions  have  occurred 
in  patients  hypersensitive  to  aspirin  (see  CONTRAINDI- 
CATIONS). Peptic  ulceration  and  gastrointestinal 
bleeding,  sometimes  severe,  have  been  reported 
Peptic  ulceration  and  gastrointestinal  bleeding,  some- 
times severe,  have  been  reported.  Peptic  ulceration 
perforation,  or  gastrointestinal  bleeding  can  end  fatally 
however,  an  association  has  not  been  established 
Rufen  should  be  given  under  close  supervision  to  patients 
with  a history  of  upper  gastrointestinal  tract  disease 
and  only  after  consulting  the  ADVERSE  REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheuma- 
toid arthritis,  nonulcerogenic  drugs,  such  as  gold, 
should  be  attempted.  If  Rufen  must  be  given,  the  patient 
should  be  under  close  supervision  for  signs  of  ulcer 
perforation  or  gastrointestinal  bleeding. 
PRECAUTIONS:  Blurred  and/or  diminished  vision, 
scotomata,  and/or  changes  in  color  vision  have  been  re- 
ported If  developed,  discontinue  Rufen  and  administer 
an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  with 
Rufen:  caution  should  be  used  in  patients  with  a history 
of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prolong 
bleeding  time.  Use  with  caution  in  patients  with  intrinsic 
coagulation  defects  and  those  taking  anticoagulants 

Patients  should  report  signs  or  symptoms  of  gastroin- 
testinal ulceration  or  bleeding,  blurred  vision  or  other 
eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insuf- 
ficiency, patients  on  prolonged  corticosteroid  therapy 
this  therapy  should  be  tapered  slowly  when  adding  Rufen 
DRUG  INTERACTION:  Coumarin-type  anticoagulants. 
The  physician  should  be  cautious  when  administering 
Rufen  to  patients  on  anticoagulants. 

Aspirin.  Concomitant  use  may  decrease  Rufen  blood 
levels. 

PREGNANCY  AND  NURSING  MOTHERS:  Rufen 

should  not  be  taken  during  pregnancy  nor  by  nursing 
mothers. 

ADVERSE  REACTIONS 

Incidence  greater  than  1% 
Gastrointestinal:  The  most  frequent  adverse  reaction 
is  gastrointestinal  (4%  to  1 6%).  Includes  nausea*,  epigas- 
tric pain*,  heartburn*,  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdomi- 
nal cramps  or  pain,  fullness  of  Gl  tract  (bloating  and 
flatulence).  Central  Nervous  System:  dizziness*,  head- 
ache. nervousness.  Dermatologic:  rash*  (including 
maculopapular  type),  pruritus  Special  Senses:  tinnitus 
Metabolic:decreased  appetite,  edema,  fluid  retention 
Fluid  retention  generally  responds  promptly  to  drug 
discontinuation  (see  PRECAUTIONS). 

•Incidence  3%  to  9% 

Incidence  less  than  1 in  100 
Gastrointestinal:  gastric  or  duodenal  ulcer  with  bleed- 
ing and/or  perforation,  hemorrhage,  melena.  Central 
Nervous  System:  depression,  insomnia.  Dermatolog- 
ic: vesiculobullous  eruptions,  urticaria,  erythema  multi- 
forme. Special  Senses:  amblyopia  (see  PRECAUTIONS) 
Hematologic:  leukopenia,  decreased  hemoglobin 

and  hematocrit.  Cardiovascular:  congestive  heart 
failure  in  patients  with  marginal  cardiac  function 
elevated  blood  pressure 

Causal  relationship  unknown 
Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver 
function  Central  Nervous  System:  paresthesias,  hal- 
lucinations. dream  abnormalities.  Dermatologic:  alo- 
pecia. Stevens- Johnson  syndrome  Special  Senses: 
Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic 
hemolytic  anemia,  thrombocytopenia,  granulocytopenia 
bleeding  episodes  Allergic:  fever,  serum  sickness 
lupus  erythematosus  syndrome.  Endocrine:  gyne- 
comastia. hypoglycemia  Cardiovascular:  arrhythmias 
(Sinus  tachycardia,  bradycardia,  and  palpitations) 
Renal:  decreased  creatinine  clearance,  polyuria,  azo- 
temia. 

OVERDOSAGE:  Acute  overdosage,  the  stomach  should 
be  emptied.  Rufen  is  acidic  and  excreted  in  the  urine 
alkaline  diuresis  may  benefit. 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  ar- 
thritis and  osteoarthritis,  including  flareups  of  chronic 
disease:  Suggested  dosage  400  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as 
necessary  for  relief  of  pain.  Do  not  exceed  2,400  mg 
per  day 

CAUTION:  Federal  law  prohibits  dispensing  without 
prescription 

Boots  Pharmaceuticals.  Inc. 

Shreveport  Louisiana  71 106 
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A Community  Outbreak 
of  Trichinosis  in  Nebraska:  Report  of 
an  Epidemiologic  Investigation 


PART  II 

Discussion 

15  of  20  people  (75%  ) in  the  four  families 
who  ate  the  implicated  sausage  had  recogniz- 
able illness.  Of  the  5 who  had  no  clinical 
illness,  3 showed  serologic  evidence  of  infec- 
tion, 1 with  a high  stable  titer,  and  2 with 
low  titers.  These  five  individuals  were 
younger  children  of  families  1 and  2,  ranging 
in  ages  from  4 to  10  years.  This  may  reflect 
a smaller  dose  of  larvae  from  consuming 
smaller  portions  of  sausage.  The  relative 
resistance  of  children  to  trichinosis  has  been 
previously  recognized. 7 

Adults  had  more  severe  disease,  with  3 
requiring  hospitalization.  All  3 complained  of 
persistent  muscle  aches  and  weight  loss  for 
several  weeks  after  discharge.  Character- 
istically, the  signs  and  symptoms  of  trichino- 
sis are  not  uniform,  with  the  greater  number 
of  cases  being  subclinical  and,  for  the  most 
part,  unrecognized.  In  this  outbreak,  the 
most  severe  illness  was  observed  in 
adults  from  families  3 and  4 who  consumed 
only  1 meal  of  the  incriminated  sausage. 
Since  the  number  of  larvae  in  a given 
serving  of  sausage  may  not  be  uniform,  it 
would  be  difficult  to  correlate  the  severity  of 
illness  to  their  age  or  the  amount  of  sausage 
product  consumed. 

Thiabendazole  is  the  drug  of  choice  for 
treating  acute  trichinosis.  However,  it  is  most 
effective  when  given  immediately  after  ex- 
posure, when  it  kills  adult  trichinae  in  the 
intestine  and  possibly  migrating  larvae  in  the 
tissues.  Its  efficacy  in  this  outbreak  was 
doubtful.  In  other  reports,  thiabendazole  was 
noted  to  be  very  effective  in  treatment  even 
during  the  late  painful  stages  of  migration 
and  encystment,8’9  although  the  efficacy  of 
thiabendazole  in  the  late  stages  of  trichinosis 
has  not  been  fully  demonstrated. 

The  BFT  used  in  this  outbreak  was  helpful 
in  confirming  the  human  infestations.  It  has 
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been  described  as  a moderately  sensitive  test 
with  a high  degree  of  specifity  that  detects 
antibodies  somewhat  later  (usually  4-6  weeks 
following  infection)  than  the  complement-fix- 
ation technique. '3  cases  had  negative  tests, 
yet  had  clinical  disease  with  elevated  WBC 
and  eosinophilia.  An  explanation  for  this 
phenomenon  is  lack  of  sensitivity  of  the  tests, 
since  trichinosis  cases  that  were  muscle 
biopsy  positive  and  serologically  negative 
have  been  reported.2 

Turning  to  the  source  of  exposure  for  the 
swine,  no  conclusive  findings  were  immed- 
iately evident  on  the  farm.  Initially,  no  other 
sows  could  be  identified  as  having  sero-logic 
evidence  of  infection  using  the  BFT  test.  A 
limiting  factor  here  apparently  was  the  BFT 
test  which  in  earlier  studies  was  shown  to  be 
unsatifactory  in  testing  serums  of  highly 
infected  pigs.  U)'  n'  12  The  latex  agglutina- 
tion test  was  utilized  later  to  retest  the  sera 
which  revealed  that  7 of  the  30  (23%  ) sows 
were  positive  and  very  likely  infected.  One 
would  expect  infections  in  grain-fed  pigs  to 
have  low  infection  rates  (1  pos/1000)  and  low 

*Address  for  reprints:  Iowa  State  Health  Department,  Division  of  Disease 
Prevention,  Lucas  State  Office  Building,  Des  Moines,  Iowa  50319. 
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trichinae  counts  ( < 1 larva  per  gram  of 
tissue).13  However,  it  was  demonstrated  that 
a side  pork  sample  from  the  carcass  used  in 
the  sausage  contained  389  T.  spiralis  per 
gram  indicating  a level  of  infection  in  the 
animal  likely  to  produce  severe  clinical 
symptoms  in  a person  eating  only  a few 
ounces  of  pork  product. 

None  of  the  8 rats  killed  on  the  premises 
had  any  evidence  of  T.  spiralis  infection. 
This,  however,  is  a small  sample,  and  a 
survey  in  Illinois  indicates  that  the  preva- 
lence of  T.  spiralis  in  various  rodents  and 
small  feral  animals  is  not  high. 14  2 other 

avenues  of  swine  infection,  demonstrated  in 
laboratory  studies,  include  transmission  by 
tail  biting  and  direct  fecal  transmission  of 
expelled  adult  forms  of  T.  spiralis.  These 
forms  of  transmission  would  appear  very 
unlikely,  particularly  under  natural  condi- 
tions in  a grain-fed  swine  herd. 

Other  possibilities  may  include  some  home 
garbage  feeding  practices  that  were  unstated 
or  perhaps  unobserved  since  inspection  of 
the  premises  indicated  that  swine  of  varying 
ages  and  sizes  did  escape  from  their  pens  and 
had  access  to  some  nearby  household  waste 
and  garbage.  In  addition,  the  head  of  the 
family  and  his  older  sons  disclosed  they 
trapped  small  animals  such  as  raccoons  and 
muskrats  for  the  pelts,  which  they  sold  to 
commercial  dealers.  These  wild  animals  have 
been  identified  as  being  infected  with  T. 
spiralis  at  low  levels  in  an  Iowa  survey 
adjacent  to  Nebraska.15  The  possibility  that 
swine  had  access  to  the  carcasses  of  these 
animals  cannot  be  entirely  ruled  out,  even 
though  the  patients  denied  deliberate  feeding 
of  the  carcasses  to  the  pigs. 

How  these  swine  became  infected  is  a 
matter  of  conjecture,  since  no  known  com- 
mercial garbage  feeding  is  permitted  in  the 
area,  as  required  by  Nebraska  state  law. 


This  outbreak  demonstrates  the  signifi- 
cance of  trichinosis  in  sows,  which  are  more 
likely  to  be  infected  by  virtue  of  their  longer 
life  span  and  greater  opportunity  for  expo- 
sure to  potential  sources  of  transmission. 
Meat  from  older  sows  would  tend  to  be  used 
more  for  processed  meat  such  as  sausage, 
since  it  is  of  an  inferior  grade  and  less 
desirable  for  customary  pork  cuts.  In  this 
outbreak,  sausage  was  a vehicle  of  infection 
that  was  extensively  shared  among  several 
people.  It  would  follow  that  commercial 
sausage  and  other  processed  products  would 
have  a wider  exposure  potential,  since  pork 
tissues  are  diluted  in  processing  and  con- 
sumed by  more  people  in  smaller  quantities. 
The  risk  is  not  insignificant. 

Prevention  and  control  of  trichinosis  could 
best  be  achieved  by  production  of  a disease- 
free  pig.  Recent  national  surveys  indicate 
that  trichinosis  has  declined  markedly,  with 
reduced  and  better  regulated  garbage  feed- 
ing and  the  consequent  greater  proportion  of 
grain-fed  swine  entering  the  processing  plant. 
Nevertheless,  a low  but  very  detectable  level 
of  infection  still  occurs  even  in  supposedly 
grain-fed  hogs  as  shown  here.  To  ensure 
trichinosis-free  pork  products  would  require 
special  carcass  examinations.  However,  prac- 
tical and  cost-efficient  methods  have  been 
available  in  the  past.  A developmental 
serological  technique  has  been  evaluated,  and 
this  new  test  permits  rapid  screening  for 
direct  processing  of  carcasses  soon  after 
slaughter  and  dressing,  but  is  not  presently 
available  for  commercial  use.16  Considering 
the  problems  with  carcass  examination  in 
controlling  trichinosis,  the  immediate  answer 
calls  for  scrupulous  temperature  control 
standards. 

References  may  be  obtained  from  the 
authors. 
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Diabetic  Retinopathy: 
Diagnosis  and  Management 


THE  leading  cause  of  blindness 
in  the  United  States  today  in 
patients  under  60  years  of 
age  is  proliferative  diabetic  retinopathy.  It 
has  been  estimated  that  1.4%  of  all  Ameri- 
cans are  afflicted.  With  the  advent  of  insulin, 
antibiotics,  and  vigorous  medical  treatment, 
the  longevity  of  the  diabetic  patient  has 
increased  over  the  last  half  century.  This 
fact  coupled  with  the  well-known  concept 
that  diabetic  retinopathy  is  a duration- 
related  complication,  both  point  to  the  reason 
for  the  increase  in  its  prevalence.  Approxi- 
mately 50%  of  all  diabetics  have  evidence  of 
diabetic  retinopathy  after  12  to  15  years 
from  the  onset  of  their  disease,  and  approx- 
imately 80%  of  these  same  patients  have 
evidence  of  retinopathy  25  years  after  the 
onset  of  their  disease.1 

Although  many  controversies  still  surround 
the  onset  of  diabetic  retinopathy  in  relation 
to  its  medical  management,  it  has  been 
shown  that  neither  age,  sex,  race,  nor 
control  of  the  diabetes  has  been  positively 
correlated  with  the  incidence  of  retinopathy. 
For  the  most  part,  once  diabetic  retinopathy 
develops,  systemic  management  does  not 
alter  its  course,  and  it  tends  to  follow  a 
regular  sequence. L’ 

Classification 

A.  Background  diabetic  retinopathy 

B.  Diabetic  macular  edema 

C.  Preproliferative  diabetic  retinopathy 

D.  Proliferative  diabetic  retinopathy 

Background  diabetic  retinopathy 

The  earliest  evidence  of  diabetic  retino- 
pathy involves  the  retinal  microvasculature. 
These  changes  include  venous  engorgement 
and  beading,  capillary  microaneurysms,  leak- 
age of  these  capillaries  leading  to  hard 
exudates,  and  dot-blot  intraretinal  hemor- 
rhage. Any  of  these  changes  seen  by  the 
clinician  through  examination  with  an 
ophthalmoscope,  constitute  the  diagnosis  of 
background  diabetic  retinopathy. 
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At  times  these  changes  are  very  subtle; 
however,  there  is  a very  useful  clinical 
technique  which  is  used  to  study  the  evolu- 
tion of  background  diabetic  changes  known 
as  fluorescein  angiography.  This  technique 
involves  the  injection  of  5 ml  of  10%  sodium 
fluorescein  into  the  anteeubital  vein,  and  then 
taking  rapid  (one  frame  per  one-half  second) 
photographs  using  a fundus  camera.  With 
this  technique  microaneurysms  and  subtle 
capillary  abnormalities  are  easily  seen. 

Background  diabetic  retinopathy  in  general 
is  compatible  with  good  visual  acuity;  95%  of 
all  patients  with  background  changes  will 
have  no  further  progression  of  their  disease, 
and  their  visual  function  will  remain  normal,  or 
near  normal,  for  the  remainder  of  their  lives. 
(Figure  1) 

Preproliferative  diabetic  retinopathy 

The  exact  stimulus  or  mechanism  which 
transforms  a patient  with  background  dia- 
betic retinopathy  to  the  stage  of  prepro- 
liferative diabetic  retinopathy  is  unknown.  It 
is  postulated  that  retinal  ischemia  and  anoxia 
lead  to  the  release  of  a chemical  stimulating 
factor  which  in  turn  leads,  in  a variable 
pattern,  to  the  stimulation  and  growth  of  new 
vascular  tufts  and  vessels.  The  examination 
of  patients  with  preproliferative  diabetic 
retinopathy  will  shpw  increased  venous  en- 
gorgement with  congestion  of  the  vascula- 
ture and  a moist-appearing  retina.  These 
changes  are  again  . due  to  the  microangio- 
pathy that  is  an  ongoing  problem  in  the 
diabetic.  The  new  intraretinal  vessels  that 
form  are  very  fragile  and  leaky. 

Proliferative  diabetic  retinopathy 

It  is  the  new  vascular  tufts  which  herald 
the  onset  of  proliferative  diabetic  retino- 
pathy. These  vessels  usually  sprout  in  four 
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Figure  1 

A mid-phase  fluorscein  angiogram  showing  background 
diabetic  retinopathy.  Fluorscein  dye  can  be  seen  in  both 
the  major  arteries  and  veins.  Many  microaneurysms  can 
be  seen  scattered  about  the  macula  which  is  the  darkish 
area  in  the  center  of  the  photograph.  One  such  micro- 
aneurysm is  marked  with  a white  arrowhead. 


Figure  2 

Early  venous-phase  fluorscein  angiogram  showing  pro- 
minent proliferative  diabetic  retinopathy.  Note  numerous 
newly  formed  vessels  lying  above  the  optic  nerve  which  is 
in  the  center  of  the  photograph. 
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distinct  areas  which  should  be  checked 
thoroughly  each  time  a diabetic  is  examined. 
These  areas  include  the  disc,  above  and 
below  the  macula,  along  the  major  vessel 
arcades,  one  to  two  disc  diameters,  and  nasal 
to  the  disc.  The  retinal  neovascularization  has 
a tendency  to  grow  in  the  plane  between  the 
retina  and  the  vitreous  body,  although 
growth  also  extends  into  the  vitreous  for  a 
short  distance  directly  from  the  optic  nerve 
head.  The  walls  ofvthese  new  vesseles  are 
unusually  permeable  to  plasma  and  plasma 
constituents.  The  leakage  of  these  constitu- 
ents create  a haze  in  the  vitreous  which  may 
lead  to  decreased  visual  acuity;  it  also  starts 
a degenerative  process  in  the  vitreous. 
This  degenerative  process  causes  the 
vitreous  to  contract  and  shrink,  producing 
traction  on  the  new  vessels  growing  into  or 
along  the  vitreous  from  the  retina,  thus 
causing  rupture  of  these  new  vessels,  hemor- 
rhage, further  vitreous  degeneration,  and 
eventually  a fibrous  glial  membrane  forma- 
tion. The  course  of  this  process,  once  the 
onset  of  neovascularity  has  occurred,  is  quite 
variable.  However,  often  a classic  vicious 
cycle  occurs  with  hemorrhage  leading  to 
organization,  further  membrane  shrinkage, 


more  hemorrhage,  and  eventually  loss  of 
useful  vision  in  the  eye.  (Figure  2) 

Diabetic  macular  edema 

A common  complication  of  the  elderly 
diabetic  is  an  accumulation  of  edema  fluid 
from  incompetent  vessels  serving  the 
macula.  Initially  this  fluid  accumulation  with- 
in and  beneath  the  nerve  fiber  layer  results 
in  a slowly  decreasing  visual  acuity  to 
approximately  20/50  or  less.  With  time,  the 
long-standing  fluid  creates  a degenerative 
process  in  the  macula  with  further  reduction 
in  visual  acuity  and  often  accumulation  of 
hard  exudates  which  can  be  seen  through  the 
ophthalmoscope . 

Early  in  the  course  of  macular  edema  no 
changes  are  seen  directly  with  the  ophthal- 
moscope; however,  with  the  split  lamp  and 
corneal  contact  lens,  a convex,  swollen  and 
thickened  macula  can  be  seen. 

Treatment 

Background  diabetic  retinopathy  - requires 
no  treatment. 

The  capillary  microaneurysms,  which  are 
the  hallmark  of  background  disease,  are 
harmless.  They  tend  to  have  approximately  a 


Figure  3 

Follow-up  fluorscein  angiogram  of  a patient  with 
proliferative  diabetic  retinopathy  after  undergoing  pan 
retinal  photocoagulation.  Note  randomly  scattered  argon 
laser  chorioretinal  burns  and  early  leakage  of  dye  from 
neovascularity  above  disc  (arrow). 
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9 month  life  span  and  then  will  disappear, 
only  to  have  numerous  others  reappear  in 
different  places.  Argon  laser  therapy  does 
not  alter  the  course  of  background  disease. 

Proliferative  diabetic  retinopathy 

Proliferative  diabetic  retinopathy  carries 
a poor  prognosis/  If  untreated,  50%  of 
diabetic  patients  with  neovascularity  of  the 
optic  disc  will  be  blind  in  five  years.  The  goal 
of  light  energy  photocoagulation,  either  with 
the  xenon  light  coagulator  or  the  argon  laser, 
is  to  treat  the  proliferative  disease  in  a very 
early  stage.  This  is  done  by  direct  application 
of  light  energy  to  areas  of  new  vessels,  coupled 
with  destruction  of  numerous  small  areas  of 
the  peripheral  retina,  thus  decreasing  the 
stimulus  for  neovascularity.  This  is  carried 
out  by  a process  called  pan  retinal  photo- 
coagulation, in  which  xenon  light  coagulation 
(700  to  1000  spots  500  micron-sized)  or  argon 
laser  (1200  to  2000  spots)  is  applied  to  the 
peripheral  retina  in  a randomly  scattered 
pattern  outside  the  major  temporal  arcades.  It 
has  been  shown  that  using  laser  therapy  in 
this  manner  does  not  appreciably  decrease 
peripheral  or  night  vision,  but  has  been 
shown  to  decrease  the  neovascular  response. 
Diffuse  vitreous  hemorrhage  with  resultant 
poor  visualization  and  fibrosis,  with  or  without 
retinal  detachment,  are  relative  contraindica- 
tions for  laser  therapy.  (Figure  3). 

Recently  developed  surgical  methods  of 
intravitreal  surgery,  using  a small  aspiration 
and  cutting  unit  (vitrectomy  unit),  have 
significantly  altered  the  visual  prognosis  for 
a select  group  of  diabetic  patients.  In  this 
procedure,  the  vitreous  body  is  removed  as 
well  as  areas  of  fibrotic  membrane  which  can 
be  peeled  away  from  the  retina  in  an 
attempt  to  clear  the  ocular  media.  The 
relative  indications  and  contraindications  of 
this  procedure  are  somewhat  beyond  the 
scope  of  this  article. 


Prognosis  and  prevention 

Background  diabetic  retinopathy  has  a 
relatively  good  prognosis  for  normal  visual 
acuity.  Approximately  90-95%  of  all  patients 
with  background  changes  have  good  vision 
and  their  disease  does  not  progress  on  to  the 
proliferative  stages. 

Proliferative  diabetic  retinopathy  is  a 
treatable  disease.  It  is  felt  that  this  process 
is  a once  in  a lifetime  event  and  if  the 
neovascularity  can  be  brought  under  control 
through  the  use  of  photocoagulation,  these 
patients  likewise  have  an  excellent  prognosis 
for  retaining  good  vision.  The  recent  advent 
of  intravitreal  surgery  has  added  additional 
hope  for  the  diabetic  patient. 

The  ultimate  goal  in  treating  any  systemic 
disease  is  to  institute  proper  treatment 
which  will  prevent  serious  complications.  In 
dealing  with  diabetic  retinopathy,  prevention 
of  severe  visual  impairment  can  be  best 
accomplished  by  early  diagnosis  and  proper 
treatment  of  retinal  neovascularity.  All  dia- 
betic patients  should  have  an  initial  thorough 
funduscopic  examination  through  a widely 
dilated  pupil.  Thereafter,  semiannual  careful 
examination  should  be  carried  out  to  docu- 
ment any  changes  which  would  necessitate 
further  therapy. 
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Pregnancy  Outcome  and 
Maternal  Plasma  Volume  Expansion 


Summary 

Optimal  inutero  development  depends  up- 
on maximum  maternal  plasma  volume  expan- 
sion. Many  cases  of  otherwise  unexplained 
toxemia  (pregnancy  induced  hypertension), 
fetal  growth  retardation,  and  premature 
labor  appear  to  be  related  to  unsuspected 
maternal  hypovolemia. 

IN  1911,  Zuntz  reported  that 
during  pregnancy,  plasma  vol- 
ume increased  approximately 
20%'.  It  is  currently  accepted  that  this 
figure  should  be  approximately  50%  for 
humans  and  that  a similar  plasma  and  red 
cell  expansion  occurs  in  most  all  pregnant 
women. 2 Plasma  expansion  is  obviously  a 
significant  maternal  adaptation  and  is  sur- 
prising that  it’s  role  in  assuring  a good 
pregnancy  outcome  is  so  little  appreciated. 

The  reasons  for  plasma  expansion  during 
pregnancy  are  unknown,  although  a number 
of  events  of  pregnancy  are  correlated  with 
the  degree  of  plasma  volume  increase.  These 
include:  serum  progestrone  levels,  myomet- 
rial  mass,  amniotic  fluid  volume,  renal  func- 
tion, and  cardiac  performance.  If  maternal 
plasma  volume  is  abnormally  low  or  high,  so 
often  are  all  these  other  pregnancy  related 
events. 

Reported  here  are  the  results  of  plasma 
and  red  cell  volume  determinations  in  175 
pregnant  women.  All  gravida  studied  had 
medical  indications  for  plasma  volume  deter- 
minations (toxemia,  unexplained  premature 
labor,  inutero  fetal  growth  retardation,  or 
maternal  anemia),  and  were  treated  accord- 
ing to  the  plasma  and  red  cell  volume 
findings.  Approximately  Vz  of  the  gravida  at 
risk  declined  to  have  the  measurements 
performed. 

Methods 

Measurements  of  red  cell  mass  (total  body 
hematocrit),  was  done  with  15  microcuries  of 
chromium  51  tagged  red  cells.  The  plasma 
volumes  were  determined  with  either  the 
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Evans  Blue  technique  by  the  method  of 
Linderkamp,  et  al4  or  with  the  “ I labled 
human  serum  albumin.3  These  procedures 
were  undertaken  only  after  having  obtained 
an  informed  consent  as  prescribed  by  the 
hospital’s  human  experimentation  committee. 

Results 

Plasma  volume  determinations  are  shown 
in  Table  1.  Approximately  Vz  of  all  gravida 
with  pregnancy  hypertension,  premature  la- 
bor, fetal  growth  retardation,  diabetes  meli- 
tus,  or  100%  of  those  with  oligohydramnios 
had  plasma  volumes  that  were  at  least  3 
standard  deviations  below  the  mean  (67±6). 
Of  the  16  gravida  studied  for  anemia  Vz  had 
plasma  volumes  in  excess  of  72  ml/kg.  The 
others  were  normal  values  or  truly  de- 
creased red  cell  masses. 

Discussion 

Maternal  hypervolemia  is  apparently  asso- 
ciated with  no  disease,  only  physiologic 
anemia,  multiple  gestation,  and  large  healthy 
newborns.  The  risk  to  a gravida  with 


Table  I 

Plasma  Volumes  of  175  With 
Pregnancy  Complications 


Diagnosis 

Number 

Mean 

ml/kg 

Percent  with 
Plasma  volume 
less  than 
48  ml/kg 
(X  - 3 SD) 

Pregnancy  hypertension 

72 

41.3 

67% 

IUGR 

18 

43.8 

64% 

Premature  labor  or 
rupture  membranes 

43 

44.2 

57% 

Maternal  Diabetes 
(class  B or  higher) 

13 

42.8 

85% 

Oligohydramnios 

11 

39.2 

100% 

Hydramnios 

6 

51.3 

66% 

Hematocrit  above  41% 

12 

43.6 

84% 
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hypervolemia  is  fetal  macrosomia  and  or 
inappropriate  therapy  for  her  physiologic 
anemia. 

Recent  studies  suggest  that  optimal  he- 
matocits  in  terms  of  oxygen  delivery,  cardiac 
work  and  blood  viscosity  is  perhaps  32%  to 
33% , not  the  previously  accepted  40%  to 
42%. 3 It  now  appears  that  iron  deficiency 
anemia  in  pregnant  women  is  easily  diag- 
nosed from  serum  ferritin  and  should  not  be 
diagnosed  from  hemoglobin  concentrations  or 
hematocrit  values.  Indeed,  Liley  has  pre- 
viously demonstrated  that  a high  hematocrit 
in  a pregnant  woman  is  four  times  as  likely 
to  be  representative  of  decreased  plasma 
volume  than  increased  red  cell  mass;  and 
likewise,  that  a low  hematocrit  is  four  times 
as  likely  to  indicate  a high  plasma  volume 
rather  than  a low  red  cell  mass.  As  Liley  has 
emphasised,  hematocrit  determinations  are 
easily  performed  but  very  difficult  to  inter- 
pret in  pregnant  women.  5 

Premature  labor  and/or  premature  rup- 
ture of  the  membranes  (PROM)  in  many 
cases  represents  acute  maternal  hypovo- 
lemia. It  wras  a Finnish  pediatrician  Raiha  and 
collegues,  who  in  1956  suggested  that  pre- 
mature labor  was  associated  with  decreased 
maternal  blood  volume  as  indicated  by 
smaller  maternal  heart  size.6  Inutero 
growth  retardation,  whether  in  humans  or 
other  mammals,  is  almost  always  associated 
writh  maternal  hypovolemia.  Indeed,  Gibson 
demonstrated  that  plasma  volume  increment 
was  the  most  significant  determinant  of 
newrborn  size.  When  the  plasma  volume 
increment  was  large,  the  newborn  was  large 
and  visa  versa.7  The  only  apparent  excep- 
tion to  the  association  between  increases  in 
plasma  volume  during  pregnancy  and  new- 
born size,  is  when  diabetes  mellitus  is 
present.  The  pregnant  diabetic  women  in  our 
series  were  often  hypovolemic  and  neverthe- 
less had  large  new'borns. 

Pregnancy  hypertension  (preeclampsia, 
pregnancy  induced  hypertension,  gestational 
hypertension,  EPH  gestosis,  etc),  often 
represents  chronic  maternal  hypovolemia. 
Bletka  and  associates 8 and  Gallery  and 
collegues  in  Australia  9 showed  that  women 
who  failed  to  expand  their  plasma  volume, 
were  the  ones  who  developed  pregnancy 
induced  hypertension. 


The  question  is  often  raised  as  to  whether 
maternal  hypovolemia  is  only  associated  with 
these  pregnancy  complications  or  is  actually 
involved  in  their  etiology.  It  is  an  important 
question  because  much  of  our  proposed 
therapy  includes  plasma  volume  expansion 
which  would  be  senseless  and  even  danger- 
ous if  maternal  hypovolemia  were  only  an 
associated  and  not  important  in  the  etiology 
of  the  problem.  From  a philosophical  stand 
point,  those  conditions  such  as  maternal 
smoking,  excess  work,  high  altitude,  and 
winter  season  are  all  associated  with  hypovo- 
lemia, which  are  all  in  the  pregnant  women 
likewise  associated  with  poor  pregnancy 
outcome.  By  contrast,  those  conditions  which 
are  associated  with  increased  plasma  volume 
(tranquility,  bed  rest,  adequate  diets)  are 
associated  with  good  pregnancy  outcome.  In 
addition,  there  are  reports  not  only  from  the 
USA,  but  from  northern  Europe  and  Aus- 
tralia3 that  would  demonstrate  that  plasma 
volume  expansion  in  these  hypovolemic  wo- 
men at  high  risk  can  be  theraputic. 

At  the  present  time  specific  prophylactic 
therapy  to  guarantee  adequate  maternal 
plasma  volume  expansion  is  not  available. 
Atkinson  concluded  that  forced  fluids  and 
bed  rest  were  of  value. 10  Since  tranquility 
is  associated  with  increased  plasma  volume, 
it  seems  logical  that  pregnant  women 
should  be  told  to  drink  a great  deal  of 
fluids,  obtain  as  much  rest  as  possible,  be 
tranquil  and  eat  an  adequate  diet.  In  other 
words,  the  usual,  customary,  advice  to 
pregnant  women!  Plasma  volume  determina- 
tions allow  us  a bit  more  objective  data  as  to 
why  this  sort  of  advice  is  helpful,  but  little 
information  on  how  to  improve  either  plasma 
volume  values  or  pregnancy  outcome. 

In  the  acute  situation,  where  maternal 
hypovolemia  was  a problem,  as  in  severe 
pregnancy  hypertension,  inutero  growth  re- 
tardation, premature  labor,  or  intrapartum 
fetal  distress,  we  have  expanded  plasma 
volume  w'ith  colloid  materials  (25%  albumin) 
if  bed  rest  and  tranquility  have  failed.  It  is 
important  to  realize  that  if  maternal  hypovo- 
lemia is  a significant  factor  in  these  condi- 
tions, successful  therapy  will  be  associated 
with  a significant  drop  in  hematocrit  (as 
extravascular  fluid  is  mobilized)  and  urine 
output  significantly  increased.  If  these  do  not 
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occur  during  the  course  of  active  intravenous 
plasma  volume  expansion  therapy,  then 
the  diagnosis  was  wrong  and  the  therapy 
must  be  abandoned.  Apparent  (x-ray 
evidence)  pulmonary  edema  is  common  in 
pregnant  women  and  is  easily  treated. 
This  edema  is  most  frequently  seen  in 
women  with  premature  labor  treated  with 
betamimetic  agents  (Ritodrin)  and  steroids. 
Indeed,  any  agent  used  in  the  treatment  of 
premature  labor  seems  to  be  associated  with 
plasma  volume  expansion.  Besides  the  use  of 
bed  rest,  agents  to  induce  tranquility,  vaso- 
dilators, or  betamimetic  agents,  we  have 
used  5%  and  25%  albumin  and  heta-starch 
(Hespan).  This  later  agent  seems  to  remain 
in  the  vascular  system  for  prolonged  periods 
of  time  and  appears  to  be  relatively  inex- 
pensive. In  some  cases,  women  have  a 
deficiency  of  red  cell  mass  and  plasma 
volume,  and  whole  blood  is  the  obvious 
choice  when  other  therapies  have  failed. 
Under  these  circumstances,  one  is  infusing 
whole  blood  into  pregnant  women  who  may 
have  high  hematocrits;  this  is  obviously 
therapy  which  is  difficult  for  many  to 
understand.  One  should  be  absolutely  certain 
that  the  patient  has  truly  marked  deficiency 
of  both  plasma  and  red  cell  volumes,  as 
indicated  by  direct  measurement  of  plasma 
and  red  cell  masses. 

Unfortunately,  we  have  found  no  other 
tests  which  indicate  plasma  volumes  or  blood 
volumes  other  than  measurements  of  IIL' 
human  serum  albumin  or  Evans  Blue.  Indi- 
rect tests,  such  as  creatinine  clearance,  heart 
volume  measurements  of  chest  x-rays,  have 
not  proved  accurate.  It  must  be  recalled  that 
whenever  there  is  relative  hypovolemia,  the 
usual  ratio  between  plasma  and  red  cell 
volume  is  often  abnormal  in  the  microcir- 
culation. We  have  found  that  determinations 
of  plasma  volumes  is  usually  all  that  is 
required  with  a possibility  of  rather  loose 
estimations  of  red  cell  masses  from  the 
patient’s  hematocrit. 


In  conclusion,  many  abnormalities  of  preg- 
nancy are  associated  with  maternal  hypovo- 
lemia. While  it  is  not  proven  that  the 
hypovolemia  is  the  responsible  agent,  our 
clinical  experience  suggests  that  this  is  so. 
Assuring  that  pregnant  women  increase 
their  plasma  volumes  is  obviously  the  best 
form  of  prevention  therapy;  but  when  they 
are  relatively  hypovolemic,  simple  measures 
such  as  assuring  tranquility,  forcing  fluids 
and  bed  rest  are  often  sufficient.  When  these 
fail,  the  agents  of  choice  appear  to  be 
vasodilators  and/or  betamimetic  agents,  or 
the  use  of  intravenous  colloid  materials  such 
as  heta  starch  (Hespan)  or  25%  albumin. 
With  the  use  of  colloid  materials,  pulmonary 
edema  may  be  an  increased  risk. 
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THERE  are  more  than  3,000 
hereditary  diseases  which  afflict 
humans.1  Primary  concern  in 
their  referral  to  a medical  geneticist  is  the  need 
for  an  accurate  determination  of  etiology,  with 
emphasis  upon  genetic  factors.  Ideally,  this 
information  may  then  be  used  effectively  for 
genetic  counseling  and  appropriate  medical 
management.  However,  on  occasion  a life 
threatening  situation  may  be  encountered. 

Case  Report 

A ten  year  old  white  girl  presented  as  a 
“routine”  genetic  referral  to  our  medical 
genetics  clinic.  Spina  bifida  occulta  and 
hydrocephalus  had  been  recognized  at  birth 
and  she  was  provided  an  intraventricular 
shunt.  Sequellae  of  the  L/5  level  myelo- 
dysplasia included  urinary  and  fecal  incon- 
tinence, and  weakness  of  the  lower  extremities, 
particularly  of  the  ankles,  resulting  in  a 
bilateral  calcaneal  gait.  Her  feet  were  in 
planovalgus  position.  She  had  had  a left  tibial 
derotational  osteotomy.  She  used  a Lorenz 
brace. 

This  normally  intelligent  girl  had  been 
victimized  as  a battered  child.  She  had  been 
placed  in  a foster  home  at  age  eight  years.  Two 
weeks  prior  to  this  visit,  her  left  eye  showed 
medial  deviation  and  her  gait  and  station 
became  unsteady.  She  began  complaining  of 
severe  headaches. 

On  physical  examination,  the  pupils  were 
equal,  3 mm  in  diameter,  and  reaction  to  light. 
Visual  fields  were  normal.  There  was  a partial 
left  6th  nerve  paresis  evidenced  by  an  impair- 
ment in  abduction  of  the  left  eye. 

Funduscopic  examination  showed  florid 
papilledema  bilaterally  without  other  abnor- 
malities. There  was  a total  left  facial  paralysis. 
The  palate  was  elevated  symmetrically  in  the 
midline  and  there  was  no  hoarseness.  The 
tongue  protruded  in  the  midline.  Sterno- 
cleidomastoid and  trapezius  muscle  strength 


was  normal.  Station  and  gait  was  impaired,  in 
part  by  marked  weakness  of  the  toe  flexors  and 
gastrocnemius  muscles  bilaterally,  which  gave 
her  a waddling  type  gait.  She  was  able  to  get  up 
on  her  heels  but  was  unable  to  get  up  on  her 
toes.  There  was  no  cerebellar  decompensation 
of  movement,  tremor  or  nystagmus. 

Motor  examination  showed  full  strength  in 
the  upper  extremities  but  there  was  impair- 
ment in  the  lower  extremities,  involving 
primarily  muscles  innervated  by  L/5  and  S/1. 
DTRs  were  normoactive  excepting  absence  of 
ankle  jerks  bilaterally.  The  toes  were  up-going 
to  plantar  stimulation  but  due  to  paralysis  of 
the  toe  flexors,  this  finding  could  not  be 
considered  pathologic. 

Due  to  the  rapidly  developing  neurologic 
signs,  immediate  consideration  was  given  to 
possible  obstruction  of  the  ventricular  shunt 
catheter.  X-rays  of  the  chest  showed  the  lungs 
and  heart  to  be  normal.  The  ventricular  shunt 
tube  was  noted  with  its  distal  tip  in  the  region 
of  the  superior  portion  of  the  vena  cava.  The 
skull  films  showed  wide  superior  orbital  tissues 
and  a shunt  catheter  with  its  tip  against  the 
roof  of  the  right  lateral  ventricle.  Contrast  CT 
head  scan  showed  hydrocephalus  involving 
primarily  the  lateral  ventricles.  There  was  no 
evidence  of  tumor  or  other  pathologic  areas  of 
contrast  enhancement. 

A ventriculoperitoneal  shunt  was  performed. 
Pathology  examination  revealed  a non- 
functioning ventricular  shunt.  The  neuro- 
pathological  findings  promptly  resolved  follow- 
ing this  procedure. 


30  Nebraska  Medical  Journal  February  1982 


Comment 

An  important  lesson  from  this  patient  is  the 
fact  that  regardless  of  etiology,  every  patient 
entering  a genetics  clinic  must  be  critically 
assessed  from  a primary  medical  point  of  view 
during  the  course  of  investigation  of  family 
history  and  genetic  etiology. 

The  etiology  of  myelodysplasia  with  or 
without  hydrocephalus  is  unknown.  Virtually 
all  modes  of  genetic  transmission  have  been 
recognized  in  this  heterogeneous  disease. 
Spina  bifida  and  anencephaly  are  considered 
by  some  as  one  entity.  Carter2  found  a high 
frequency  of  spina  bifida  cystica  associated 
with  anencephaly  among  the  siblings  of  pa- 
tients with  spinal  dysraphism.  It  is  therefore  of 
interest  that  when  our  patient’s  sister  was  two 
years  old,  her  father  allegedly  threw  her 
against  the  wall  causing  her  to  become 
“mentally  retarded”.  She  reportedly  under- 


went a ventricular  shunt  procedure  for  hydro- 
cephalus at  about  age  nine.  This  observation 
may  have  etiologic  significance  but  will  require 
verification. 

In  summary,  during  this  patient’s  “routine” 
genetic  evaluation,  a life  threatening  neuro- 
logical emergency  requiring  immediate  neuro- 
surgical intervention  was  disclosed.  This  prob- 
lem clearly  enunciates  the  fact  that  the  medical 
geneticist,  while  necessarily  heavily  oriented 
toward  biostatistics,  cytogenetics  and  single 
gene  errors,  must  also  assess  all  facets  of  the 
entire  clinical  presentation  of  his  patient  lest  a 
medical  emergency  be  overlooked. 

References 

1.  McKusick,  VA:  Mendelian  Inheritance  in  Man: 
Catalogs  of  Autosomal  Dominant,  Autosomal  Re- 
cessive, and  X-Linked  Phenotypes.  Fifth  Edition.  The 
Johns  Hopkins  University  Press,  Baltimore,  1978. 

2.  Carter,  CO,  Evans,  KA,  Till,  K:  Spinal  dysraphism: 
genetic  relation  to  neural  tube  malformation.  J Med 
Genet  13:343-350,  1976. 


FRACTURE  OF  THE  MONTH: 

Bilateral  Humeral  Fractures 
in  a 75-year-old  Woman 


CASE  presentation:  The  patient 
was  a 75-year-old  woman  who 
was  involved  in  an  auto- 
mobile accident  and  was  thrown  against  the 
car  dashboard.  She  sustained  injuries  to  both 
upper  arms  and  multiple  superficial  abrasions 
on  the  anterior  aspects  of  both  legs.  Six 
months  prior  to  the  injury,  the  patient  had  a 
myocardial  infarction  and  was  being  treated 
with  Lanoxin  and  Dyazide.  On  physical  exami- 
nation, she  had  marked  tenderness  and  pain  on 
motion  of  the  right  arm  and  left  shoulder. 
There  were  no  neurovascular  abnormalities 
noted.  X-rays  showed  a fracture  of  the  surgical 
neck  of  her  left  humerus,  plus  a segmental 
fracture  involving  the  shaft  of  her  right 
humerus  as  well  as  the  surgical  neck  (Figure 
1A  and  IB). 

Discussion:  This  elderly  woman  presents 
with  the  difficult  management  problems  of 
fractures  in  both  arms.  The  technique  of 
managing  a surgical  neck  fracture  of  the 
humerus  symptomatically  with  early  range  of 
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Department  of  Orthopaedic  Surgery  and  Rehabilitation 
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motion  has  been  reviewed  in  previous  Fracture 
of  the  Month  discussions.  (January  1982  issue) 
This  discussion  will  focus  on  the  segmental 
fracture  of  the  right  humeral  shaft. 

In  the  1930s  and  40s  humeral  shaft  fractures 
stood  high  on  the  list  of  long  bone  fractures 
likely  to  proceed  to  nonunion.  This  resulted 
mainly  from  attempts  to  immobilize  the 
fracture  by  shoulder  spicas  or  splints.  These 
methods  failed  to  achieve  the  desired  fracture 
immobilization.  Furthermore,  they  inhibited 
muscle  activity  and  impaired  the  external 
callus  response  associated  with  muscle  func- 
tion. Recognition  that  the  patient’s  own 
muscles  and  the  pull  of  gravity  can  reduce  and 
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FIGURE  1A 


FIGURE  IB 


Figure  1A  and  IB:  X-rays  on  admission  showed  a 
surgical  neck  fracture  of  the  left  humerus  (1  A)  and  a 
segmental  shaft  fracture  of  the  right  humerus  (IB). 


Figure  2:  A Sarmiento  type  cast  was  used  to  allow 
fracture  reduction  by  gravity  and  muscle  function. 

stabilize  the  humeral  shaft  fracture  has  elimi- 
nated the  need  for  elaborate,  nonoperative  or 
operative  reduction  techniques.  Spak  in 
Sweden1  and  Sarmiento2  in  this  country  have 
both  demonstrated  the  advantages  of  simple 
immobilization  techniques  for  humeral  shaft 
fractures.  With  these  methods,  muscle  func- 
tion splints  the  shaft  fracture  and  contributes 
important  external  muscular  blood  supply  to 
the  healing  of  fracture  fragments.  This  pa- 
tient’s fractures  were  treated  by  such  func- 
tional methods.  Her  right  humeral  fracture  was 
immobilized  with  a humeral  cylinder  cast 
which  can  be  made  with  plaster,  or  preferably 
with  polyethylene  and  Velcro  straps  that  can 
be  adjusted  as  swelling  subsides  (Figure  2). 
The  left  shoulder  was  supported  simply  with  a 
sling  which  was  discarded  at  ten  days. 

Because  of  our  concern  about  the  possibility 
of  a new  myocardial  infarction,  she  remained 
hospitalized  for  ten  days  and  was  then 
discharged  to  the  care  of  her  family.  On  follow- 
up at  four  weeks,  the  right  humeral  fracture 
was  consolidating  clinically  and  the  arm  cast 
was  discontinued  in  favor  of  the  simple  hand 
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FIGURE  3 


support  as  described  by  Spak1  (Figure  3). 
During  all  of  this  time  the  patient  was 
encouraged  to  perform  circumduction  exer- 
cises of  both  shoulders.  All  support  was 
discontinued  at  eight  weeks;  by  eleven  weeks 
the  fractures  had  united  clinically  and  radiog- 
raphically. At  that  time  she  had  essentially  full 
range  of  motion  in  her  elbow  and  shoulder  and 
was  discharged  from  the  clinic  (Figure  4A  and 
4B). 

This  case  of  bilateral  humeral  fractures 
illustrates  well  how  treatment,  which  allows 
functional  activity,  contributes  significantly  to 
the  fracture  healing  processes,  as  well  as  to  the 
prompt  rehabilitation  of  the  injured  patient. 

References 

1.  Spak,  I:  Humeral  shaft  fractures.  Acta  Orthop  Scand 
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Figure  3:  At  one  month  the  fracture  was  im- 
mobilized by  a hand  sling  which  allowed  continued 
muscle  function. 


FIGURE  4A 


FIGURE  4B 

Figure  4A  and  4B:  The  fracture  of  the  left  humerus 
had  healed  at  five  weeks  and  the  segmental  fracture 
of  the  right  humerus  was  healed  at  ten  weeks,  as 
determined  by  clinical  and  roentgenographic  as- 
sessment. 
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BRIEF  COMMUNICATION: 


An  Unusual  Pediatric  Orthopedic  Problem: 
Subluxation  of  the  Cervical  Spine 


ONE  of  the  advantages  that 
medical  practitioners  have 
over  other  professionals  is 
the  wide  variety  of  cases  that  they  treat. 
This  helps  to  keep  one’s  interest  high,  and 
helps  to  prevent  professional  “burn  out.” 

In  1977,  I hospitalized  a 5 year  old  male 
with  generalized  malaise  and  nuchal  rigidity. 
His  father  had  recently  recovered  from  a case 
of  encephalitis.  A spinal  tap  was  carried  out, 
and  the  youngster  had  1400  white  cells.  He 
had  an  uneventful  recovery. 

About  6 months  later  this  lad  returned  to 
the  office  for  a minor  illness  and  my  partner 
saw  him.  Just  before  they  left  the  office,  the 
mother  mentioned  the  child’s  neck. 

They  had  noticed  that  he  could  snap  his 
neck,  and  it  was  audible  in  the  same  room. 
He  could  displace  his  neck  to  a considerable 
degree.  This  had  been  going  on  for  a few 
months.  Orthopedic  consultation  was  obtain- 
ed, and  it  was  determined  that  the  child  had 
a subluxation  of  C-l  on  C-2.  Cervical  spine 
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films  showed  a congenital  hypoplasia  of  the 
odontoid  process  with  a pseudoarthrosis.  It 
was  recommeded  that  he  undergo  a cervical 
spinal  fusion.  A second  opinion  at  the 
parents  request  was  made  to  a neurologist, 
and  the  recommendation  was  confirmed. 

The  child  underwent  a cervical  fusion  with 
bone  graft.  He  had  quite  a prolonged 
postoperative  course  due  to  readsorption  of 
the  bone  graft  requiring  a second  procedure. 
The  end  result  however  was  good. 

I don’t  know  what  the  incidence  of  neuro- 
logical damage  would  be  in  an  untreated  case 
but  I am  thankful  that  he  suffered  no  ill 
effects  and  this  was  discovered  and  treated 
before  any  permanent  neurological  problem 
developed. 
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MEDICAL  SCHOOL  CORNER: 


Academic  Dermatology 


THE  full  time  dermatology  pro- 
gram was  initiated  in  1970,  and 
involves  both  medical  schools 
(Creighton  University  and  the  University  of 
Nebraska),  the  Veterans  Administration  Hos- 
pital, and  Ehrling  Bergquist  Regional  AFB 
Hospital.  This  relationship  was  instituted 
under  the  Creighton-Nebraska  Universities 
Health  Foundation  to  improve  undergraduate 
and  graduate  training,  establish  a dermatology 
residency  program,  and  provide  adequate 
patient  resources,  proper  research  facilities, 
and  a climate  for  academic  endeavors.  The 
clinical  staff  has  developed  tertiary  derma- 
tologic care  which  meets  the  clinical  needs  of 
referring  physicians  and  the  educational  needs 
of  our  students.  With  these  resources  and  the 
academic  expertise  of  the  faculty,  the  resi- 
dency program  produces  graduates  who  last 
year  qualified  in  the  top  30th  percentile  of  all 
dermatology  residents  in  the  United  States. 

Our  research  efforts  have  recently  dis- 
covered that  beta-carotene  photoprotects  In- 
dians who  have  Hereditary  Polymorphic  Light 
Eruption  (HPLE).  This  three-year  study  at  the 
Red  Lake  Reservation  revealed  that  the  high 
prevalence  of  pyoderma  and  subsequent  neph- 
ritis that  exists  in  American  Indians  is  related 
to  the  occurrence  of  HPLE.  With  the  Depart- 
ment of  Biochemistry  at  the  University  of 
Nebraska  Medical  Center  and  the  Swanson 
Center  for  Nutrition,  we  are  expanding  the 
project  to  the  Navaho  Reservation. 

We  have  invented  a unique  topical  sun- 
screen (DHA/lawsone)  which  is  applied  at 
bedtime  and  chemically  changes  the  keratin 
layer  of  the  skin  overnight  into  a soap-resistant 
ultraviolet  shield  for  photosensitive  patients  in 
whom  presently  available  sunscreens  fail,  or 
patients  who  are  prone  to  skin  cancer.  We  have 
a joint  research  program  with  the  Department 
of  Internal  Medicine  at  the  University  of 
Minnesota  to  identify  and  isolate  abnormal 
metabolities  in  patients  with  various  forms  of 
photosensitivity. 
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In  our  research  of  basic  carbohydrate 
metabolism,  we  have  developed  a single  one- 
step  enzymatic  technique  for  measuring  glyco- 
gen in  tissue  without  prior  isolation.  The  use 
of  this  research  technique  extends  to  fields 
other  than  dermatology. 

We  are  continuing  our  joint  international 
immunologic  research  with  colleagues  at 
Kyung  Hee  University  in  Seoul,  Korea  in 
immune  therapy  of  leprosy  patients.  In  1972, 
we  treated  four  leprosy  patients  with  a course 
of  white  cell  transfusions,  and  after  8 years 
none  of  these  patients  have  had  a relapse  of 
their  disease.  This  treatment  was  confirmed  in 
1975  in  India  and  just  recently  at  the 
Department  of  Dermatology  of  the  University 
of  Puerto  Rico.  Presently  we  are  developing 
the  use  of  specific  molecular  lymphokines  in 
the  treatment  of  leprosy. 

At  Creighton  University  we  are  investigating 
the  occurrence  of  systemic  cancer  in  patients 
with  genodermatoses.  With  the  Department 
of  Preventive  Medicine  and  other  departments, 
an  Institute  for  Familial  Cancer  Management 
and  Control  was  initiated  to  study  the  pedi- 
grees of  cancer  families  throughout  the  world. 
As  a result  of  our  effort  a new  cancer  syndrome 
was  described,  Familial  Atypical  Multiple 
Mole  Melanoma  (FAMMM).  Another  project 
has  identified  that  Torre’s  Syndrome  is  a 
genodermatosis  which  is  part  of  the  Cancer 
Family  Syndrome.  We  have  in  press  a book 
which  outlines  for  oncologists,  internists, 
pediatricians,  surgeons,  and  dermatologists,  50 
genodermatoses  which  are  associated  with 
systemic  cancer. 
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President's  Page 


I want  to  take  just  a few  minutes  of  your 
valuable  time  to  tell  you  about  the  “new  look” 
of  the  1982  Annual  Session  (Convention)  of 
the  Nebraska  Medical  Association.  The  Meet- 
ing this  year  will  be  April  30  - May  3:  that  will 
be  from  Friday  to  Monday.  This  is  one  change 
we  think  will  be  of  interest,  and  appealing  to 
both  members  and  their  spouses. 

House  and  Council  Meetings  will  be  on 
Friday  and  Sportsman’s  Day  on  Monday  as 
usual. 

This  year  will  see  involvement  of  many  of 
the  various  specialty  societies.  We  hope  this 
will  permit  you  to  participate  in  not  only  the 
scientific  sessions  of  your  particular  field,  but 
also  the  business  session. 

The  Meeting  this  year  will  be  in  the  new 
Marriott  Hotel,  which  is  opening  about  the  1st 
of  February,  at  the  junction  of  1-680  and 
Dodge  Street  (101st),  just  south  of  the 
Westroads  Shopping  Center.  We  believe  this 
new  location  will  be  of  interest  to  both 
husbands  and  wives. 

More  important,  I firmly  believe,  is  the 
increasing  “family”  relationship  of  Nebraska 
physicians  and  their  various  specialty  groups, 
and  the  “parent”  or  “umbrella”  organization, 
namely,  the  Nebraska  Medical  Association. 

As  times  are  changing,  and  rapidly  so,  it  is 
increasingly  important  that  we  work  together, 
and  stay  together  as  a strong  family  or  team,  in 
order  to  “field”  the  strongest  possible  organi- 
zation that  represents  Nebraska  medicine  — 
whether  it  be  with  city,  county,  state,  or  federal 
levels  of  government,  insurance  companies, 
health  planners,  or  whomever. 


Please  show  this  to  your  spouse,  mark  your 
calendar  and  plan  to  attend  this  new  and 
exciting  Annual  Session  of  the  Nebraska 
Medical  Association.  I am  sending  this  in- 
formation to  you  somewhat  early  in  order  that 
you  may  reserve  some  time  this  coming  spring. 
Subsequent  Journals  will  give  you  details  of 
the  programs,  registration  and  hotel  reserva- 
tion information. 

Looking  forward  to  seeing  you  in  the  spring, 
I remain  your  “California  Cousin”  with  a big 
“Hello!”  to  all  of  you. 

Carlyle  E.  Wilson,  Jr.,  M.D. 

President,  Nebraska  Medical  Association 
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News 

Colin  C.  Rorrie,  Jr.,  Ph.D.,  Named  Executive  Director 


Colin  C.  Rorrie,  Jr.,  Ph.D.,  has  been  named 
the  new  executive  director  of  the  American 
College  of  Emergency  Physicians.  Dr.  Rorrie 
was  selected  by  the  Board  of  Directors  on 
December  1,  1981,  and  will  assume  his  new 
position  at  ACEP  on  January  18,  1982, 
according  to  B.  Ken  Gray,  M.D.,  president  of 
the  College. 

Dr.  Rorrie  currently  serves  as  the  director  of 
the  Bureau  of  Health  Planning,  U.S.  Depart- 
ment of  Health  and  Human  Services.  He  was 
formerly  director  of  continuing  education  and 
instructor  in  hospital  administration  at  the 
Washington  University  School  of  Medicine, 
and  has  also  served  as  assistant  to  the 
executive  director  of  the  American  College  of 
Physicians.  Prior  to  that,  he  was  administrative 
assistant  to  the  administrator  at  Illinois 
Masonic  Medical  Center. 


In  Memoriam 

By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

William  J.  Gentry,  M.D.  — Born,  December 
31,  1903,  died  December  2,  1981.  University 
of  Nebraska  College  of  Medicine,  graduated 
1930.  NMA  and  AMA  member;  member  of 
the  American  Academy  of  General  Practice. 

Stanley  R.  Neil,  M.D.  — Born,  1918,  died 
November,  1981.  University  of  Nebraska 
College  of  Medicine,  graduated  1943.  Mem- 


Dr. Rorrie  is  a lecturer  on  the  faculty  of 
George  Washington  University  and  a member 
of  the  faculty  of  the  Washington  University 
School  of  Medicine  in  St.  Louis.  He  has 
published  over  20  articles  in  such  publications 
as  Hospital  Abstracts,  Public  Health  Reports, 
and  the  State  and  Local  Government  Review. 

After  receiving  his  B.A.  from  Beloit  College 
in  Wisconsin,  Dr.  Rorrie  obtained  his  M.A.  and 
Ph.D.  in  Hospital  and  Health  Administration 
from  the  University  of  Iowa. 

The  American  College  of  Emergency  Phy- 
sicians is  a medical  society  representing 
11,000  emergency  physicians  in  the  United 
States,  Canada  and  Puerto  Rico. 


ber  of  the  NMA,  American  Psychiatric 
Association,  Sioux  Psychiatric  Association; 
Awards  of  Recognition  since  1966. 

Max  M.  Raines,  M.D.  — Born  July  25,  1917, 
died  December  11,  1981.  University  of 
Nebraska  College  of  Medicine,  graduated 
1943.  Member  of  the  NMA,  AMA,  American 
College  of  Surgeons,  International  College  of 
Surgeons. 
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Coming  Meetings 


SCIENTIFIC/SKI  MEETING  - The  North- 
western Medical  Association  convenes  for 
its  35th  Annual  Meeting  at  Sun  Valley, 
Idaho,  from  February  8 to  12,  1982. 
Diabetes  and  related  vascular,  neurologic, 
eye,  and  ENT  problems,  ski-injury  preven- 
tion, and  high-altitude  physiology  will  be 
discussed  by  experts.  Approved  for  10  CME 
Category  I credits.  Registration  3 to  5 p.m., 
February  8,  Challenger  Inn,  Sun  Valley. 
Nonmembers  registration  $100.  For  infor- 
mation, write  to  Norman  Christensen,  M.D., 
Secretary,  2456  Buhne  Street,  Eureka, 
California  95501. 

EMERGENCY  MEDICINE  REVIEW  — 
Univ.  of  Nebraska  Medical  Center  (UNMC), 
February  8-13,  1982  (Also  September  13- 
18,  1982).  A one-week  course  for  physicians 
concerned  with  the  evaluation  and  treatment 
of  urgent  and  life-threatening  conditions. 
The  course  is  appropriate  for  primary  care 
physicians,  physicians  in  full-time  practice 
of  emergency  medicine,  and  physicians 
seeking  certification  in  emergency  medicine. 
In-depth  treatment  of  a variety  of  topics  is 
provided  as  well  as  daily  national  board  type 
test  sessions  which  indicate  areas  for  further 
study.  Fee:  $425.00  - Reservation  deposit  of 
$50.00  required;  balance  due  prior  to  the 
program. 

International  Academy  of  Pathology:  The 

Annual  Meeting  of  the  United  States-Canadian 
Division  of  the  International  Academy  of 
Pathology  will  be  held  at  the  Sheraton  Boston 
in  Boston,  Massachusetts  from  March  1 
through  March  5,  1982.  The  Maude  Abbott 
Lecture  entitled  “Soft  Tissue  Tumors  in  the 
19th  and  20th  Century”  will  be  delivered  by 
Dr.  Raffaele  Lattes  on  March  2. 

Scientific  Papers,  Poster  Sessions,  12 
Specialty  Conferences,  and  45  Short  Courses 
are  scheduled.  Two  Special  Courses  will  be 
offered  on  “Immunopathologic  Techniques  in 
Diagnostic  Pathology”  with  Dr.  Robert  Mc- 
Cluskey  as  Course  Director  and  “Electron 
Microscopy  in  Diagnostic  Pathology”  with  Dr. 
Benjamin  Trump  as  Course  Director.  The 
Long  Course  will  be  on  “Connective  Tissues 


and  Connective  Tissue  Diseases”  with  Drs. 
Bernard  M.  Wagner  and  Raul  Fleischmajer  as 
Course  Directors. 

Two  special  lectures  are  to  be  presented 
during  the  meeting.  On  March  1,  in  celebration 
of  Harvard’s  Bicentennial,  Drs.  Gustave 
Dammin  and  Arthur  Hertig  will  present  a 
session  on  “Contributions  of  Harvard  to 
Pathology.”  On  March  2,  Dr.  Baruj  Benacerraf, 
Nobel  Laureate,  will  speak  on  “The  Role  of 
MHC  Gene  Products  in  Immune  Regulation.” 

Information  may  be  obtained  from  Dr. 
Nathan  Kaufman,  Secretary-Treasurer,  United 
States-Canadian  Division  of  the  International 
Academy  of  Pathology,  1003  Chafee  Avenue, 
Augusta,  Georgia,  30904.  Telephone  (404) 
724-2973. 


THE  NORTHWESTERN  CENTER  FOR 
SPORTS  MEDICINE  is  pleased  to  announce 
that  we  will  once  again  sponsor  a Sports 
Medicine  Postgraduate  Course  in  Maui, 
Hawaii,  March  8-12,  1982.  The  course  has 
been  planned  to  coincide  with  the  Maui 
Marathon  and  will  carry  25  hours  of 
Category  I CME  credit.  For  further  informa- 
tion, interested  individuals  should  contact: 
Bates  Noble,  M.D.,  Course  Director,  North- 
western University  Center  for  Sports  Medi- 
cine, 303  East  Chicago  Avenue,  Chicago,  IL 
60611. 


CONFERENCE  ON  PERINATOLOGY  - 
March  10,  1982,  Holiday  Inn  Convention 
Center,  Omaha,  Nebraska.  This  one-day 
program  is  an  update  and  review  of  the  field 
of  perinatology.  Fee:  $50.00. 


3 1ST  ANNUAL  OBSTETRICS/GYNE- 

COLOGY CONFERENCE  — March  11-12, 
1982,  Holiday  Inn  Convention  Center, 
Omaha,  Nebraska.  This  year’s  program  will 
include  topics  on  infertility,  genetics,  in- 
fectious disease,  oncology  and  heart  disease 
in  the  pregnant  patient.  For  physicians  and 
nurses.  Fee:  $100.00. 
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RHEUMATOLOGY  — March  17,  1982,  Holi- 
day Inn,  Hastings,  Nebraska.  A three-hour 
afternoon  course  focusing  on  newer  tech- 
niques in  diagnosis  and  treatment  of  rheu- 
matic disease.  Fee:  $30.00. 

THE  NEBRASKA  CHAPTER  OF  THE 
AMERICAN  ACADEMY  OF  FAMILY 
PHYSICIANS  will  hold  their  34th  Annual 
Scientific  Assembly  as  follows:  March  19 
and  20,  1982,  Holiday  Inn  Central  - 3321  S. 
72nd  St.,  Omaha,  NE  68124.  For  further 
information  contact:  Phyllis  Hansen,  Execu- 
tive Secretary,  Nebraska  Academy  of  Family 
Physicians,  10840  Old  Mill  Road  - Suite  5, 
Old  Mill  Office  Park,  Omaha,  NE  68154. 
Phone:  (402)  333-5856. 

ADVANCED  TRAUMA  LIFE  SUPPORT 
Univ.  of  Nebraska  Medical  Center  (UNMC), 
March  19-20,  1982,  Omaha;  September  20- 
21,  1982,  Omaha.  The  ATLS  course  was 
first  developed  by  the  Committee  on  Trauma 
of  the  Nebraska  Chapter  of  the  American 
College  of  Surgeons.  Now  adopted  and  en- 
dorsed by  the  American  College,  the  program 
is  offered  nationally.  ATLS  consists  of 
lectures  and  discussions,  and  practical  skills 
stations  which  include  case  studies,  physical 
assessment,  splinting-spinal  immobilization, 
intubation,  anti-shock  garments,  IV  tech- 
niques, and  an  animal  laboratory  for  peri- 
toneal lavage,  pericardiocentesis,  chest 
trauma,  and  cricothroidotomy.  Registration 
is  limited  to  12  participants.  Fee:  $365.00. 

10TH  ANNUAL  FAMILY  PRACTICE  RE- 
VIEW — UNMC,  Mar.  22  - Apr.  2,  1982,  May 
10-21,  1982.  During  the  last  nine  years  the 
Family  Practice  Review  course  has  attracted 
participants  from  every  state  in  the  U.S.  and 
several  other  countries.  Participants  receive 
one  hundred  hours  of  coursework  plus 
experience  in  completing  tests.  The  self- 
tests  are  an  excellent  aid  in  preparation  for 
Board  certification  examinations  or  for 
identifying  areas  for  further  personal  study. 
The  presenting  faculty  review  the  questions 
after  the  examinations  to  clarify  points  and 
discuss  their  presentations.  During  the 
course  you  will  meet  over  seventy-five 
faculty  members  and  receive  extensive 
handout  materials.  FPR  is  deal  for  the 


physician  in  primary  care  practice  who 
desires  an  overview  of  the  entire  field.  A 
$100.00  deposit  is  required  to  reserve  a place 
in  the  course.  The  fee  balance  is  due  two 
weeks  prior  to  the  course  date.  Fee:  $725.00. 

Clinical  Cytopathology  for  Pathologists  — 
Postgraduate  Course 

The  Twenty-third  Postgrade  Institute  for 
Pathologists  in  Clinical  Cytopathology  is  to  be 
given  at  The  Johns  Hopkins  University  School 
of  Medicine  and  The  Johns  Hopkins  Hospital, 
Baltimore,  Maryland,  March  22  - April  2,  1982. 
The  full  two  week  program  is  designed  for 
pathologists  who  are  certified  (or  qualified)  by 
the  American  Board  of  Pathology  (PA),  or  its 
international  equivalent. 

It  will  provide  an  intensive  refresher  in  all 
aspects  of  the  field  of  Clinical  Cytopathology, 
with  time  devoted  to  newer  techniques,  special 
problems,  and  recent  applications.  Topics  will 
be  covered  in  lectures,  explored  in  small 
informal  conferences,  and  discussed  over  the 
microscope  with  the  Faculty.  Self-instructional 
material  will  be  available  to  augment  at 
individual  pace.  A loan  set  of  slides  with  text 
will  be  sent  to  each  participant  for  home-study 
during  February  and  March  before  the  In- 
stitute. Credit  hours  125  in  AMA  Category  1. 

Application  is  to  be  made  before  January  27, 
1982.  For  details,  write:  John  K.  Frost,  M.D., 
610  Pathology  Building,  The  Johns  Hopkins 
Hospital,  Baltimore,  Maryland  21205. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
- DR.  JOHN  S.  LATTA  CENTENNIAL 
LECTURESHIP  — March  24-25,  1982, 
UN  Medical  Center,  Omaha,  Nebraska; 
Speaker:  Renato  Dulbecco,  M.D.,  Salk 
Institute,  La  Jolla,  California. 

REGIONAL  MEETING,  NEBRASKA 
CHAPTER,  AMERICAN  COLLEGE  OF 
PHYSICIANS  IN  ASSOCIATION  WITH 
NEBRASKA  SOCIETY  OF  INTERNAL 
MEDICINE.  Hilton  Hotel,  Lincoln,  Nebras- 
ka, Friday,  Saturday  - March  26-27,  1982. 
Brochure  available  after  first  of  year.  Con- 
tact: Bowen  Taylor,  M.D.,  F.A.C.P.,  ACP 
Governor  for  Nebraska,  (402)  475-4511. 
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PHARMACOLOGY  OF  CARDIOLOGY  IN 
CHILDREN  — UNMC,  Apr.  14-16,  1982.  A 
comprehensive  program  for  pediatric  cardi- 
ologists; topics  and  fee  to  be  announced. 

UNIVERSITY  OF  NEBRASKA  - ALPHA 
OMEGA  ALPHA,  ALPHA  CHAPTER  - 
April  15,  1982,  UN  Medical  Center,  Omaha, 
Nebraska;  Speaker:  Merlin  K.  DuVal,  M.D., 
National  Center  for  Health  Education,  San 
Francisco,  California.  Convocation  at  12:00 
noon.  AOA  Banquet  at  6:30  p.m.,  Omaha 
Marriott  Hotel,  Omaha,  Nebraska. 

ADVANCED  CARDIAC  LIFE  SUPPORT  - 

Certification  Courses:  April  20-21,  1982. 
Recertification  Courses:  February  3,  1982, 
May  26,  1982.  Completion  of  this  course 
results  in  American  Heart  Association  cer- 
tification as  an  ACLS  Provider.  The  course 
consists  of  lectures  and  discussion,  and 
instruction  and  practice  at  the  eight  skills 
stations.  Participants  must  successfully 
complete  a written  examination  and  a skills 
test  at  each  station.  The  recertification 
course  does  not  include  the  lectures 
(individual  topics  may  be  reviewed  on  video- 
tape) but  includes  instruction  and  practice 
at  the  practical  skills  stations.  Participants 
in  the  recertification  courses  must  hold  a 
current  ACLS  certification.  Fees:  Certifica- 
tion Courses:  $125.00.  Recertification 

Courses:  $30.00.  UNMC. 

ADVANCED  CARDIAC  LIFE  SUPPORT  - 
April  20-21,  1982.  A repeat  of  the  American 
Heart  Association-approved  course  for  initial 
certification  in  the  delivery  of  emergency 
cardiac  care.  Fee:  $125.00.  UNMC. 


DIABETES  ’82  — April  29-30,  1982,  Holling 
Center  of  Immanuel  Hospital,  Omaha,  Ne- 
braska. This  two-day  course  for  physicians 
will  address  several  complicated  medical 
management  problems  in  the  diabetic  pa- 
tient. Particular  emphasis  areas  include: 
Cardiopthoies,  Renal  Failure,  Transplants, 
Mechanical  Devices,  and  Pregnancy.  Fee: 
$100.00. 

NEBRASKA  MEDICAL  ASSOCIATION  - 
Annual  Session,  April  30  - May  3,  1982, 
Omaha  Marriott,  Omaha,  Nebraska. 


OBSTETRICS  — May  10-21,  1982,  Holiday 
Inn,  Hastings,  Nebraska.  A three-hour  after- 
noon course  with  topics  such  as  intrauterine 
growth  retardation,  premature  rupture  of 
membranes,  and  diabetes  in  pregnancy.  Fee: 
$30.00.  UNMC 

ADVANCED  CARDIAC  LIFE  SUPPORT 
RECERTIFICATION  — May  26,  1982.  An 
opportunity  for  the  practicing  health  pro- 
fessional to  renew  the  ACLS  certification. 
Does  not  include  lectures  but  requires 
completion  of  the  written  examination  and 
practical  skills  stations.  Fee:  $30.00.  UNMC. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Meeting,  June  13-17,  1982,  Chicago, 
Illinois. 


NEBRASKA  MEDICAL  ASSOCIATION  - 
1982  Fall  Session  — September  9-11, 
1982. 
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Arthur  P.  Dowell,  M.D. 

130  North  6th 
Loup  City,  NE  68853 


Steven  G.  Brestin,  M.D. 
123  West  31st  Street 
Kearney,  NE  68847 

Patrick  L.  Sitorius,  M.D. 
Cozad,  NE  69130 


Randall  D.  Jensen,  M.D. 
Cozad,  NE  69130 


WashingtoN otes 


(Continued  from  page  18A) 

development  of  the  Coalitions  for  Health  Care, 
in  which  local  delivery  systems  are  being 
analyzed  by  doctors,  insurors,  business  and 
labor  leaders  and  other  concerned  groups  for 
effective  cost  containment  practices.”  Sam- 
mons also  noted  that  such  coalitions  create  a 
strong  base  for  implementation  of  existing  cost 
reduction  efforts. 

“The  AMA  has  and  will  continue  to  take  an 
active  role  to  assure  the  delivery  of  high 
quality  medical  care,”  Dr.  Sammons  con- 
cluded. “We  are  also  pledged  to  seek  means  to 
see  that  this  care  is  delivered  in  the  most  cost 
effective  manner.” 

* * * 

The  Social  Security  Administration  has 
launched  a sweeping  review  of  the  4 million 
people  receiving  disability  benefits.  As  many 
as  150,000  people  may  be  dropped  from  the 
program  this  fiscal  year.  Social  Security  has 
alerted  physicians  to  expect  “a  substantial 
increase  in  requests  for  medical  reports.” 

The  increase  in  requests  for  special  con- 
sultative examinations  “will  be  even  more 
substantial  because  the  majority  of  the  bene- 
ficiaries will  not  have  seen  their  own  physician 
recently,”  Social  Security  said. 


Additional  physician  consultants  will  be 
recruited  by  the  State  Disability  Determina- 
tion Services  to  handle  the  increased  periodic 
review  workload.  More  physicians  to  handle 
the  consultative  exams  will  be  needed. 

The  crackdown  results  from  a 1980  Con- 
gressional law  requiring  Social  Security  start- 
ing this  January  to  review  nearly  every 
disabled  case  at  least  once  every  three  years. 
The  basic  purpose  is  to  determine  whether  the 
beneficiary  is  currently  unable  to  work. 

Noting  that  beneficiaries  may  express  con- 
cern to  their  physicians  about  the  reviews, 
Social  Security  urged  physicians  to  point  out 
to  their  patients  that  they,  the  physicians,  do 
not  give  an  opinion  or  participate  in  the 
decision  on  whether  the  patients  are  disabled. 
These  decisions  are  made  only  by  the  State 
Disability  offices. 

“Over  the  past  few  years,  Social  Security 
disability  benefits  came  to  be  regarded  by 
some  beneficiaries  as  a permanent,  lifetime 
entitlement  — that  benefits  would  continue 
until  they  retired,  died  or  chose  to  go  back  to 
work,”  said  Social  Security.  “So  there  is  going 
to  be  a lot  of  unhappiness  and  confusion  for 
the  next  two  to  three  years  as  disability 
benefits  are  terminated  for  thousands  of 
Americans.” 
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Emphasized  the  federal  agency:  “Social 
Security  disability  benefits,  in  most  cases, 
are  intended  as  a temporary  help  until  people 
can  overcome  their  impairment  and  return  to 
work."  The  benefits  in  the  future  will  be  used 
“only  for  those  who  are  really  unable  to  work 
because  of  a medically  determinable  disability 
— as  the  law  intends.” 

The  review  of  more  than  500,000  claims  this 
fiscal  year  has  important  implications  for 
physicians,  Social  Security  said,  listing  them 
as: 

*The  beneficiary’s  treating  physician  will  be 
asked  to  furnish  an  updated  report  showing 
the  patient’s  current  condition. 

*Where  information  from  the  treating  sources 
is  insufficient  to  make  a new  determination  of 
disability,  a consultative  examination  will  be 
arranged  to  get  the  needed  data. 

*Some  patients  are  going  to  be  upset  about 
having  to,  in  effect,  reestablish  their  entitle- 
ment to  disability  benefits. 

*In  addition  to  state  offices,  Social  Security’s 
regional  offices  and  headquarters  will  be 
looking  for  additional  medical  consultants. 
The  agency  estimates  it  will  be  spending 
almost  $240  million  next  fiscal  year  on  pay- 
ments for  medical  evidence  of  record  and 
consultant  examinations,  compared  with 
$138  million  last  fiscal  year  and  $190  million 
in  the  current  fiscal  year.  More  than  800,000 
cases  are  slated  for  review  in  the  fiscal  year 
that  starts  next  October. 

Social  Security  issued  some  tips  for  phy- 
sicians with  disabled  patients: 

*Patients  may  call  soon  after  receiving  notice 
their  claims  are  to  be  reviewed.  If  the  physi- 
cians have  been  seeing  the  patients  regularly 
and  have  complete  information  about  the 
impairments,  they  should  advise  the  patients 
they  will  send  in  the  medical  reports  promptly. 
The  patients  should  be  reminded  that  the 
physicians  do  not  make  the  disability  deter- 
mination. 

*If  patients  have  not  been  seen  recently, 
physicians  may  suggest  a prompt,  thorough 
examination. 

*Patients  may  call  physicians  after  notification 
they  are  not  disabled  within  the  meaning  of 
the  law.  If  physicians  have  already  submitted 


a recent  medical  report,  they  should  note  that 
they  had  no  part  in  the  finding.  But  if  a 
medical  report  for  the  review  was  not 
submitted,  and  the  patient  wishes  a report, 
the  physicians  may  want  to  conduct  a special 
examination,  since  such  beneficiaries  have  10 
days  to  submit  information  for  the  govern- 
ment to  reconsider  its  decisions. 

* * * 

Congress  has  approved  an  extra  four  per- 
cent cut  in  most  health  programs  as  part  of  the 
stop-gap  government  spending  bill  meeting 
President  Reagan’s  request  for  an  additional 
$4  billion  reduction  in  funding  levels. 

Passage  of  the  measure  by  House  and 
Senate  shortly  before  adjournment  was  a 
victory  for  the  Administration.  President  Rea- 
gan last  September  had  called  for  new 
spending  slashes.  Last  month  he  vetoed  a 
continuing  spending  resolution  that  fell  short 
of  the  President’s  budget  goals. 

The  $413  billion  continuing  resolution 
adopted  by  Congress  runs  through  the  end  of 
March,  but  the  lawmakers  are  likely  next  year 
to  extend  the  resolution  through  the  end  of  the 
current  fiscal  year,  Oct.  1. 

The  budget  situation  for  health  programs  at 
the  moment  is  confused,  but  the  measure 
basically  calls  for  spending  at  a rate  which  is 
the  lower  of  the  House-passed  Health  and 
Human  Services  (HHS)  Department  appropri- 
ations bill  or  the  Senate  Appropriations  Com- 
mittee bill,  along  with  an  overall  four  percent 
reduction. 

Medicare  and  Medicaid  were  not  subject  to 
the  cut. 

Congress  added  some  funds  for  health 
programs,  including  $16.5  million  for  the 
maternal  and  child  health  block  grant  and  $24 
million  for  community  health  centers. 

* * * 

The  White  House  Conference  on  Aging’s 
2,000  delegates  approved  some  600  recom- 
mendations including  a “continuation  of  the 
search  for  a National  Health  Care  Security 
plan.” 

(Continued  on  page  23A) 
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Was  king  toNotes 

Adopting  on  a single  vote  the  reports  of  14 
separate  committees,  the  Conference  went  on 
record  against  many  of  the  budget-cutting 
goals  of  the  Reagan  Administration.  The  main 
subject  of  debate  throughout  the  three-day 
session  was  Social  Security.  One  committee 
suggested  using  general  revenues  to  bolster 
the  Social  Security  fund;  another  opposed  it. 
But  all  of  the  proposals  argued  against  any 
decrease  in  benefits. 

The  Health  section  of  the  Conference  called 
for  a program  that  would  cover  long-term  home 
health  care  for  older  people  who  aren’t  entirely 
self-sufficient  but  don’t  require  hospitalization. 

A prospective  payment  system  should  be  set 
up  for  Medicare  and  Medicaid  under  which 
hospitals  and  physicians  receive  advance 
payment  and  reimbursement  would  be  limited, 
a report  recommended. 
rTxMvj 

* * * 

President  Reagan  named  a 44-member  task 
force  to  stimulate  private  sector  leadership  to 
address  community  needs.  The  President  told 
the  task  force  that  while  the  government  can 
provide  incentives  for  voluntarism  to  flourish, 
the  task  force  must  find  and  identify  oppor- 
tunities for  action.  Heading  the  group  is  C. 
William  Verity,  Chairman  of  Armco,  Inc. 
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American  Lung  Association  of  Nebraska 
7363  Pacific,  Suite  212 
Omaha,  Nebraska  68114 
Phone:  (402)  393-2222 

Provided  by  publisher  as  a public  service. 
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Medicare  and  Medicaid  should  cover  home 
health  care  and  services,  according  to  one 
recommendation. 

Federal  subsidies  for  tobacco,  alcohol,  pes- 
ticides and  harmful  food  additives  should  be 
dropped,  the  report  said. 

Medicare  expansions  that  were  proposed 
included  outpatient  drugs,  dental  care,  eye 
examinations,  and  hearing  aids.  Expanded 
mental  health  benefits  were  also  endorsed. 
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AS  A GOING  BUSINESS?  For  more  information 
on  valuing  or  selling  your  practice,  call  FirstCare, 
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EXPERIENCED  PHYSICIAN  ASSISTANT 
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Assistant  SURGICAL  RESIDENCY  in  Connecti- 
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PRACTICE  OPPORTUNITIES  — Health  Re- 
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merle,  Health  Resources,  Ltd.,  River  Road  Pro- 
fessional Bldg.,  Box  12220,  Kansas  City,  MO 
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Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella-Entero- 
bacter,  Proteus  mirabilis,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended  that 
initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  infection 
is  due  to  ampicillin-resistant  Haemophilus  influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  is  not  indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician  s 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  tiexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  ot  age  who  were 
immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term: 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus:  infants  less  than  2 months  of  age. 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  |aundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended,  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General:  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma.  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function.  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin,  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy : Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim  Blood  dyscrasias : Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L E.  phenomenon.  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults.  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b.i.d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis. 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 
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in  shigellosis... 


faster  relief  of 
diarrhea  than  with 
ampicillin2 


Bactrim 

succeeds 

in  recurrent  urinary 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue' . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations'... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae12  with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH.  Swartz  MN:  N Engl  J Med  303: 426-432,  Aug  21.  1980.  2.  Data  on  file, 
Medical  Department,  Hoffmann-La  Roche  Inc. 
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U KNOW  ITS  REALLY 
X1ETY  SYMPTOMS 

presenting  symptoms:  palpitations,  chest  pain, 

)nic  exhaustion  and  occasional  difficulties  in  breathing. 
Good  reason  for  concern.  A complete  workup  uncovers  no 
organic  dysfunction,  but  it  does  reveal  excessively  high 
evels  of  anxiety  and  apprehension. 

For  rapid  relief  you  prescribe 
Valium  (diazepam/Roche) 

At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 

Valium 

dlazepam/Roche 


uct  information  on  the  following  page 


VALIUM'  (diazepam/Roche) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  ot  which  follows: 
Indications:  Management  ot  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad- 
lunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use.  that  is.  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  ad|unctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use.  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz- 
epines can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical'significance 
of  this  is  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion. changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  laundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d.  to  q i d ; alcoholism,  10  mg  t i d.  or  q i d.  in 
first  24  hours,  then  5 mg  t i d or  q i d as  needed, 
adjunctively  in  skeletal  muscle  spasm.  2 to  10  mg  t i d 
or  q i d . adjunctively  in  convulsive  disorders,  2 to  10  mg 
bid  to  q i d.  Geriatric  or  debilitated  patients:  2 to  2’/2 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children:  1 to  2>/2  mg  t.i  d. 
or  q i d initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration,  Valium  scored 
tablets — 2 mg.  white;  5 mg.  yellow;  10  mg,  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50, 
available  in  trays  of  10  * Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  10 1 

♦Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

tSupplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the 
following  address:  Alan  D.  Forker,  M.D.,  5505  Ellendale  Road,  Lincoln, 
Nebraska  68510.  The  manuscript  should  be  typewritten,  double-spaced,  on 
8V4  x 1 1 in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in 
the  right  upper  comer  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher's  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate  sheets 
of  8V4  x 1 1 in.  paper.  Each  Table  should  have  a title.  Illustrations  should  be 
prepared  professionally  and  submitted  as  high-quality,  glossy,  unmounted 
black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send  original 
artwork.  Each  illustration  should  be  consecutively  numbered  and  cited  in 
the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 
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Summer  Cruise/Conferencesl 
on  Legal -Medical 
Issues 


APPROVED  FOR 
24  CME  CREDITS 
CATEGORY  I 

By  the  Suffolk  Academy 
of  Medicine 


Both  the  Caribbean  and  Mediterranean  Conferences  were 
scheduled  prior  to  1 2/1 3/80  and  conform  to  IRS  tax 
deductibility  requirements  under  Sec.  602  of  the  Tax 
Reform  Act,  Public  Law  94-445  effective  1/1/77. 

Caribbean  Conference:  July  28  — August  7,  1982 
aboard  TSS  FAIRWIND.  Visit  St.  Thomas,  Antigua, 
Martinique,  St.  Maarten,  St.  Croix.  (Children's 
counselors  on  board) 

Mediterranean  Conference:  August  21  — September  4, 
1982  aboard  MTS  DANAE.  Visit  major  cities  in  Italy, 
Greece,  Egypt,  Israel,  Turkey,  Yugoslavia. 

• Seminars  directed  by  Irwin  N.  Perr,  M.D.,  J.D., 
Professor,  Rutgers  Medical  School 

• Excellent  Fly/Cruise  group  fares. 

The  number  of  participants  in  each  conference  is  limited. 
Early  registration  is  advised. 


For  color  brochure 
and  additional 
information  contact: 


International  Conferences 
189  Lodge  Ave. 

Huntington  Station,  N.Y.  1 1746 
Phone  (516)  549-0869 


WashingtoNotes 

THE  MONTH  IN  WASHINGTON 

The  Medicaid  program  would  be  federalized 
and  responsibility  for  some  $47  billion  worth 
of  now  federal  programs  would  be  shifted  to 
the  states  in  a dramatic  proposal  for  govern- 
mental realignment  called  for  by  President 
Reagan  in  his  State  of  the  Union  address. 

The  President  said  that  starting  in  fiscal 
1984  ( a year  from  next  October),  the  federal 
government  “will  assume  full  responsibility  for 
the  cost  of  the  rapidly  growing  Medicaid 
program  to  go  along  with  its  existing  responsi- 
bilities for  Medicare.” 

At  the  same  time,  the  President  advanced  a 
“bold,  innovative  program”  of  returning  some 
$47  billion  of  federal  programs  to  states  and 
lcoalities  over  a 10-year  period. 

“As  part  of  a financially  equal  swap,  the 
states  will  simultaneously  take  full  responsi- 
bility for  such  programs  as  Aid  to  Families 
with  Dependent  Children  (AFDC)  and  food 
stamps.  This  will  make  welfare  less  costly  and 
more  responsive  to  genuine  need  because  it 
will  be  designed  and  administered  closer  to  the 
grass  roots  and  the  people  it  serves.” 


Complete  details  of  the  program  shifts  won’t 
be  known  for  a while.  But  it  is  known  that  the 
following  health  related  programs  will  be 
turned  over  to  state  jurisdiction: 

Child  Nutrition 
Child  Welfare 
Child  Abuse 

Social  Services  Block  Grant 
Prevention  Block  Grant 
Alcohol,  Drug  Abuse  & Mental  Health  Block 
Grant 

Primary  Care  Block  Grant 

Maternal  & Child  Health  Block  Grant 

Primary  Care  Research  & Development 

Black  Lung  Clinics 

Migrant  Health  Clinics 

Family  Planning 

Women,  Infants  & Children  (WIC) 

Other  programs  that  apparently  would  re- 
vert to  the  states  include  school  lunch  pro- 
(Continued  on  page  13A) 
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The  symptoms  are  common.  Missing  receipts. 
Overdue  invoices.  Neglected  insurance  forms.  And, 
worst  of  all , a lot  of  precious  time  spent  on  paperwork 
that  could  otherwise  be  devoted  to  patient  care . 

The  cure:  A Commodore  desktop  computer.  In- 
cluding disk  drive,  letter  quality  printer,  and  complete 
medical  accounting  and  word  processing  systems. 

For  a modest  investment,  you  get  all  the  features  of  a 
sophisticated  and  versatile  business  computer  that  can 
do  virtually  all  your  paperwork  in  a fraction  of  the 
time  it  takes  you  now. 

Commodore’s  Medical  Accounting  System 

(MAS)1,  for  example,  can  provide  you  with  a fast, 
flexible  accounting  and  bookkeeping  system  that’s  as 
easy  to  use  as  it  is  cost  effective.  Automating  your 
receivables,  invoicing,  aging  of  payables,  and  re- 
venue analyses.  MAS  can  also  generate  end-of-the- 
month  “Superbills”  as  well  as  standard  insurance  and 
Medicare  forms.  And  it  gives  you  a thorough  over- 
view of  your  office  activities  through  a series  of 
reports  ranging  from  diagnostics  to  referrals. 

And  with  our  word  processing  programs,  your 
Commodore  computer  is  versatile  enough  to  be  used 
whenever  you'd  normally  use  a typewriter.  For 
memos.  Reports.  Correspondence.  Proposals.  In 
seconds,  you  can  delete,  insert,  rearrange  para- 
graphs, even  revise  as  many  times  as  necessary.  With 
no  time  wasted  typing  multiple  drafts. 

If  all  that  time  saved  on  paperwork  is  used  to  take 
on  additional  patients,  just  think  how  quickly  your 
Commodore  computer  will  pay  for  itself,  many 
times  over. 

Your  Commodore  computer  can  be  expanded  to 

meet  the  needs  of  a growing  office.  And  Commodore 
dealers  throughout  the  country  offer  prompt  local 
service.  Visit  your  Commodore  dealer  for  a hands-on 
demonstration  of  the  Commodore  computer  that  does 
so  much,  so  easily,  at  such  a low  cost. 

1 Medical  Accounting  System  was  created  by  Cimarron  Corp 


“MEDICAL  ACCOUNTING  PLUS 
WORD  PROCESSING  FOR  UNDER 
$6,500.  FROM  COMMODORE.” 

—WILLIAM  SHATNER 


CBN! 


Address 


lommodore  Computer  Systems  me 

681  Moore  Road,  King  of  Prussia,  PA  19406 

□ Please  send  me  more  information  on  the  MAS  System . 
Name 


commodore 

COMPUTER 


Plan  to  Attend  The 

Nebraska  Medical  Association  1982  Annual  Session 


Friday,  April  30 

Nebraska  Chapter,  American  Academy 
of  Family  Physicians 
Nebraska  Perinatal  Organization 
Board  of  Councilors 
House  of  Delegates 
Nebraska  Chapter,  American  College 
of  Emergency  Physicians 
Nebraska  Radiological  Society 
Missouri  Valley  Dermatologic  Society 

Saturday,  May  1 

Nebraska  Thoracic  Society 
Nebraska  Chapter,  American  College 
of  Surgeons 

Nebraska  Academy  of  Otolaryngology 
Nebraska  Society  of  Internal  Medicine 
Nebraska  Chapter,  American  Academy  of 
Pediatrics  and  the  Nebraska  Pediatric 
Society 

Nebraska  Academy  of  Opthalmology 
Nebraska  Psychiatric  Society 
Nebraska  Association  of  Pathologists 
University  of  Nebraska  College  of 
Medicine  Alumni  Association 
Business  Meeting 
Fun  Night 


Sunday,  May  2 

Medicine  and  Religion  Breakfast 
House  of  Delegates  (2  Sessions) 
Symposium  on  Athletic  Medicine 
Nebraska  Affiliate,  American  Heart 
Association 

Nebraska  Academy  of  Neurologists  and 
Neurosurgeons 

Nebraska  Association  of  Nuclear 
Physicians 

President’s  Reception 
Inaugural  Banquet 


Monday,  May  3 

Past  President’s  Breakfast 
University  of  Nebraska  Preceptor 
Breakfast 

“Physician  Vulnerability  — A Symposium” 
Sportsman’s  Day 

APRIL  30  thru  MAY  3 


Omaha  Marriott  Hotel 
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Pfizer  Laboratories 
Announces 

THE  FIRST  ORAL 
CALCIUM  CHANNEL 
BLOCKER 
FOR  THE 

MANAGEMENT  OF 
ANGINA  PECTORIS 


NEW 

PROCARDIA 


INIFECXPINE) 


P lease  see  PROCARDIA*  prescribing  information  on  next  page 


PROCARDIA-  CAPSULES  For  Oral  Use 

nifedipine 

DESCRIPTION:  PROCARDIA  (nl(edipine)  is  an  antianginal  drug  belonging  to  a new  class  of 
pharmacological  agents,  the  calcium  channel  blockers.  Nifedipine  is  3,5-pyridinedicarboxylic 
acid,  1,4-dihydro-2,6-dimethyl-4-(2-nitrophenyl)-,  dimethyl  ester,  Ci7H,bN206.  and  has  the  struc- 
tural formula: 


H 


Nifedipine  is  a yellow  crystalline  substance,  practically  insoluble  in  water  but  soluble  in  ethanol. 
It  has  a molecular  weight  of  346.3.  PROCARDIA  CAPSULES  are  formulated  as  soft  gelatin  cap- 
sules for  oral  administration  each  containing  10  mg  nifedipine. 

CLINICAL  PHARMACOLOGY:  PROCARDIA  (nifedipine)  is  a calcium  ion  influx  inhibitor  (slow 
channel  blocker  or  calcium  ion  antagonist)  and  inhibits  the  transmembrane  influx  of  calcium  ions 
into  cardiac  muscle  and  smooth  muscle.  The  contractile  processes  of  cardiac  muscle  and  vascu- 
lar smooth  muscle  are  dependent  upon  the  movement  of  extracellular  calcium  ions  into  these 
cells  through  specific  ion  channels.  PROCARDIA  selectively  inhibits  calcium  ion  influx  across  the 
cell  membrane  of  cardiac  muscle  and  vascular  smooth  muscle  without  changing  serum  calcium 
concentrations. 

Mechanism  of  Action:  The  precise  means  by  which  this  inhibition  relieves  angina  has  not 
been  fully  determined,  but  includes  at  least  the  following  two  mechanisms: 

1)  Relaxation  and  prevention  of  coronary  artery  spasm:  PROCARDIA  dilates  the  main  cor- 
onary arteries  and  coronary  arterioles,  both  in  normal  and  ischemic  regions,  and  is  a potent  inhib- 
itor of  coronary  artery  spasm,  whether  spontaneous  or  ergonovine-induced.  This  property 
increases  myocardial  oxygen  delivery  in  patients  with  coronary  artery  spasm,  and  is  responsible 
for  the  effectiveness  of  PROCARDIA  in  vasospastic  (Prinzmetal  s or  variant)  angina.  Whether  this 
effect  plays  any  role  in  classical  angina  is  not  clear,  but  studies  of  exercise  tolerance  have  not 
shown  an  increase  in  the  maximum  exercise  rate-pressure  product,  a widely  accepted  measure 
of  oxygen  utilization.  This  suggests  that,  in  general,  relief  of  spasm  or  dilation  of  coronary  arteries 
is  not  an  important  factor  in  classical  angina. 

2)  Reduction  of  oxygen  utilization:  PROCARDIA  regularly  reduces  arterial  pressure  at  rest 
and  at  a given  level  of  exercise  by  dilating  peripheral  arterioles  and  reducing  the  total  peripheral 
resistance  (afterload)  against  which  the  heart  works.  This  unloading  of  the  heart  reduces  myocar- 
dial energy  consumption  and  oxygen  requirements  and  probably  accounts  for  the  effectiveness  of 
PROCARDIA  in  chronic  stable  angina. 

Pharmacokinetics  and  Metabolism:  PROCARDIA  is  rapidly  and  fully  absorbed  after  oral 
administration.  The  drug  is  detectable  in  serum  10  minutes  after  oral  administration,  and  peak 
blood  levels  occur  in  approximately  30  minutes.  It  is  highly  bound  by  serum  proteins. 
PROCARDIA  is  extensively  converted  to  inactive  metabolites  and  approximately  80%  of 
PROCARDIA  and  metabolites  are  eliminated  via  the  kidneys.  The  half-life  of  nifedipine  in  plasma 
is  approximately  two  hours.  There  is  no  information  on  the  effects  of  renal  or  hepatic  impairment 
on  excretion  or  metabolism  of  PROCARDIA. 

Hemodynamics:  Like  other  slow  channel  blockers,  PROCARDIA  exerts  a negative  inotropic 
effect  on  isolated  myocardial  tissue.  This  is  rarely,  if  ever,  seen  in  intact  animals  or  man,  probably 
because  of  reflex  responses  to  its  vasodilating  effects.  In  man,  PROCARDIA  causes  decreased 
peripheral  vascular  resistance  and  a fall  in  systolic  and  diastolic  pressure,  usually  modest  (5-10 
mm  Hg  systolic),  but  sometimes  larger.  There  is  usually  a small  increase  in  heart  rate,  a reflex  re- 
sponse to  vasodilation.  Measurements  of  cardiac  function  in  patients  with  normal  ventricular  func- 
tion have  generally  found  a small  increase  in  cardiac  index  without  major  effects  on  ejection 
fraction,  left  ventricular  end  diastolic  pressure  (LVEDP)  or  volume  (LVEDV).  In  patients  with  im- 
paired ventricular  function,  most  acute  studies  have  shown  some  increase  in  ejection  fraction  and 
reduction  in  left  ventricular  filling  pressure. 

Electrophysiologic  Effects:  Although,  like  other  members  of  its  class.  PROCARDIA  de- 
creases sinoatrial  node  function  and  atrioventricular  conduction  in  isolated  myocardial  prepara- 
tions, such  effects  have  not  been  seen  in  studies  in  intact  animals  or  in  man.  In  formal 
electrophysiologic  studies,  predominantly  in  patients  with  normal  conduction  systems, 
PROCARDIA  has  had  no  tendency  to  prolong  atrioventricular  conduction,  prolong  sinus  node  re- 
covery time,  or  slow  sinus  rate 

INDICATIONS  AND  USAGE:  I.  Vasospastic  Angina:  PROCARDIA  (nifedipine)  is  indicated  for 
the  management  of  vasospastic  angina  confirmed  by  any  of  the  following  criteria:  1 ) classical  pat- 
tern of  angina  at  rest  accompanied  by  ST  segment  elevation.  2)  angina  or  coronary  artery  spasm 
provoked  by  ergonovine,  or  3)  angiographically  demonstrated  coronary  artery  spasm.  In  those 
patients  who  have  had  angiography,  the  presence  of  significant  fixed  obstructive  disease  is  not  in- 
compatible with  the  diagnosis  of  vasospastic  angina,  provided  that  the  above  criteria  are  satisfied. 
PROCARDIA  may  also  be  used  where  the  clinical  presentation  suggests  a possible  vasospastic 
component  but  where  vasospasm  has  not  been  confirmed,  e g , where  pain  has  a variable  thresh- 
old on  exertion  or  in  unstable  angina  where  electrocardiographic  findings  are  compatible  with  in- 
termittent vasospasm,  or  when  angina  is  refractory  to  nitrates  and  or  adequate  doses  of  beta 
blockers. 

II.  Chronic  Stable  Angina  (Classical  Effort-Associated  Angina):  PROCARDIA  is  indicated 
for  the  management  of  chronic  stable  angina  (effort-associated  angina)  without  evidence  of  va- 
sospasm in  patients  who  remain  symptomatic  despite  adequate  doses  of  beta  blockers  and  or  or- 
ganic nitrates  or  who  cannot  tolerate  those  agents. 

In  chronic  stable  angina  (effort-associated  angina)  PROCARDIA  has  been  effective  in  con- 
trolled trials  of  up  to  eight  weeks  duration  in  reducing  angina  frequency  and  increasing  exercise 
tolerance,  but  confirmation  of  sustained  effectiveness  and  evaluation  of  long-term  safety  in  these 
patients  are  incomplete. 

Controlled  studies  in  small  numbers  of  patients  suggest  concomitant  use  of  PROCARDIA  and 
beta-blocking  agents  may  be  beneficial  in  patients  with  chronic  stable  angina,  but  available  infor- 
mation is  not  sufficient  to  predict  with  confidence  the  effects  of  concurrent  treatment,  especially  in 
patients  with  compromised  left  ventricular  function  or  cardiac  conduction  abnormalities.  When  in- 
troducing such  concomitant  therapy,  care  must  be  taken  to  monitor  blood  pressure  closely  since 
severe  hypotension  can  occur  from  the  combined  effects  of  the  drugs.  (See  Warnings.) 
CONTRAINDICATIONS:  Known  hypersensitivity  reaction  to  PROCARDIA 
WARNINGS:  Excessive  Hypotension:  Although  m most  patients,  the  hypotensive  effect  of 
PROCARDIA  is  modest  and  well  tolerated,  occasional  patients  have  had  excessive  and  poorly 
tolerated  hypotension.  These  responses  have  usually  occurred  during  initial  titration  or  at  the  time 
of  subsequent  upward  dosage  adjustment,  and  may  be  more  likely  in  patients  on  concomitant 
beta  blockers. 

Increased  Angina  Beta  Blocker  Withdrawal:  Occasional  patients  have  developed  well  doc- 
umented increased  frequency,  duration  or  severity  of  angina  on  starting  PROCARDIA  or  at  the 
time  of  dosage  increases.  The  mechanism  of  this  response  is  not  established  but  could  result 
from  decreased  coronary  perfusion  associated  with  decreased  diastolic  pressure  with  increased 
heart  rate,  or  from  increased  demand  resulting  from  increased  heart  rate  alone. 

Patients  recently  withdrawn  from  beta  blockers  may  develop  a withdrawal  syndrome  with  in- 
creased angina,  probably  related  to  increased  sensitivity  to  catecholamines.  Initiation  of 
PROCARDIA  treatment  will  not  prevent  this  occurrence  and  might  be  expected  to  exacerbate  it 
by  provoking  reflex  catecholamine  release.  There  have  been  occasional  reports  of  increased  an- 
gina in  a setting  of  beta  blocker  withdrawal  and  PROCARDIA  initiation.  It  is  important  to  taper  beta 
blockers  if  possible,  rather  than  stopping  them  abruptly  before  beginning  PROCARDIA. 

Congestive  Heart  Failure:  Rarely,  patients  usually  receiving  a beta  blocker  have  developed 
heart  failure  after  beginning  PROCARDIA.  Patients  with  tight  aortic  stenosis  may  be  at  greater 
risk  for  such  an  event,  as  the  unloading  effect  of  PROCARDIA  would  be  expected  to  be  of  less 
benefit  to  these  patients,  owing  to  their  fixed  impedance  to  flow  across  the  aortic  valve 
PRECAUTIONS:  General:  Hypotension:  Because  PROCARDIA  decreases  peripheral  vascular 
resistance,  careful  monitoring  of  blood  pressure  during  the  initial  administration  and  titration  of 
PROCARDIA  is  suggested-  Close  observation  is  especially  recommended  for  patients  already 
taking  medications  that  are  known  to  lower  blood  pressure.  See  Warnings. 

Peripheral  edema:  Mild  to  moderate  peripheral  edema,  typically  associated  with  arterial  vaso- 
dilation and  not  due  to  left  ventricular  dysfunction,  occurs  in  about  one  in  ten  patients  treated  with 
PROCARDIA.  This  edema  occurs  primarily  in  the  lower  extremities  and  usually  responds  to 


diuretic  therapy  With  patients  whose  angina  is  complicated  by  congestive  heart  failure,  care 
should  be  taken  to  differentiate  this  penpheral  edema  from  the  effects  of  increasing  left  ventnculai 
dysfunction. 

Drug  interactions:  Beta-adrenergic  blocking  agents  See  Indications  and  Warnings.  Experience 
in  over  1400  patients  in  a non-comparative  clinical  trial  has  shown  that  concomitant  administration 
of  PROCARDIA  and  beta-blocking  agents  is  usually  well  tolerated,  but  there  have  been  occa- 
sional literature  reports  suggesting  that  the  combination  may  increase  the  likelihood  of  congestive 
heart  failure,  severe  hypotension  or  exacerbation  of  angina. 

Long-acting  nitrates  PROCARDIA  may  be  safely  co-admimstered  with  nitrates,  but  there  have 
been  no  controlled  studies  to  evaluate  the  antianginal  effectiveness  of  this  combination. 

Carcinogenesis,  mutagenesis,  impairment  of  fertility:  Nifedipine  was  administered  orally  to  rats 
for  two  years  and  was  not  shown  to  be  carcinogenic.  When  given  to  rats  pnor  to  mating 
nifedipine  caused  reduced  fertility  at  a dose  approximately  30  times  the  maximum  recommends 
human  dose.  In  vivo  mutagenicity  studies  were  negative 

Pregnancy:  Pregnancy  category  C.  Nifedipine  has  been  shown  to  be  teratogenic  in  rats  wher 
given  in  doses  30  times  the  maximum  recommended  human  dose.  Nifedipine  was  embryotoxic 
(increased  fetal  resorptions,  decreased  fetal  weight,  increased  stunted  forms,  increased  feta 
deaths,  decreased  neonatal  survival)  in  rats,  mice  and  rabbits  at  doses  of  from  3 to  10  times  the 
maximum  recommended  human  dose  In  pregnant  monkeys,  doses  2 3 and  twice  the  maximum 
recommended  human  dose  resulted  in  small  placentas  and  underdeveloped  chorionic  villi.  In 
rats,  doses  three  times  the  maximum  human  dose  and  higher  caused  prolongation  of  pregnancy 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  PROCARDIA  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
ADVERSE  REACTIONS:  In  multiple-dose  U.S.  and  foreign-controlled  studies  in  which  adverse 
reactions  were  reported  spontaneously,  adverse  effects  were  frequent  but  generally  not  senous 
and  rarely  required  discontinuation  of  therapy  or  dosage  adjustment.  Most  were  expected  conse- 
quences of  the  vasodilator  effects  of  PROCARDIA 

Adverse  Effect  PROCARDIA  (%)  (N  = 226)  Placebo  (%)  (N  = 235) 


Dizziness,  light-headedness,  giddiness 

Flushing,  heat  sensation 

Headache 

Weakness 

Nausea,  heartburn 

Muscle  cramps,  tremor 

Peripheral  edema 

Nervousness,  mood  changes 

Palpitation 

Dyspnea,  cough,  wheezing 
Nasal  congestion,  sore  throat 


27 

25 

23 

12 

11 

8 

7 

7 

7 

6 

6 


15 

8 

20 

10 

8 

3 
1 

4 

5 
3 
8 


There  is  also  a large  uncontrolled  experience  in  over  2100  patients  in  the  United  States.  Most  o' 
the  patients  had  vasospastic  or  resistant  angina  pectoris,  and  about  half  had  concomitant  treat 
ment  with  beta-adrenergic  blocking  agents.  The  most  common  adverse  events  were  the  same 
ones  seen  in  the  controlled  trials,  with  dizziness  or  light-headedness,  peripheral  edema,  nausea 
weakness,  headache  and  flushing  each  occurring  in  about  10%  of  patients,  transient  hypotension 
in  about  5%.  palpitation  in  about  2%  and  syncope  in  about  0.5%.  Syncopal  episodes  did  not  rear 
with  reduction  in  the  dose  of  PROCARDIA  or  concomitant  antianginal  medication.  Very  rarely,  in- 
troduction of  PROCARDIA  therapy  was  associated  with  an  increase  in  anginal  pain,  possibly  due 
to  associated  hypotension. 

Several  of  these  side  effects  appear  to  be  dose  related.  Peripheral  edema  occurred  in  about 
one  in  25  patients  at  doses  less  than  60  mg  per  day  and  in  about  one  patient  in  eight  at  120  mg  per 
day  or  more  Transient  hypotension,  generally  of  mild  to  moderate  severity  and  seldom  requinng 
discontinuation  of  therapy,  occurred  in  one  of  50  patients  at  less  than  60  mg  per  day  and  in  one  ol 
20  patients  at  120  mg  per  day  or  more 

In  addition,  2%  or  fewer  of  patients  reported  the  following:  Respiratory:  Nasal  and  chest 
congestion,  shortness  of  breath  Gastrointestinal:  Diarrhea,  constipation,  cramps,  flatulence 
Musculoskeletal:  Inflammation,  joint  stiffness,  muscle  cramps.  CNS:  Shakiness,  nervousness 
jitteriness,  sleep  disturbances,  blurred  vision,  difficulties  in  balance.  Other:  Dermatitis,  pruritus 
urticaria,  fever,  sweating,  chills,  sexual  difficulties 

In  addition,  more  serious  adverse  events  were  observed,  not  readily  distinguishable  from  the 
natural  history  of  the  disease  in  these  patients.  It  remains  possible,  however,  that  some  or  many  o' 
these  events  were  drug  related.  Myocardial  infarction  occurred  in  about  4%  of  patients  and 
congestive  heart  failure  or  pulmonary  edema  in  about  2%.  Ventricular  arrhythmias  or  conduction 
disturbances  each  occurred  in  fewer  than  0.5%  of  patients. 

In  a subgroup  of  over  1000  patients  receiving  PROCARDIA  with  concomitant  beta  blocker  ther- 
apy, the  pattern  and  incidence  of  adverse  experiences  was  not  different  from  that  of  the  entire 
group  of  PROCARDIA  treated  patients  (see  Precautions) 

In  a subgroup  of  patients  with  a diagnosis  of  congestive  heart  failure  as  well  as  angina,  dizzi- 
ness or  light-headedness,  peripheral  edema,  headache  or  flushing  each  occurred  in  one  in  eight 
patients.  Hypotension  occurred  in  about  one  in  20  patients.  Syncope  occurred  in  approximately 
one  patient  in  250.  Myocardial  infarction  or  symptoms  of  congestive  heart  failure  each  occurred 
in  about  one  patient  in  15.  Atrial  or  ventricular  dysrhythmias  each  occurred  in  about  one  patient 
in  150. 

Laboratory  tests:  Rare,  mild  to  moderate,  transient  elevations  of  enzymes  such  as  alkaline 
phosphatase,  CK.  LDH . SGOT.  and  SGPT  have  been  noted,  and  a single  incident  of  significantly 
elevated  transaminases  and  alkaline  phosphatase  was  seen  in  a patient  with  a history  of  gall 
bladder  disease  after  about  eleven  months  of  nifedipine  therapy.  The  relationship  to 
PROCARDIA  therapy  is  uncertain.  These  laboratory  abnormalities  have  already  been  associated 
with  clinical  symptoms.  Cholestasis,  possibly  due  to  PROCARDIA  therapy,  has  been  reported 
twice  in  the  extensive  world  literature 

OVERDOSAGE:  Although  there  is  no  well  documented  experience  with  PROCARDIA  overdos- 
age, available  data  suggest  that  gross  overdosage  could  result  in  excessive  peripheral  vasodila- 
tion with  subsequent  marked  and  probably  prolonged  systemic  hypotension.  Clinically  significant 
hypotension  due  to  PROCARDIA  overdosage  calls  for  active  cardiovascular  support  including 
monitoring  of  cardiac  and  respiratory  function,  elevation  of  extremities,  and  attention  to  circulating 
fluid  volume  and  urine  output.  A vasoconstnctor  (such  as  norepinephrine)  may  be  helpful  in  re- 
storing vascular  tone  and  blood  pressure,  provided  that  there  is  no  contraindication  to  its  use 
Clearance  of  PROCARDIA  would  be  expected  to  be  prolonged  in  patients  with  impaired  liver 
function.  Since  PROCARDIA  is  highly  protein-bound,  dialysis  is  not  likely  to  be  of  benefit. 
DOSAGE  AND  ADMINISTRATION:  The  dosage  of  PROCARDIA  needed  to  suppress  an- 
gina and  that  can  be  tolerated  by  the  patient  must  be  established  by  titration.  Excessive 
doses  can  result  in  hypotension. 

The  starting  dose  is  one  10  mg  capsule,  swallowed  whole,  3 times  day.  The  usual  effective  dose 
range  is  10-20  mg  three  times  daily.  Some  patients,  especially  those  with  evidence  of  coronary 
artery  spasm,  respond  only  to  higher  doses,  more  frequent  administration,  or  both.  In  such  pa- 
tients, doses  of  20-30  mg  three  or  four  times  daily  may  be  effective.  Doses  above  120  mg  daily 
are  rarely  necessary.  More  than  180  mg  per  day  is  not  recommended 

In  most  cases,  PROCARDIA  titration  should  proceed  over  a 7-14  day  period  so  that  the  physi- 
cian can  assess  the  response  to  each  dose  level  and  monitor  the  blood  pressure  before  proceed- 
ing to  higher  doses. 

If  symptoms  so  warrant,  titration  may  proceed  more  rapidly  provided  that  the  patient  is  as- 
sessed frequently  Based  on  the  patient  s physical  activity  level,  attack  frequency,  and  sublmgua' 
nitroglycerin  consumption,  the  dose  of  PROCARDIA  may  be  increased  from  10  mg  I. i d.  to  20  mg 
t.i.d  and  then  to  30  mg  t.i.d.  over  a three-day  period. 

In  hospitalized  patients  under  close  observation,  the  dose  may  be  increased  in  10  mg  incre- 
ments over  four  to  six-hour  periods  as  required  to  control  pain  and  arrhythmias  due  to  ischemia.  A 
single  dose  should  rarely  exceed  30  mg 

No  "rebound  effect”  has  been  observed  upon  discontinuation  of  PROCARDIA  However,  if  dis- 
continuation of  PROCARDIA  is  necessary,  sound  clinical  practice  suggests  that  the  dosage 
should  be  decreased  gradually  with  close  physician  supervision. 

Co-Administration  with  Other  Antianginal  Drugs:  Sublingual  nitroglycerin  may  be  taken  as 
required  for  fhe  control  of  acute  manifestations  of  angina,  particularly  during  PROCARDIA  titra- 
tion See  Precautions,  Drug  Interactions  for  information  on  co-administration  of  PROCARDIA 
with  beta  blockers  or  long-acting  nitrates 

HOW  SUPPLIED:  Each  orange,  soft  gelatin  PROCARDIA  Capsule  contains  10  mg  of  nifedipine. 
PROCARDI A Capsules  are  supplied  in  amber  glass  bottlesof  100  capsules  (NDC  0069-2600-66). 

The  capsules  should  be  protected  from  light  and  moisture  and  stored  at  controlled  room 
temperature  59:  to  77=F  (15:  to25°C)  in  the  manufacturer  s original  container. 

© 1982,  Pfizer  Inc.  Issued  January  1982 
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PFIZER  INC  NEW  YORK  NY  10017 


International  Diamond  Corporation’s 
Diamond  Success  Story  — 

Over  $10  Million  Dollars  of 
Payments  to  Investors 


IDC  is  the  nation’s  largest  diamond  investment 
supplier.  In  1980  II )C  commissioned  certified  public 
accountants  to  audit  over  $10  million  of  diamond 
payments  to  past  successful  investors.  Small  and 
large  accounts  achieved  returns  that  were  equal  or 
superior  to  any  alternative  hard  asset  choice. 

While  we  cannot  guarantee  that  past  returns  will 
repeat  themselves,  the  IDC  audit  presents  conclusive 
evidence  of  past  investor  profits.  IDC  wants  you  to 
participate  in  our  next  $10  million  of  success.  Call  us 
and  learn  how  you  can  enjoy  “diamond  banking” 
through  IDC.  A community  diamond  representative 
in  your  area  is  waiting  for  your  call  and  to  be  of 
service.  Send  in  this  coupon  today  to  learn  how  you 
can  benefit  from  diamond  investment. 


Yes,  I want  a local  IDC  Diamond  Account  Represen- 
tative to  schedule  a no-obligation  educational  pre- 
sentation on  diamond  investment  opportunities  for 
my  benefit  in  the  near  future. 


Name 


Address 


City  State  ZIP 

i ) 

Phone 

Return  to:  International  Diamond  Corporation 
5625  “O”  Street,  Suite  14 
Lincoln,  Nebraska  68510 


International  Diamond  Corporation,  Nebraska  State  Headquarters 

5625  "O”  Street,  Suite  14,  Lincoln,  Nebraska  68510 

402/489-5388 


Pediatric  Drops 


Keflex' 

cephalesxin 


Additional  information  available 
to  the  profession  on  request. 


^ptDISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 
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WashingtoNotes 

(Continued  from  page  6A) 

gram,  vocational  rehabilitation,  energy  aid  for 
the  poor,  water  and  sewer  grants,  aid  for 
highways  outside  the  interstate  system,  block 
grants  for  social  services  and  community 
services,  and  others. 

“In  a single  stroke,  we  will  be  accomplishing 
a realignment  that  will  end  cumbersome 
administration  and  spiraling  costs  at  the 
federal  level  while  we  ensure  these  programs 
will  be  more  responsive  to  both  the  people 
they  are  meant  to  help  and  the  people  who  pay 
for  them,”  President  Reagan  told  Congress. 

Under  the  swap,  the  federal  government  will 
apply  the  revenue  form  certain  excise  taxes  to 
a grass-roots  trust  fund  for  the  states.  Some 
$28  billion  a year  will  flow  into  the  fund.  By 
1988  the  states  would  be  in  complete  control 
of  more  than  40  federal  grant  programs.  The 

(Continued  on  page  17 A) 
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FOR  INFORMATION  CONTACT: 


American  Lung  Association  of  Nebraska 
7363  Pacific,  Suite  212 
Omaha,  Nebraska  68114 
Phone:  (402)  393-2222 

Provided  by  publisher  as  a public  service. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Stanley  M. 
Truhlsen,  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  L.  D.  Cherry, 
Lincoln.  Counties:  Cass,  Lancaster, 
Otoe. 

Third  District:  Councilor:  Myron  E. 

Samuelson,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha,  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  L.  J.  Chadek, 
West  Point.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madi- 
son, Pierce,  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor  Warren  R. 
Miller,  Columbus.  Counties:  Boone, 
Burt,  Colfax,  Dodge,  Merrick,  Nance, 
Platte,  Washington. 

Sixth  District:  Councilor  Richard  M. 
Pitsch,  Seward  Counties:  Butler, 

Hamilton,  Polk.  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Clarence 

Zimmer,  Friend.  Counties,  Clay,  Fill- 
more, Jefferson,  Nuckolls,  Saline, 
Thayer. 

Eighth  District:  Councilor:  Thomas  H 
Wallace,  Gordon.  Counties:  Boyd, 

Brown,  Cherry,  Holt,  Keyapaha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  W'arren  G. 
Bosley,  Grand  Island.  Counties:  Blaine, 
Buffalo,  Custer,  Dawson,  Garfield, 
Grant,  Greeley,  Hall,  Hooker,  Howard, 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler 

Tenth  District:  Councilor  Richard  A.  Cot- 
tingham,  McCook.  Counties:  Adams, 
Chase,  Dundy,  Franklin,  Frontier, 
Furnas,  Gosper,  Harlan.  Haves,  Hitch- 
cock, Kearney,  Phelps,  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  R.  E 

Donaldson,  North  Platte  Counties: 
Arthur,  Deuel,  Garden.  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R G.  Heasty. 
Scottsbluff  Counties:  Banner.  Box 

Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT  SECRETARY-TREASURER 


Adams 

Antelope-Pierce 

Boone  

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne- Kim  ball -Deuel 

Cuming 

Custer 

Dawson 

Dodge  

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster  

Lincoln 

Madison 

Metropolitan  Omaha 

Northeast 

Northwest 

Otoe 

Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

W'ashington-Burt 

York 


George  Osborne,  Hastings Tom  Tonniges,  Hastings 

Robert  E.  Kopp,  Plainview David  Johnson,  Osmond 

Audrey  Paulman,  Albion Paul  Paulman,  Spalding 

Gary  Vandewege,  Alliance John  Ruffing,  Hemingford 

William  W.  Lyons,  III,  Kearney  ....  Mark  H.  Meyer,  Kearney 

Lawrence  Rudolph,  David  City Victor  J.  Thoendel,  David  City 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

A.  H.  Shan^berg,  Kimball Chris  Bitner,  Sidney 

Eugene  Sucha,  West  Point L.  J.  Chadek,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Books.  Broken  Bow 

Larry  Wilson,  Gothenburg Mark  Jones.  Lexington 

Martin  F.  Sears,  Fremont Wm.  B.  Eaton,  Fremont 

Henry  J.  Billerbeck,  Randolph Robert  B.  Benthack,  Wayne 

R.  S.  Cram,  Burwell Ben  R.  Meckel,  Burwell 

Patrick  C.  Gillespie,  Beatrice Klemens  E.  Gustafson,  Beatrice 

S.  K.  Woodman,  Grand  Island Gordon  D.  Francis,  Grand  Island 

John  C.  Wilcox,  Aurora Kenneth  R.  Treptow,  Aurora 


Gordon  Johnson,  Fairbury R.  A.  Blitz,  Fairbury 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

Bowen  Taylor,  Lincoln Paul  Collicott.  Lincoln 

Mark  Sorensen,  North  Platte Gerald  Rounsborg,  North  Platte 

Joseph  David,  Jr.,  Norfolk Charles  Hinkel,  Norfolk 

Charles  Bressman,  Omaha John  F.  Fitzgibbons,  Omaha 

D.  J.  Nagengast,  Bloomfield G.  Tom  Surber,  Norfolk 

A.  J.  Alderman,  Chadron R.  H.  Rasmussen,  Chadron 

C.  R.  Williams,  Syracuse Paul  R.  Madison,  Nebraska  City 

Bryce  Shopp,  Imperial Clifford  Colglazier,  Grant 

Warren  R.  Miller,  Columbus Ronald  Klutman,  Columbus 

Walter  E.  Gardner,  Crete Walter  E.  Gardner,  Crete 

Richard  Tempero,  Papillion William  R.  Marsh,  Papillion 

John  E.  Hansen,  Jr.,  Wahoo Robert  E.  Morris,  Wahoo 

Robert  Calkins,  Scottsbluff David  Imes,  Gering 

Robert  Jacobs,  Seward William  Bailey,  Seward 

L.  G.  Bunting,  Hebron Chas.  F.  Ashby,  Geneva 


Elizabeth  D.  Edwards,  McCook. ...  David  A.  Allerheiligen,  McCook 

Richard  Gentry,  Blair Hans  Rath,  Omaha 

James  D.  Bell,  York B.  N.  Greenberg,  York 
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Famous 


Pains. 


They  work  so 

well  together. 


One  of  man's  most  amazing  explo- 
rations and  scientific  adventures,  the 
successful  Gemini  flight  program 
was  a triumph  of  imagination  and— 
teamwork.  Two  men  learned  to 
operate  in  space,  to  rendezvous,  to 
dock,  and  to  work  outside  their 
spacecraft  in  the  hard  vacuum  of 
outer  space.  Not  only  did  they  coor- 
dinate their  efforts  with  ground 
backup,  they  also  complemented 
each  other's  activities  within  the 
close  confines  of  the  space  capsule. 
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Anusol-HC 

&Tucl<s 


...another  well-known  pair  that 
works  so  well  together!  Ninety- 
five  percent  of  colon  /rectal 
surgeons  surveyed*  added 
Tucks  pads  concomi- 
tantly to  hemorrhoidal 
treatment  programs 
they  recommended. 


Anusol-HC ® 

Suppositories  / Cream 
with  Hydrocortisone  Acetate 
The  # 1 physician-prescribed  product  for  hemor- 
rhoids and  other  common  anorectal  disorders ** 

□ Antiinflammatory,  to  relieve  edema,  burning, 
itching,  pain 

□ Astringent,  to  help  promote  healing 

□ Emollient,  for  easier  bowel  movements  and 
soothing  relief  of  local  trauma 

And,  when  pain  is  a special  problem,  Anusol 
Ointment  offers  the  benefits  of  the  anesthetic, 
pramoxine  HCI. 


ANUSOL-HC*  Suppositories/ 
ANUSOL-HC"  Cream 

Before  prescribing,  please  see  full  prescribing  information 
A Brief  Summary  follows 
Indications  and  Usage:  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  are  adjunctive  therapy  for  the 
symptomatic  relief  of  pain,  itching  and  discomfort  in 
external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis,  and  fissures,  incomplete  fistulas,  pruritus  ani  and 
relief  of  local  pain  and  discomfort  following  anorectal 
surgery. 

Anusol-HC  is  especially  indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  patients  can 
be  maintained  on  regular  Anusol*  Suppositories  or 
Ointment 
CONTRAINDICATIONS 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  ol 
hypersensitivity  to  any  ol  the  components  ot  the 
preparations. 
WARNINGS 

The  safe  use  ol  topical  steroids  during  pregnancy  has  not 
been  fully  established.  The  refore,  during  pregnancy,  they 
should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  ol  time. 

PRECAUTIONS 

General 

Symptomatic  relief  should  not  delay  detinitive  diagnoses  or 

treatment. 

Prolonged  or  excessive  use  ol  corticosteroids  might 
produce  systemic  effects. 


TUCKS - 

Pre-Moistened  Hemorrhoidal /Vaginal  Pads 
The  # 7 hemorrhoidal  pad*  for  added  external  relief 
and  gentle  cleansing  of  fecal  residue 
□ Soothes,  cools,  comforts  the  irritation  and  itch  of 
hemorrhoids  and  other  common  anorectal  dis- 
orders 


If  irritation  develops,  Anusol-HC  Suppositories  and  Anusol- 
HC  Cream  should  be  discontinued  and  appropriate  therapy 

instituted 

In  the  presence  of  an  infection  the  use  ol  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted  It  a 
favorable  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  until  the  infection  has 
been  adequately  controlled 
Anusol-HC  is  not  for  ophthalmic  use 
Pregnancy 
See ' WARNINGS'' 
Pediatric  Use 


□ Hygienic  rectal  wipe— an  integral  part  of  the 
anorectal  regimen 

Once  pain  and  inflammation  subside,  for  dual 
action  recommend  regular  ANUSOL"— to  maintain 
patient  comfort— and  TUCKS  —to  maintain  patient 
anorectal  hygiene. 

PARKE-DAVIS  Meeting  of  Am  Soc  Colon  / Rectal  Surgeons.  May  1980 

" ' Based  on  total  prescriptions  filled  for  hemorrhoidal  preparations  during  the 
Warner-Lambert  Company  first  fpree  quarters  of  1981  The  National  Prescription  Audit,  IMS  America  Ltd 

Morris  Plains,  NJ  07950  Sept  1981 

* 1981  data  from  leading  marketing  research  organization 
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Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 
DOSAGE  ANO  ADMINISTRATION 
Anusol-HC  Suppositories — Adults:  Remove  toil  wrapper  and 
insert  suppository  into  the  anus.  Insert  one  suppository  in 
the  morning  and  one  at  bedtime  tor  3 to  6 days  or  until 
inflammation  subsides.  Then  maintain  comfort  with  regular 
Anusol  Suppositories 
Anusol-HC  Cream-Adults  After  gentle  bathing  and  drying 
ot  the  anal  area,  remove  tube  cap  and  apply  to  the  exterior 
surface  and  gently  rub  in.  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying 
gentle  continuous  pressure.  Then  squeeze  the  tube  to 
deliver  medication  Cream  should  be  applied  3 or  4 times  a 
day  lor  3 to  6 days  until  inllammation  subsides  Then 
maintain  comfort  with  regular  Anusol  Ointment 
NOTE:  It  staining  from  either  ot  the  above  products  occurs, 
the  stain  may  be  removed  trom  labrlc  by  hand  or  machine 
washing  with  household  detergent. 
Store  between  59°-86°E  (15°-30°C) 
1089G010 


ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Road,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St.,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  "E"  St,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  N.  69th  St,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Fr.  James  Hoff,  S.J.,  Acting  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
JoAnn  Lewis,  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

Ste.  103.  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Bldg.,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Charles  H.  Borchman,  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

740  Keeline  Bldg.,  319  South  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton,  M.D.,  President 
Regional  Center,  Hastings,  NE  68901 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D.,  Dept,  of  Neurology, 

601  North  30th  Street,  Omaha,  Nebraska  68131 
Nebraska  Academy  of  Ophthalmology 
John  T.  Ramsell,  M.D..  President 

247  Doctors  Bldg.,  North  Tower.  Omaha,  Nebraska  68131 
Nebraska  Academy  of  Otolaryngology 

F.  Edward  Stivers,  M.D.',  President 
630  North  Cotner,  Lincoln  68505 

Nebraska  Association  of  Home  & Community  Health  Agencies 

Sharon  Feller,  President 
810  N.  22nd  St.,  Blair  68008 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D.,  Secretary-Treasurer,  N.A.P. 

8303  Dodge  Street,  Omaha  68114 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 

K.  Don  Arrasmith.  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen.  Executive  Secretary 
10840  Old  Mill  Rd.,  Suite  5,  Omaha  68154 
Nebraska  Chapter  — American  College  of  Pediatrics 
Warren  G.  Bosley,  M.D.,  Chairman 
1811  West  2nd,  #360,  Grand  Island.  Nebraska  68801 
Nebraska  Chapter  — American  College  of  Physicians 
Bowen  E.  Taylor,  M.D.,  F.A.C.P..  Governor 
Box  81009,  Lincoln  68501 

Nebraska  Chapter  — American  College  of  Surgeons 

John  W.  Smith.  M.D..  President-Elect 
8300  Dodge  St.,  #124,  Omaha  68114 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St,  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary' 

1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Charlotte  Kern  R.D.,  President 
7629  Grover  St.,  Omaha  68124 
Nebraska  Epilepsy  League,  Inc. 

3610  Dodge  St.,  Ste.  201,  Omaha  68131 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  "0”  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach.  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 

8301  Dodge  St.,  Omaha  68114 
(402)  390-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary- 
1512  First  National  Bank  Bldg..  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary- 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
No.  322,  2446  Nye  Avenue,  Fremont,  NE  68025 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns,  M.D.,  President 
Suite  404,  Dodge  Professional  Center 
8701  W.  Dodge  Road,  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D..  Director 
602  South  45th  St..  Omaha  68106 
Nebraska  Public  Health  Association 
Tom  Dittrick,  President 
105  East  First  St.,  Grand  Island  68801 
Nebraska  Radiological  Society 

W\  Benton  Copple,  M.D.,  President 
6801  No.  72nd  St.,  Omaha  68122 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
G.  L.  McLean,  M.D.,  President 
2300  South  16th  St.,  Lincoln  68502 
Nebraska  Society’  of  Internal  Medicine 
Vernon  G.  Ward,  M.D.,  President 
302  No.  54th  St.,  Omaha  68132 
Nebraska  Society  to  Prevent  Blindness 

An  Affiliate  of  the  National  Society  to  Prevent  Blindness 
4600  Valley  Road,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy- 
Ken  Draper,  RRT,  President 
Southeast  Community  College 
8800  “O”  Street,  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D  . Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Diana  Milkow'ski,  CMA,  President 
1052  Park  Ave.,  Omaha  68102 
Nebraska  Urological  Association 
Gerald  C.  Felt,  M.D.,  President 
6801  No.  72nd,  Omaha  68152 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #210-A.  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Carole  Boles,  Executive  Director 
4600  Valley  Road,  Suite  D,  Lincoln  68510 
University’  of  Nebraska  Medical  Center 
Neal  A Vanselow,  M.D  , Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 
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Spending  more  time  with 
accountants  and  salesmen . . . 
than  with  your  job  and  family? 

That's  today's  modern  physician  becoming  today's  modern  business 
man  . . at  the  expense  of  job  and  family. 

We  provide  you  with  an  environment  serving  a purpose— practicin 
medicine  at  regular  working  hours  No  books  to  balance,  nosalesmenan 
attorneys  calling,  and  no  late  hours  You  concentrate  on  practicing  medi- 
cine with  a health  care  system  that's  one  of  the  finest  in  the  world  You'll 
work  in  modern,  well-equipped  hospitals  and  clinics  with  the  most  up-to- 
date  technology. 

Also  included  are  excellent  programs  of  compensation,  opportunities 
for  professional  growth  and  specialization,  30  days  vacation  with  pay 
each  year,  full  medical  and  dental  care  and  more 

With  the  Air  Force,  we  want  you  to  do  one  thing:  practice  medicine 

We  would  like  to  provide  you  with  more  information  about  Air  Force 
medicine. 


Contact;  Archie  Summerlin 

116  South  42nd  Street 
Omaha.  Nebraska  68131 


Call  Collect;  402/221-4319 
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WashingtoN otes 

(Continued  from  page  13 A) 

trust  fund  would  start  to  phase  out  and  the 
excise  taxes  would  be  turned  over  to  the  states. 

The  states  would  be  given  wide  leeway  on 
how  to  use  their  share  of  the  trust  fund.  They 
could  use  it  to  pay  for  federal  grants  in  areas 
such  as  transportation,  education  and  social 
services;  or  they  could  use  it  for  other 
purposes. 

Both  Medicaid  and  Medicare  were  marked 
for  economies  by  the  President  who  pointed  to 
these  programs  in  declaring  that  he  will 
propose  savings  fo  $63  billion  over  four  years 
in  entitlement  programs. 

No  specific  dollar  savings  were  mentioned 
for  the  two  health  programs,  but  the  Adminis- 
tration has  been  considering  slashes  totaling 
$5  billion  a year. 

Medicare  and  Medicaid  are  programs  “with 
(Continued  on  page  23A) 


A great  way  of  life. 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Carlyle  E.  Wilson,  Jr.,  M.D.,  Borrego  Springs,  CA President 

Allan  C.  Landers,  M.D.,  Scottsbluff President-Elect 
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BOARD  OF  DIRECTORS 


AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D., 
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SCIENTIFIC  SESSIONS  COMMITTEE 
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Richard  L.  Tollefson,  M.D Wausa 
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Eugene  M.  Zweiback,  M.D Omaha 

Ex-Officio: 

Herbert  E.  Reese,  M.D Lincoln 


LIAISON  SUB-COMMITTEE  OF  THE  COMMISSION 


ON  ASSOCIATION  AFFAIRS 

Joseph  C.  Scott,  M.D.,  Chm Omaha 

William  Doering,  M.D Franklin 

Daniel  S.  Durrie,  M.D Omaha 

Michael  Haller,  M.D Omaha 

Bernard  Kratochvil,  M.D Omaha 
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R.  C.  Rosenlof,  M.D Kearney 
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COMMISSION  ON  CLINICAL  MEDICINE 
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Charles  A.  Field,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Bruce  E.  Taylor,  M.D Lincoln 
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Robert  Osborne.  M.D.,  Chm Lincoln 

Robert  Burlingame.  M.D Beatrice 

Jon  J.  Hinrichs.  M.D Lincoln 

Harry  C Henderson,  M.D Omaha 

Bulent  Tunaken.  M.D Omaha 

William  B.  Long.  M.D Omaha 


COMMISSION  ON  LEGISLATION  AND  LEGAL  AFFAIRS 


Herbert  E.  Reese,  M.D.,  Chm Lincoln 

James  H.  Dunlap,  M.D Norfolk 
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Richard  H.  Meissner,  M.D Omaha 
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For  your  patients’  benefit... 


BEFORE  YOU  WRITE 
OUR  NEXT  ANTIARTHRITIC 
PRESCRIPTION, 
PLEASE  READ 
THIS  MESSAGE 


Boots  announces  a pharmaceutical  first 

TWO  WAYS  YOU 
WILL  SAVE  MONEY  WIT 

Introducing 

RUFEN  (ibuprofen) 


■ 


$1.50  REBATE 
DIRECT  TO  YOUR 
PATIENTS  ON  EVERY 
PRESCRIPTION  OF  100. 
REFILLS  INCLUDED. 


AND  RUFEN  IS 
PRICED  LOWER 
TO  BEGIN  WITH. 


One  dollar  fifty  cents 
returned  for  every  Rebate 
Coupon  your  patients  mail  in. 

Every  bottle  of  100  tablets  of 
RUFEN  400  mg  has  a Rebate 
Coupon  attached,  with  full 
instructions  for  redemption. 

It  has  already  been  de- 
termined, through  public 
opinion  research,  that  most 
arthritic  patients  will 
appreciate 
direct  rebate 


savings  as 
much  as  they 
appreciate  the 
results  of  ibuprofen 
therapy. 


Boots  has  already  priced 
RUFEN  lower  to  the  whole- 
saler and  the  retailer.  And  if 
these  savings  are  passed 
along,  as  they  should  be, 
your  patient  will  receive  the 
benefit  of  this  lower  price. 
Add  these  savings  to  the  re- 
bate, and  your  patients  re- 
ceive substantial  relief  from 
the  costs  of  a medication 
many  of  them  may  take 
for  years. 


RUFEN  IS 
NOTA  GENERIC. 
BOOTS  IBUPROFE!' 
IS  THE  ORIGINAL. 


And  if  you  wish,  RUFEN 
may  be  substituted  for 
Motrin®,  because  it  is  bio- 
equivalent.* 

Original  research  by  Thf 
Boots  Company  Ltd.,  of 
Nottingham,  England, 
developed  ibuprofen. 

And  though  we  intro- 
duced it  ourselves  else- 
where around  the  world, 
licensed  ibuprofen  for 
sale  in  the  United  States 


Motrin*  (ibuprofen)  is  a registered  trademark  of  The  Upjohn  ( 


vRTHRJTIC  PATIENTS 
PROFEN  THERAPY 


You  first  came  to  know 
: as  Motrin  (ibuprofen), 
lanufactured  by  Upjohn. 
Now,  as  we  have  estab- 
shed  facilities  in  America, 
ve  hope  you'll  come  to 
now  Boots  brand  name 
ar  ibuprofen  as  RUFEN. 

5IOEQUIVALEINCY? 
)F  COURSE.* 

hat's  why  you  may  substi- 
ute  RUFEN  for  Motrin. 


ALSO:  A BOOTS 
CONTRIBUTION  TO 
ARTHRITIS  RESEARCH 
WITH  EVERY  REBATE! 

A 25*  contribution  per 
rebate  is  built  directly 
into  the  RUFEN 
program.  And  with 
thousands  of  pre- 
scriptions anticip- 
ated for  RUFEN  400  mg 
each  year,  the  annual  po- 
tential for  arthritis  research  is 
enormous. 


l,^0FENCOn,*!"*400 

100 T ABLETS 


'ala  on  file. 

ontributions  made  to:  International  League  Against  Rheumatism. 


WHEN  YOU'RE  WRITING  YOUR  NEXT  RUFEN 
PRESCRIPTION  FOR  I BU PROFEN, 

PLEASE  REMEMBER: 


RUFEIN®  OFFERS  A $1.50  REBATE  DIRECT 
TO  YOUR  PATIENTS  ON  EVERY 
BOTTLE  OF  100  TABLETS  OF 
RUFEN  400  MG. 

RUFEN  COSTS  YOUR  PATIENTS  LESS  TO 
BEGIN  WITH. 

RUFEN  CONTRIBUTES  25*  PER  REBATE  TO 
ARTHRITIS  RESEARCH. 

RUFEN  IS  NOT  A GENERIC . . . BOOTS 
IBUPROFEN  IS  THE  ORIGINAL. 

RUFEN  (IBUPROFEN)  IS  BIOEQUIVALENT  TO 
MOTRIN®  (IBUPROFEN).* 

I hope  we've  given  you  several  good  reasons  to  re- 
member RUFEN  the  next  time  you  prescribe  ibuprofen. 

If  we  haven't,  or  if  you'd  like  to  know  more  about 
Boots  Pharmaceuticals  or  this  program,  please  don't 
hesitate  to  drop  me  a line.  Or  call  us  directly  at  our 
toll-free  number:  (800)  551-8119.  Louisiana  residents, 
call  (800)  282-8671. 

To  ensure  that  your  patients  receive  the  benefits  of  the 
Rufen  program,  be  sure  to  specify  "D.  A.W.,"  "No  Sub," 
or  "Medically  Necessary'  as  required  by  the  laws  of 
your  state. 


Sincerely. 
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♦Data  on  file. 


John  D.  Bryer,  President 
Boots  Pharmaceuticals,  Inc. 


Boots  Pharmaceuticals,  Inc. 

6540  LINE  AVENUE.  SHREVEPORT.  LOUISIANA  71106 

Pioneers  in  medicine  for  the  family 
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RF-009 


(ibuprofen/Boots) 

(For  full  prescribing  information,  see  package  brochure  i 

RUFEN!  Tablets 

(ibuprofen) 

INDICATIONS  AND  USAGE:  Treatment  of  signs  ana 
symptoms  of  rheumatoid  arthritis  and  osteoarthritis 
during  acute  flares  and  in  the  long-term  management 
of  these  diseases.  Safety  and  effectiveness  have  not 
been  established  for  Functional  Class  IV  rheumatoid 
arthritis. 

Relief  of  mild  to  moderate  pain. 
CONTRAINDICATIONS:  Patients  hypersensitive  to 
ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  angio- 
edema  and  bronchospastic  reactivity  to  aspirin  or  other 
nonsteroidal  anti-inflammatory  drugs  (see  WARNINGS) 
WARNINGS:  Anaphylactoid  reactions  have  occurred 
in  patients  hypersensitive  to  aspirin  (see  CONTRAINDI- 
CATIONS). Peptic  ulceration  and  gastrointestinal 
bleeding,  sometimes  severe,  have  been  reported 
Peptic  ulceration  and  gastrointestinal  bleeding,  some 
times  severe,  have  been  reported  Peptic  ulceration 
perforation,  or  gastrointestinal  bleeding  can  end  fatally 
however,  an  association  has  not  been  established 
Rufen  should  be  given  under  close  supervision  to  patients 
with  a history  of  upper  gastrointestinal  tract  disease 
and  only  after  consulting  the  ADVERSE  REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheuma- 
toid arthritis,  nonulcerogenic  drugs,  such  as  gold, 
should  be  attempted.  If  Rufen  must  be  given,  the  patient 
should  be  under  close  supervision  for  signs  of  ulcer 
perforation  or  gastrointestinal  bleeding. 
PRECAUTIONS:  Blurred  and/or  diminished  vision, 
scotomata,  and/or  changes  in  color  vision  have  been  re- 
ported. If  developed,  discontinue  Rufen  and  administer 
an  ophthalmologic  examination. 

Fluid  retention  and  edema  have  been  associated  with 
Rufen;  caution  should  be  used  in  patients  with  a history 
of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prolong 
bleeding  time  Use  with  caution  in  patients  with  intrinsic 
coagulation  defects  and  those  taking  anticoagulants 

Patients  should  report  signs  or  symptoms  of  gastroin- 
testinal ulceration  or  bleeding,  blurred  vision  or  other 
eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insuf- 
ficiency, patients  on  prolonged  corticosteroid  therapy, 
this  therapy  should  be  tapered  slowly  when  adding  Rufen 
DRUG  INTERACTION:  Coumann-type  anticoagulants 
The  physician  should  be  cautious  when  administering 
Rufen  to  patients  on  anticoagulants. 

Aspirin.  Concomitant  use  may  decrease  Rufen  blood 
levels. 

PREGNANCY  AND  NURSING  MOTHERS:  Rufen 

should  not  be  taken  during  pregnancy  nor  by  nursing 
mothers. 

ADVERSE  REACTIONS 

Incidence  greater  than  1% 
Gastrointestinal:  The  most  frequent  adverse  reaction 
is  gastrointestinal  (4%  to  1 6%).  Includes  nausea*,  epigas- 
tric pain*,  heartburn*,  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdomi- 
nal cramps  or  pain,  fullness  of  Gl  tract  (bloating  and 
flatulence)  Central  Nervous  System:  dizziness*,  head- 
ache, nervousness.  Dermatologic:  rash*  (including 
maculopapular  type),  pruritus  Special  Senses:  tinnitus 
Metabolic:decreased  appetite,  edema,  fluid  retention 
Fluid  retention  generally  responds  promptly  to  drug 
discontinuation  (see  PRECAUTIONS). 

•Incidence  3%  to  9% 

Incidence  less  than  1 in  100 
Gastrointestinal:  gastric  orduodenal  ulcer  with  bleed- 
ing and/or  perforation,  hemorrhage,  melena.  Central 
Nervous  System:  depression,  insomnia  Dermatolog- 
ic: vesiculobullous  eruptions,  urticaria,  erythema  multi- 
forme Special  Senses:  amblyopia  (see  PRECAUTIONS) 
Hematologic:  leukopenia,  decreased  hemoglobin 

and  hematocrit.  Cardiovascular  congestive  heart 
failure  in  patients  with  marginal  cardiac  function, 
elevated  blood  pressure 

Causal  relationship  unknown 
Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver 
function  Central  Nervous  System:  paresthesias,  hal- 
lucinations. dream  abnormalities  Dermatologic:  alo- 
pecia, Stevens-Johnson  syndrome  Special  Senses: 
Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
hemolytic  anemia,  thrombocytopenia,  granulocytopenia 
bleeding  episodes.  Allergic:  fever,  serum  sickness, 
lupus  erythematosus  syndrome.  Endocrine:  gyne- 
comastia. hypoglycemia.  Cardiovascular:  arrhythmias 
(Sinus  tachycardia,  bradycardia,  and  palpitations). 
Renal:  decreased  creatinine  clearance,  polyuria,  azo- 
temia. 

OVERDOSAGE:  Acute  overdosage,  the  stomach  should 
be  emptied  Rufen  is  acidic  and  excreted  in  the  urine, 
alkaline  diuresis  may  benefit. 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  ar- 
thritis and  osteoarthritis,  including  flareups  of  chronic 
disease:  Suggested  dosage  400  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as 
necessary  for  relief  of  pain.  Do  not  exceed  2,400  mg 
per  day. 

CAUTION:  Federal  law  prohibits  dispensing  without 
prescription 

Boots  Pharmaceuticals,  Inc. 

Shreveport,  Louisiana  71 106 
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(Continued  from  page  17 A) 

worthy  goals,”  said  President  Reagan,  but 
“their  costs  have  increased  from  $11.2  billion 
to  almost  $60  billion,  more  than  five  times  as 
much,  in  just  over  10  years.” 

Said  the  President: 

“Waste  and  fraud  are  serious  problems. 
Back  in  1980,  federal  investigators  testified 
before  one  of  your  committees  that  ‘corruption 
has  permeated  virtually  every  area  of  the 
Medicare  and  medicaid  health  care  industry.’ 

“One  official  said  many  of  the  people  who 
are  cheating  the  system  were  ‘very  confident 
that  nothing  was  going  to  happen  to  them.’ 

“Well,  something  is  going  to  happen.  Not 
only  the  taxpayers  are  defrauded.  The  people 
with  real  dependency  on  these  programs  are 
deprived  of  what  they  need  because  available 
resources  are  going  not  to  the  needy  but  to  the 
greedy.  The  time  had  come  to  control  the 
uncontrollable.” 

Among  the  cuts  the  Administration  is 
expected  to  recommend  for  Medicare  and 
Medicaid  are  a flat  two  percent  reduction  in 
the  Medicare  reimbursement  rate  for  hos- 
pitals; a limitation  of  five  percent  in  the  rise  for 
the  physicians’  fee  screen;  a reduction  to  80 
percent  of  Part  A,  the  usual  and  customary 
reimbursement  for  hospital-based  physicians; 
limitation  of  physician  reimbursement  for 
services  in  hospital  outpatient  departments; 
elimination  of  the  subsidy  for  private  hospital 
rooms;  indexing  of  the  Medicare  Part  B 
physicians  services  deductible  to  the  Con- 
sumer Price  Index,  and  mandatory  enlistment 
of  the  federal  work  force  in  the  Medicare 
program. 

Explaining  the  need  for  transferring  pro- 
grams to  the  states,  the  President  cited  “the 
overpowering  growth  of  federal  grants-in-aid 
programs  during  the  past  few  decades.” 

In  1960,  he  said,  there  were  132  categorical 
grant  programs  costing  $7  billion.  Today  there 
(Continued  on  page  24A) 
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benefits 

package: 


*Over  60  well  equipped  acute 
care  hospitals. 

‘Selected  financial  assistance. 
‘Management  consulting. 

‘An  array  of  professional 
service  skills  and  talents  to 
assist  you. 

‘Locations  from  coast 
to  coast. 

If  you're  a Primary  Care  Physician,  call 
for  yours  today. 


For  further  Information,  contact: 

Raymond  C.  Pruitt,  Director  Physician  Relations 

National  Medical  Enterprises 

11620  Wllshlre  Blvd.,  Los  Angeles,  California  90025. 

Call  Toll-Free  800-421-7470 
or  collect  (213)  479-5526. 

nRTionnb  iubdicrl  fnmp] 
eniBRPRiSBS,  me. 

^ 'The  Total  Health  Care  company.” 

An  Equal  Opportunity  Employer  m/f 


CARE  FOR  YOUR  COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment 
of  your  time.  You  will  broaden  your  professional  expe- 
rience by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 

ARMY  RESERVE.  BE  ALLYOU  CAN  BE. 

Call  Collect:  Capt.  John  Bray 
(612)  854-7702 
-7328 


Since  1925 

Nebraska’s 

Leading 
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Surgical 
Supply  House 


Phone  474-3222 


Donley  medical 

SUPPLY  COMPANY 

P.O.  Box  83108,  Lincoln,  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


WashingtoNotes 

are  about  500  programs  costing  almost  $100 
billion. 

“Neither  the  President  nor  the  Congress  can 
properly  oversee  this  jungle  of  grants-in-aid; 
indeed,  the  growth  of  these  grants  has  led  to  a 
distortion  in  the  vital  functions  of  gov- 
ernment...” 

One  intergovernmental  commission,  Pres- 
ident Reagan  noted,  has  said  that  the  growth  of 
grants-in-aid  has  made  the  federal  government 
“more  pervasive,  more  intrusive,  more  unman- 
ageable, more  ineffective,  more  costly  and 
above  all  more  unaccountable.” 

The  fate  of  the  President’s  proposals  in 
Congress  is  uncertain.  Democrats  were  in- 
dicating they  may  put  up  stiff  resistance.  The 
November  elections  are  only  months  away,  and 
the  controversial,  sweeping  nature  of  the 
proposals  will  set  off  a prolonged  debate  that 
might  spill  over  into  next  session  of  Congress. 


(Continued  on  page  69) 
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First  Gass 
First  Aid 


their 

homes 


• Broad-spectrum  antibacterial  • Handy  applicator  tip 


DESCRIPTION:  Each  gram  contains  Aerosporin " (Polymyxin  B Sulfate)  5,000  units, 
bacitracin  zinc  400  units,  neomycin  sulfate  5 mo  (equivalent  to  3 5 mg  neomycin  base), 
special  white  petrolatum  qs.  in  tubes  of  1 oz  ana  y2  oz  and  '/32  oz  (approx ) foil  packets 
INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated),  for 
topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in  • infected 
bums,  skin  grafts,  surgical  incisions,  otitis  externa  • primary  pyodermas  (impetigo, 
ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily  infected  dermatoses  (eczema,  herpes, 
and  seborrheic  dermatitisl  • traumatic  lesions,  inflamed  or  suppurating  as  a result  of 
bacterial  infection  Prophylactically,  tbe  ointment  may  be  used  to  prevent  bacterial  contami 
nation  in  burns,  skin  grafts,  incisions,  and  other  clea 


1 
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and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and  jac/fL?  sv'^te> 

nprmit  umnnH  hoolinn  7vr»»  . FJn  Zinc 


clean  lesions  For  abrasions,  minor  cuts 


permit  wound  healing 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  in  the  external  ear  canal 
if  the  eardrum  is  perforated  This  product  is  contraindicated  in  those  individuals 
who  have  shown  hypersensitivity  to  any  of  its  components, 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due 
to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of  neo- 


mycin is  possible  In  burns  where  more  than  20  percent  of  tbe  body  surface  is  affected, 
especially  it  the  patient  has  impaired  renal  function  or  is  receiving  other  aminoglycoside 
antibiotics  concurrently,  not  more  than  one  application  a day  is  recommended 
When  using  neomycin-containing  products  to  control  secondary  infection  in  the  chronic 
dermatoses,  it  should  be  borne  in  mind  that  the  skin  is  more  liable  to  become  sensitized  to 
many  substances,  including  neomycin  Tbe  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching;  it  may  be  manifest  simply 
as  a failure  to  beat  During  long-term  use  of  neomycin-containing  products,  periodic  exami- 
nation tor  such  signs  is  advisable  and  the  patient  should  be  told  to  discontinue  the  product 
if  they  are  observed  These  symptoms  regress  quickly  on  withdrawing  the  medication 
Neomycin-containing  applications  should  be  avoided  for  that  patient  therealter 


PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms,  including  fungi  Appropriate  measures 
should  be  taken  if  this  occurs 


Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
me  / North  Carolina  27709 


ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer  Articles 
in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin  Ototoxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section) 
Complete  literature  available  on  request  from  Professional  Services  Dept  PML 
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ibuprofen,  Upjohn 

600 mg  Tablets 


More 


Upjohn 


C 1961  The  ipicm  Comparv 


The  Upjohn  Company  • Kalamazoo,  Michigan  49001  USA 


J-9043-4  Xtt  198H 


DECREASED  TOTAL  WAKE  TIME  EVEN  AFTER  TWO  WEEKS  OF  THERAPY’ 


Secobarbital 
100  mg 


Methaqualone 
400  mg 


Chloral  hydrate 
1000  mg 


Ethchlorvynol 
500  mg 


DALMANE 
30  mg 


•p<001 

Adapted  Irom  Kales  A.  ef  a/:  J Clin 
Pharmacol  17: 207-213,  Apr  1977 


Glutethimide 
500  mg 


WITH  AN  UNSURPASSED  RECORD 
OF  EFFICACY  AND  SAFETY 


The  efficacy  of  Dalmane  (flurazepam  HCI/Roche)  has 
been  documented  in  185  studies  involving  9141  pa- 
tients suffering  from  one  or  more  of  the  three  major 
forms  of  insomnia-difficulty  falling  asleep,  staying 
asleep  and  sleeping  long  enough.2 

Relative  safety  was  demonstrated  in  a large  study  of 
2542  hospitalized  medical  patients.  Only  3.1%  of 
these  patients  reported  adverse  reactions-predomi- 
nantly  unwanted  residual  drowsiness.  None  of  the 
reactions  were  considered  serious  by  attending 
physicians.3 

FOR  SLEEP  WITHIN  17  MINUTES2 
AND  NO  WORSENING  OF  SLEEP 
ON  DISCONTINUATION 

Rapid  sleep  induction,  within  17  minutes  on  average, 
sets  the  stage  for  insomnia  relief.  And,  after  discontinu- 
ation of  Dalmane  for  periods  ranging  up  to  14  nights, 
no  worsening  of  sleep  compared  with  baseline 
was  observed." 


provide  the  optimum  environment  for  the  onset  of 
natural  sleep.  If  hypnotic  therapy  is  required,  it  should 
be  given  for  the  shortest  time  at  the  lowest  effective 
dose  to  achieve  the  desired  goal. 

Consider  other  medications  the  patient  may  be  taking 
(including  alcoholic  beverages)  and  be  aware  of 
possible  drug  interactions.  Please  note  that  patients 
should  be  treated  for  underlying  physical  or  psycho- 
logical factors  before  therapy  with  a sleep  medication 
is  undertaken. 

DALMANEc 

flurazepam  HCI/Roche 

THE  STANDARD  OF  HYPNOTIC  EFFICACY 
FROM  THE  LEADER  IN  SLEEP  RESEARCH 


Should  insomnia  recur,  the  patient  may  require  guid-  / Dnruc\  Please  see  reverse  side  for  a summary 

: ance  in  setting  up  a regular  sleep  program  to  help  \nubnc/f  of  product  information. 
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SLEEP-SPECIFIC 

DALMANEc 

flurazepam  HCI/Roche 

One  15-mg  capsule  h.s. -recommended  initial  dosage 
tor  elderly  or  debilitated  patients. 

One  30-mg  capsule  h.s. -usual  adult  dosage 

(15  mg  may  suffice  in  some  patients) 

THE  STANDARD  FOR  HYPNOTIC  EFFICACY 
WITH  IMPORTANT  ADDED  BENEFITS 

• Well  tolerated3 

• No  chemical  Interference  with  many  commonly  ordered 
laboratory  tests,  including  triglycerides,  uric  acid,  glucose. 
SGOT.  alkaline  phosphatase  and  total  protein56  (See  adverse 
reactions  section  of  complete  product  information.) 

• Compatible  with  chronic  warfarin  therapy;  no  unacceptable 
fluctuation  in  prothrombin  time  reported'8 

UNLIKE  NONSPECIFIC  MEDICATIONS 
USED  FOR  SLEEP 

Tricyclic  antidepressants 

-which  are  not  sleep  specific,9  yet  are  sometimes  used  in 
nondepressed  patients  for  sleep 
-which  can  cause  transient  insomnia  in  the  elderly 
-which  can  require  careful  monitoring  in  cardiovascular 
patients’0 

-which  have  strong  anticholinergic  effects 

Antihistamines 

-which  are  not  reliable  sleep-inducing  agents" 

-which  may  produce  stimulation  instead 
-which  have  anticholinergic  effects" 

Major  tranquilizers 

-whose  side  effects  may  be  troublesome  for  nonpsychotic 
patients'2 

-where  tolerance  for  sedation  appears  rapidly’2 

Dalmane  does  not  cause  significant  worsening  of  sleep 
beyond  baseline  levels  upon  discontinuation.4 
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Before  prescribing,  please  consult  complete  product  information,  a 
summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  characterized  by  difficulty  in  falling 
asleep,  frequent  nocturnal  awakenings  and  or  early  morning  awakening:  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits;  in  acute  or  chronic 
medical  situations  requiring  restful  sleep.  Objective  sleep  laboratory  data  have 
shown  effectiveness  for  at  least  28  consecutive  nights  of  administration.  Since 
insomnia  is  often  transient  and  intermittent,  prolonged  administration  is  general 
not  necessary  or  recommended  Repeated  therapy  should  only  be  undertaken 
with  appropriate  patient  evaluation 

Contraindications:  Known  hypersensitivity  to  flurazepam  HCI;  pregnancy 
Benzodiazepines  may  cause  fetal  damage  when  administered  during  pregnancy 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  An  additive  effect  may  occur  if  alcohol  is  consumed 
the  day  following  use  for  nighttime  sedation  This  potential  may  exist  for  several 
days  following  discontinuation  Caution  against  hazardous  occupations  requiring 
complete  mental  alertness  (e  g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may  occur  the  day  following 
ingestion.  Not  recommended  for  use  in  persons  under  15  years  of  age 
Though  physical  and  psychological  dependence  have  not  been  reported  on 
recommended  doses,  abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for  a prolonged  period  of 
time  Use  caution  in  administering  to  addiction-prone  individuals  or  those  who 
might  increase  dosage 

Precautions:  In  elderly  and  debilitated  patients,  it  is  recommended  that  the 
dosage  be  limited  to  15  mg  to  reduce  risk  of  oversedation,  dizziness,  confusion 
and  or  ataxia  Consider  potential  additive  effects  with  other  hypnotics  or  CNS 
depressants  Employ  usual  precautions  in  severely  depressed  patients,  or  in 
those  with  latent  depression  or  suicidal  tendencies,  or  in  those  with  impaired 
renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lightheadedness,  staggering,  ataxia 
and  falling  have  occurred,  particularly  in  elderly  or  debilitated  patients  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably  indicative  of  drug 
intolerance  or  overdosage,  have  been  reported  Also  reported:  headache, 
heartburn,  upset  stomach,  nausea,  vomiting,  diarrhea,  constipation,  Gl  pain, 
nervousness,  talkativeness,  apprehension,  irritability,  weakness,  palpitations, 
chest  pains,  body  and  joint  pains  and  GU  complaints  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating,  flushes,  difficulty  in 
focusing,  blurred  vision,  burning  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  salivation,  anorexia, 
euphoria,  depression,  slurred  speech,  confusion,  restlessness,  hallucinations, 
and  elevated  SGOT  SGPT  total  and  direct  bilirubins,  and  alkaline  phosphatase, 
and  paradoxical  reactions,  e g.,  excitement,  stimulation  and  hyperactivity 

Dosage:  Individualize  for  maximum  beneficial  effect. 

Adults:  30  mg  usual  dosage:  15  mg  may  suffice  in  some  patients.  Elderly  or 
debilitated  patients:  15  mg  recommended  initially  until  response  is  determined 
Supplied:  Capsules  containing  15  mg  or  30  mg  flurazepam  HCI 
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JOHN  S.  LATTA  LECTURESHIP 

The  purpose  of  this  Editorial  is  to  publicize 
more  widely  the  upcoming  first  John  S.  Latta 
Lectureship,  sponsored  by  the  University  of 
Nebraska  College  of  Medicine  Alumni  Associ- 
ation. The  first  speaker  will  be  Renato 
Dulbecco,  M.D.,  Distinguished  Research  Pro- 
fessor at  The  Salk  Institute,  San  Diego, 
California.  He  is  a Nobel  prize  winner  (1975  in 
medicine),  and  scheduled  to  speak  at  the 
University  of  Nebraska  Medical  Center  on 
Wednesday  and  Thursday,  March  24-25,  1982. 

This  lectureship  is  being  held  to  com- 
memorate the  life  and  dedication  of  Dr.  John  S. 
Latta,  Professor  of  Anatomy,  Emeritus,  at  the 
University  of  Nebraska  College  of  Medicine. 
Dr.  Latta  was  born  in  1895  in  North  Tona- 
wanda,  New  York,  where  he  grew  up.  After 
receiving  his  A.B.  degree  in  1916  from  Miami 
University  in  Ohio,  he  entered  Cornell  Univer- 


sity, from  which  he  received  his  Ph.D.  in 
histology  and  embryology  in  1920. 

In  September  of  1921,  Dr.  Latta  began  his 
long  and  illustrious  teaching  career  at  the 
University  of  Nebraska  College  of  Medicine  as 
Assistant  Professor  in  Anatomy.  He  became 
Associate  Professor  in  1925,  and  full  Professor 
in  1928,  then  Professor  and  Secretary  of  the 
Department  in  1930,  followed  by  Professor 
and  Chairman  of  the  Department  of  Anatomy 
from  1941  to  1961.  From  1961  through  his 
retirement  in  1966,  Dr.  Latta  taught  part-time, 
conducted  research  and  advised  graduate 
students.  During  the  1966  commencement  of 
the  University  of  Nebraska  College  of  Medi- 
cine, Dr.  Latta  was  cited  for  his  distinguished 
service  to  medicine. 

I’m  sure  many  Nebraska  physicians  will  want 
to  take  advantage  of  this  opportunity  of 
hearing  a Nobel  prize  winner  and  speaker  the 
stature  of  Dr.  Dulbecco. 
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Special  Article: 

Surgical  Research  and  Duodenal  Ulcer 


PART  I 

SOME  years  ago  a distinguished 
scientist  asked  me,  “What  is 
surgical  research?”  I took  no 
offense  because  surgical  research  tends  to 
suffer  a little  from  not  being  clinical  enough  for 
the  clinician  and  not  sufficiently  scientific  to 
meet  the  demands  of  the  basic  scientist.  Today 
I have  no  intention  of  defending  surgical 
research:  indeed,  I would  not  be  perturbed  if 
the  term  was  abandoned  because  I regard 
medical  science  as  one  and  indivisible  and 
separation  into  compartments  according  to 
discipline  can  be  detrimental  to  the  whole. 

However,  I am  convinced  that  the  surgeon 
has  a role  in  medical  research,  that  his 
opportunities  are  unique,  and  that  he  has  a 
continuing  and  important  contribution  to  offer. 
I hope  to  persuade  you  of  the  validity  of  this 
claim  by  reviewing  some  surgical  contributions 
to  duodenal  ulcer  research  in  the  second  half  of 
this  century  and  to  do  so,  not  by  reviewing  the 
literature  and  work  of  others,  but  by  relating  — 
quite  immodestly  — my  own  personal  involve- 
ment in  the  quest  of  better  patient  manage- 
ment. And  so,  almost  all  the  studies  and  data 
which  I will  present  have  originated  in  the 
University  Department  of  Surgery  in  Glasgow 
or  from  a sister  Department  in  the  University 
of  Sheffield  where  I was  Professor  for  a period 
of  six  years  from  1958  until  1964.  Inevitably, 
this  means  that  my  lecture  will  include  matters 
on  which  I may  have  spoken  or  w-ritten  before 
— I make  my  apology  now;  it  also  means  that  I 
am  merely  the  spokesman  for  a large  number 
of  young  men  with  whom  it  has  been  my 
privilege  to  work. 

Duodenal  Ulcer  Surgery  in  the  1920’s 
and  1930’s 

In  order  to  present  a baseline  let  me  take 
you  back  to  the  decade  immediately  after  the 
First  World  War.  At  this  time  partial  gas- 
trectomy was  in  regular  use  for  duodenal  ulcer 
in  continental  clinics  but,  still  under  the 
influence  of  Moynihan  of  Leeds,  gastroje- 
junostomy remained  the  operation  of  choice 
for  at  least  another  decade  in  Britain  and  in  the 


University  of  Nebraska:  College  of  Medicine 
Alpha  Omega  Alpha  Convocation  Lecture 
Presented  May  6.  1981 

SIR  ANDREW  WATT  KAY 
Regius  Professor  of  Surgery 
The  University  of  Glasgow 
Scotland 

USA.  Let  us  admit  that  at  this  time  surgeons 
(anatomically  orientated)  were  performing  par- 
tial gastrectomy  for  the  wrong  reasons,  be- 
lieving that  in  removing  the  distal  half  of  the 
stomach  they  were  removing  a major  part  of 
the  acid  secreting  mucosa.  The  undoubted 
success  of  the  operation  was  in  fact  due  in 
large  measure  to  the  removal  of  the  gastrin- 
secreting  antral  mucosa.  Similarly,  the  basis 
for  performing  gastrojejunostomy  was  not  a 
physiological  one  but  rested  in  the  simple 
concept  that  the  duodenal  ulcer  would  heal  if 
the  gastric  contents  were  made  to  bypass  the 
duodenum  and  so  “rest  the  ulcer”;  this 
operation  does  not  influence  the  output  of  acid 
or  pepsin. 

This  then  was  the  state  of  affairs  when  I was 
first  appointed  as  a young  surgeon  to  the 
Department  of  Surgery  in  Glasgow  shortly 
after  Sir  Charles  Illingworth  had  become 
Regius  Professor.  Looking  back,  the  early 
1940’s  was  a watershed.  Prior  to  this  time 
surgeons  had  continued  to  reap  the  benefits  of 
Lister's  banishment  of  the  spectre  of  sepsis 
and  their  interest  was  fixed  almost  entirely  on 
the  operation  itself  so  that  the  art  was  glorified 
but  science  denied.  However  a change  was 
taking  place  and  the  advent  of  a new  era  in 
surgery  — “the  physiological  era”  — was 
emerging  as  surgeons  became  convinced  that 
the  use  of  the  scientific  method  for  the 
advancement  of  surgery  is  in  the  best  interest 
of  patient  care.  From  then  onwards  the 
Glasgow  group  has  made  some  faltering  steps 
towards  a better  understanding  of  the  as  yet 
incompletely  solved  problem  of  peptic  ulcer 
disease.  The  remainder  of  my  lecture  will 
consist  of  reporting,  in  retrospect,  selected 
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studies  which  may  illustrate  surgical  involve- 
ment in  medical  research. 

Critical  follow-up  of  patient  outcome 

The  controversy  on  the  relative  merits  of 
partial  gastrectomy  and  gastrojejunostomy  to 
which  I have  already  referred  continued 
because  the  protagonists  of  each  based  their 
arguments  on  clinical  impression.  Thus  Moy- 
nihan  acknowledged  a mortality  from  gastro- 
jejunostomy of  1 in  1000  and  a morbidity 
scarcely  any  higher;  having  re-operated  on 
several  of  his  failures  (and  doubtless  other 
surgeons  have  done  likewise)  we  instituted  a 
critical  follow-up  of  over  300  patients  who  had 
had  gastrojejunostomy  more  than  10  years 
previously,  the  majority  had  been  followed  for 
15  years,  and  some  for  as  long  as  20  years. 
Assessments  were  made  by  personal  interview 
by  a surgeon  who  had  not  been  involved  in  the 
treatment  of  these  patients  and,  despite  the 
passage  of  time,  he  was  able  to  trace  about 
80%  of  the  patients.  The  main  conclusions 
were:  (1)  while  50%  of  the  patients  continued 
to  have  an  excellent  result  the  other  50%  had  a 
recurrent  ulcer  problem;  (2)  the  majority  of 
recurrent  ulcers  had  developed  within  the  first 
3 years  of  operation;  and  (3)  contrary  to  a 
belief  current  at  that  time  the  presence  of 
pyloric  stenosis  provided  no  protection  against 
the  development  of  a recurrent  ulcer.  An 
operation  which  allows  a 50%  recurrent  ulcer 
rate  is  clearly  unacceptable  and  since  that  time 
gastrojejunostomy  began  to  be  regarded  less 
as  an  operation  than  as  a disease! 

The  advent  of  vagotomy 

By  the  early  1940’s  it  was  appreciated  that 
the  main  objective  of  surgical  treatment  (as  of 
medical  treatment)  of  duodenal  ulcer  was  the 
control  of  gastric  acid  secretion;  accepting  the 
pioneering  work  of  Pavlov,  the  importance  of 
the  vagal  drive  on  the  acid  secreting  cells  of  the 
stomach  was  recognized.  The  credit  goes  to 
Lester  Dragstedt  for  his  beautiful  experi- 
mental studies  leading  to  his  major  paper  in 
the  Archives  of  Surgery  in  1945  describing  the 
use  of  truncal  vagotomy  as  a physiological 
operation  for  duodenal  ulcer.  We  in  Glasgow 
had  performed  6 operations  to  interrrupt  vagal 
pathways  prior  to  the  publication  of  this  paper 
but  since  the  procedure  was  of  an  experi- 
mental character  we  had  operated  on  six 
patients  only  and  decided  to  follow  them  up 
carefully  before  reporting.  Opportunity  was 


also  taken  in  this  experiment  in  man  to  study 
not  only  the  clinical  results  but  also  the  effects 
of  the  operation  on  gastric  movements  and  on 
gastric  secretion.  Gastric  motility  was  studied 
by  means  of  a balloon  in  the  stomach 
connected  with  a tambour  recording  on  a 
kymograph  drum  — a very  unsophisticated 
technique  when  compared  with  those  available 
for  the  study  of  gastric  emptying  today. 
However,  it  was  sufficient  to  show  that 
vagotomy  had  a pronounced  effect  in  reducing 
the  gastric  motility  from  the  high  amplitude 
rhythmic  contractions  to  a state  of  almost 
complete  immobility;  there  is  little  doubt  that 
this  finding  is  largely  responsible  for  the  stasis 
which  led  Dragstedt  to  advise  the  addition  of  a 
drainage  procedure  to  truncal  vagotomy. 

Our  studies  on  acid  secretion  in  these 
patients  were  also  primitive;  a test  of  maximal 
acid  secretion  did  not  become  available  until 
1953.  However  we  were  able  to  show  a 
reduction  in  the  volume  of  night  secretion 
which  could  be  expected  to  be  beneficial  to 
ulcer  patients  who  frequently  experienced 
nocturnal  pain. 

Monitoring  of  the  adequacy  of  surgical 
operations  for  duodenal  ulcer 

Operations  used  in  the  surgical  treatment  of 
duodenal  ulcer  became  increasingly  based  on 
sound  physiological  principles  and,  as  the 
objective  was  to  control  gastric  acid  secretion, 
it  became  a responsibility  of  surgeons  to 
monitor  the  effects  of  the  operations  per- 
formed. Lord  Kelvin,  Professor  of  Natural 
Philosophy  in  Glasgow  University,  claimed 
that  “when  you  can  measure  what  you  are 
speaking  about  and  express  it  in  numbers  you 
begin  to  know  something  about  it”.  Our 
contributions  in  this  area  have  been  two  fold: 
firstly,  the  development  of  a test  of  maximal 
acid  secretory  capacity  (to  which  I will  refer 
now)  and,  secondly,  a modification  of  Hol- 
lander’s insulin  test  (to  which  I will  refer  later). 

Up  until  the  early  1950’s  tests  of  gastric  acid 
secretion  had  involved  the  use  of  such 
stimulants  as  gruel,  caffeine,  alcohol  etc.,  and 
had  taken  no  account  of  individual  suscep- 
tibility to  the  stimulus  and  in  all  cases  the 
stimulus  was  short  of  maximal.  In  consequence, 
the  results  of  a test  performed  on  the  same 
patient  on  different  occasions  were  at  con- 
siderable variance  and  so  the  stomach  began 
to  be  regarded  as  a somewhat  capricious 
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organ.  The  augmented  histamine  test,  pub- 
lished in  1953,  utilized  the  ability  of  a standard 
antihistamine  drug  to  prevent  the  undesirable 
systemic  effects  of  histamine  while  leaving 
undisturbed  its  action  on  acid  secretion,  and  so 
allowed  the  dose  of  histamine  to  be  increased 
sufficiently  to  elicit  a maximal  response  from 
the  parietal  cells.  The  test  gave  a high  degree 
of  reproducibility  and  the  beautiful  studies  by 
Card  and  Crean  confirmed  that  maximal  acid 
output  reflected  the  number  of  parietal  cells  in 
an  individual’s  gastric  mucosa.  The  augmented 
histamine  test  was  therefore  potentially  a 
useful  research  tool  and  we  used  it  to  try  to 
answer  the  following  question. 

Why  does  vagotomy  effect  a major 
reduction  in  the  maximal  acid  response 
to  histamine? 

By  this  time  there  was  clear  evidence  to 
show  that  section  of  the  vagus  nerves  in  man 
reduces  the  maximal  acid  output  to  histamine 
by  about  65-70%.  As  histamine  was  thought  to 
act  directly  on  the  acid  secreting  cells  of  the 
stomach,  this  reduction  demands  an  explana- 
tion. In  an  attempt  to  answer  this  question  four 
hypotheses  were  formulated  and  tested,  each 
by  a suitably  planned  experiment.  First,  the 
possibility  that  the  reduction  was  a non- 
specific effect  of  operation  was  examined  by 
performing  the  augmented  histamine  test 
(AHT)  before  and  after  a variety  of  non-gastric 
abdominal  operations.  The  results  were  uni- 
formly the  same,  namely,  that  operation  by 
itself  does  not  reduce  the  maximal  acid  output 
of  the  stomach. 

Secondly,  if  the  parietal  cells,  deprived  of 
vagal  innervation,  undergo  hypoplasia,  a grad- 
ual diminution  of  the  acid  output  in  the  post- 
operative period  would  be  expected.  The 
critical  experiment  was  to  perform  maximal 
acid  secretion  studies  on  each  day  after 
operation.  It  was  found  that  there  was  an 
immediate  drop  in  acid  output  on  the  first  day 
and  that  this  was  maintained  thereafter  — a 
finding  not  compatible  with  parietal  cell 
hypoplasia. 

Thirdly,  it  was  considered  that  the  parietal 
cells  may  be  rendered  less  responsive  to 
histamine  after  section  of  the  vagus  nerves  and 
so  larger  doses  of  histamine  were  given  than 
had  been  used  prior  to  operation;  this  failed  to 
restore  the  acid  output  to  preoperative  levels. 


Our  final  hypothesis  was  as  follows:  In  the 
presence  of  intact  vagi  acetyl  choline  is 
thought  to  be  released  continuously  in  small 
amounts  at  vagal  nerve  endings.  Does  this 
acetyle  choline  provide  a permissive  back- 
ground without  which  the  acid  - secreting  cells 
cannot  respond  fully  to  a given  stimulus  and  is 
thi^  mechanism  lost  after  vagotomy?  The 
hypothesis  was  studied  by  giving  patients,  who 
had  had  a pre-operative  AHT,  a similar  test 
after  operation  and,  on  a subsequent  day, 
repeating  the  test  with  the  addition  of  a 
continuous  intravenous  infusion  of  an  active 
cholinergic  agent  (Mecholyl)  in  a dose  rate  of 
0.2  mg  per  minute.  In  control  experiments  the 
addition  of  Mecholyl  had  no  effect  on  the 
augmented  histamine  response  of  the  intact 
stomach;  in  contrast,  the  addition  of  this 
cholinergic  stimulus  to  a maximal  dose  of 
histamine  in  patients  after  section  of  the  vagus 
nerves  restored  the  acid  output  almost  to  pre- 
vagotomy levels. 

These  results  support  the  view  that  the 
reduction  in  maximal  acid  response  to  hista- 
mine after  division  of  the  vagus  nerves  is  due 
to  the  withdrawal  of  the  permissive  cholinergic 
background  level  of  stimulation.  It  is  en- 
couraging that  this  is  in  line  with  current 
thinking. 


MAO  gradient  in  peptic  ulcer  disease 

Data  gradually  accumulated  on  the  results  of 
AHT’s  in  patients  with  peptic  ulcer  at  different 
sites  and  eventually  it  was  possible  to  demon- 
strate what  is  now  well  recognized,  namely,  the 
rising  maximal  acid  output  as  the  ulcer  site 
moves  from  high  on  the  stomach  to  the  first 
part  of  the  duodenum.  Although  of  consider- 
able physiological  interest  the  value  of  the 
AHT  in  diagnosis  is  limited:  the  range  of 
responses  in  patients  with  different  gastric 
disorders  is  such  that  there  is  a considerable 
overlap.  In  any  event,  today,  diagnosis  by 
endoscopy  and  radiology  precludes  the  need 
for  acid  secretory  studies  in  diagnosis. 

The  augmented  histamine  test  has  had  its 
brief  day;  pentagastrin,  with  its  minimal  side 
effects,  replaced  histamine  as  the  stimulus  and 
was  soon  shown  by  multicentre  trials  to 
produce  the  same  value  for  MAO  and  to  have 
the  same  reproducibility  as  an  augmented  dose 
of  histamine. 
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Hemi-gastric  exclusion  in  the  treatment 
of  duodenal  ulcer 

I can  lay  no  claim  to  being  an  innovator  of 
surgical  operations;  I made  a single  venture 
into  this  area  and  it  was  a total  failure,  save  in 
so  far  as  it  provided  an  opportunity  to  add  to 
our  gradually  developing  knowledge  of  gastric 
physiology  particularly  in  relation  to  the 
function  of  the  gastric  antrum  in  man. 

By  1954  vagotomy  had  not  yet  secured  its 
position  in  the  treatment  of  duodenal  ulcer; 
partial  gastrectomy  was  still  the  operation  of 
choice.  However,  in  the  hands  of  even  the  most 
experienced  surgeons  this  operation  had  a 
mortality  rate  of  at  least  3%.  The  danger  point 
in  the  operation  usually  related  to  the  safe 
closure  of  the  duodenum  particularly  where 
the  ulcer  was  massive  and  penetrating.  In  an 
endeavor  to  overcome  this  danger  Devine 
recommended  that  the  distal  line  of  section  in 
gastrectomy  should  be  through  the  pyloric 
antrum  where  a safe  closure  could  readily  be 
obtained.  The  operation  was  safer  but  the 
incidence  of  recurrent  ulcer  rose  so  sharply 
that  the  procedure  was  soon  condemned.  It 
was  of  interest  that  several  reports  appeared 
indicating  that  excision  of  the  antral  pouch 
invariably  produced  a prompt  and  permanent 
healing  of  the  stomal  ulcer  indicating  that  the 
pyloric  antrum  had  in  some  way  played  a 
crucial  role  in  its  development.  Could  it  be  that 
the  antrum  was  in  some  way  stimulating  the 
output  of  acid  gastric  juice? 

Today  gastrin  has  been  isolated,  synthesized 
and  chemical  analogues  prepared  but  at  that 
time  we  had  just  gained  the  final  proof  (first 
through  the  work  of  Ivy  and  later  of  Dragstedt 
and  his  colleagues  in  1951)  that  the  pyloric 
antrum  was  the  site  of  formation  of  a hormone 
able  to  stimulate  acid  secretion.  Of  particular 
interest  to  me  was  the,  at  that  time,  hot  news 
from  dog  studies  that  acid  inhibited  the  release 
of  the  antral  hormone.  In  the  light  of  this 
evidence  I decided  to  exclude  not  the  antrum 
alone,  but  half  of  the  stomach  in  the  expecta- 
tion that  the  cuff  of  acid-secreting  mucosa 
attached  to  the  antrum  would  inhibit  the 
hormonal  phase  of  acid  secretion  and  so 
prevent  gastrojejunal  ulceration  almost  always 
encountered  after  the  pyloric  exclusion  pro- 
cedure. 

The  operation  was  simple  and  differed  from 
gastrectomy  in  that  direct  surgical  attack  on 


the  ulcer  was  avoided  and  stomach  was  not 
resected.  The  stomach  was  divided  horizontal- 
ly at  about  its  mid  point  and  a biopsy  was 
taken  to  ascertain  the  presence  of  ample  acid 
secreting  cells  in  the  mucosa  of  the  distal 
segment.  The  cut  end  of  the  distal  pouch  was 
closed  in  layers,  and  an  antecolic  gastrojejunal 
anastomoses  made  between  the  cut  end  of  the 
proximal  gastric  segment  and  the  side  of  a loop 
of  jejunum.  Because  of  its  experimental  nature 
the  operation  was  confined  to  20  patients,  all 
of  whom  made  a good  recovery  from  this 
simple  procedure.  However  9 patients  de- 
veloped massive  gastrojejunal  ulcers  within  30 
months  of  operation.  By  good  fortune,  and  by 
grasping  an  opportunity  which  presents  es- 
pecially to  surgeons,  it  was  possible  to 
determine  the  reasons  for  failure.  A temporary 
antrostomy  had  been  done  in  3 patients  in 
whom  free  emptying  of  the  distal  pouch  was 
considered  to  be  endangered  because  of 
massive  oedema  around  the  duodenal  ulcer: 
this  allowed  studies  to  be  made  on  the  antral 
pouch  during  the  10  days  immediately  after 
operation.  It  was  found  that  the  fluid  was 
invariably  heavily  bile-stained  and  usually 
contained  recognizable  or  partly  digested  food. 
Furthermore,  4-hour  sampling  of  the  antral 
content  showed  that  the  pH  rarely  fell  below 
8.0  whereas  the  pH  which  we  had  hoped  to 
achieve  (based  on  the  dog  studies)  should  have 
been  of  the  order  of  1.5.  It  was  clear  therefore 
that,  far  from  inhibiting  antral  activity  the 
optimal  conditions  had  been  produced  for 
hvperfunction  of  the  antrum  — the  presence  of 
food  which  is  an  excellent  stimulus  for  the 
release  of  the  antral  hormone,  provided  it  is 
acting  in  an  alkaline  environment. 

As  our  knowledge  of  the  physiology  of  the 
gastric  antrum  was  at  that  time  based  on 
experimental  evidence,  opportunity  was  taken 
to  make  studies  in  man.  We  were  able  to 
demonstrate  that  in  addition  to  food,  alcohol 
and  distention  of  the  antrum  caused  an 
increased  output  of  acid  from  the  proximal 
gastric  pouch.  Of  greater  interest  was  a series 
of  observations  planned  to  determine  the 
influence  of  pH  within  the  antrum  on  gastric 
acid  secretion.  Perfusion  at  pH  7.5  did  not 
influence  spontaneous  acid  secretion  whereas 
perfusion  at  pH  1.5  caused  a rapid  complete 
reduction  of  the  acid  output  from  the  gastric 
remnant.  Of  special  interest,  as  an  indication 
of  the  potency  of  this  antral  inhibitory 
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mechanism,  was  the  finding  that  while  per- 
fusion of  the  antrum  at  Ph  7.5  permitted  a full 
maximal  acid  output  to  the  augmented  hista- 
mine test,  perfusion  at  pH  1.5  effected  a 
marked  reduction  in  this  response.  The  final 
experiment,  performed  with  the  object  of  cur- 
ing the  patient's  stomal  ulcer,  was  to  excise  the 
distal  pouch  and  measure  the  effect  of  this 
single  factor  on  maximal  acid  output;  the  mean 
reduction  in  our  group  of  patients  was  of  the 
order  of  65%.  It  had  previously  been  shown 
that  the  reduction  from  truncal  vagotomy  was 
of  the  same  order.  The  finding  that  removal  of 
either  of  the  main  drives  on  acid  secretion, 
hormonal  or  vagal,  reduces  the  MAO  by  well 
over  50%  provided  evidence  in  man,  in 
keeping  with  the  view  expressed  by  Uvnas  a 
few  years  earlier  from  his  dog  studies,  that  the 
vagus  acts  in  part  by  stimulating  the  release  of 
gastrin  i.e.  the  hormonal  and  nervous  phases  of 
gastric  acid  secretion  are  interdependent.  In 
later  studies  we  were  able  to  show  that 
antrectomy  with  vagotomy  reduces  the  maxi- 
mal acid  output  of  the  stomach  by  at  least 
90%. 

Controlled  Surgical  Trials  in 
Duodenal  Ulcer 

The  number  and  variety  of  operations 
advocated  as  surgical  treatment  for  duodenal 
ulcer  is  clear  evidence  that  the  ideal  operation 
has  not  been  found.  Each  in  turn  has  had  a 
vogue  but,  as  the  defects  of  each  became 
manifest  with  the  passage  of  time,  other 
contenders  appeared  on  the  scene  and  the 
choice  of  operation  continues  to  be  debated 
vigorously  and  opinion  remains  divided.  Clini- 
cal follow-up  of  each  operation  on  its  own  is 
not  enough;  an  unbiased  assessment  of  the 
value  of  various  operations  can  best  be  made 
through  carefully  controlled  prospective  trials. 

The  principle  of  controlled  trials  had  been 
accepted  for  many  years  in  relation  to  drug 
evaluations  but  it  was  not  until  the  mid  1950’s 
that  it  was  adopted  by  surgeons.  The  essential 
requirements  of  such  trials  are  (1)  the  criteria 
for  inclusion  must  be  clearly  defined;  (2) 
allocation  to  the  different  procedure  groups 
must  be  entirely  by  random  selection;  (3)  the 
technique  of  the  operative  procedures  should 
be  standardized  and,  wherever  possible,  actual 
measurements  should  be  made  at  the  time  of 
operation;  (4)  there  must  be  an  escape  clause; 
(5)  pre-operative  and  post-operative  manage- 


ment and  assessment  should  be  standardized; 
(6)  finally,  the  follow-up  assessment  should  be 
made  by  an  unbiased  observer. 

The  best  known  trial  of  surgical  operations 
for  duodenal  ulcer  is  undoubtedly  the  Leeds  - 
York  trial  which  was  begun  in  1959.  However, 
the  record  shows  that  the  first  controlled  trial 
to  measure  up  to  these  severe  criteria  was 
started  in  the  Western  Infirmary,  in  Glasgow, 
in  1955.  The  operations  under  evaluation  were 
sub-total  Polya  gastrectomy  and  truncal 
vagotomy  with  drainage.  The  results  in  male 
patients  at  8 or  more  years  after  operation 
were  assessed  and  reported  in  1968.  Of  107 
patients  available  for  study  56  had  partial 
gastrectomy  and  51  had  vagotomy  with  gastro- 
jejunostomy; the  groups  were  comparable  with 
regard  to  age,  height,  weight  and  duration  of 
follow-up. 

Medical  evaluation  of  clinical  outcome  was 
slightly  in  favor  of  vagotomy  with  drainage  but 
the  difference  was  not  significant;  the  patients, 
given  a simple  grading  from  which  to  choose, 
gave  their  own  evaluation  of  the  operation,  and 
here  again,  the  advantage  in  favor  of  vagotomy 
was  marginal.  A similar  advantage  for  vagot- 
omy was  found  in  a detailed  haematological 
study  of  the  patients.  There  was,  however,  a 
slightly  higher  incidence  of  episodic  diarrhoea 
after  vagotomy  and  at  that  time  we  felt  that  it 
would  be  important  to  gain  information  on  the 
choice  of  drainage  procedure  to  be  used;  this 
has  been  done  in  a subsequent  trial,  the  results 
of  which  have  shown  that  there  was  little  to 
choose  between  pyloroplasty  and  gastrojejun- 
ostomy in  relation  to  the  incidence  of  diar- 
rhoea or  any  other  sequelae  save  for  bilious 
vomiting  which  occurred  almost  exclusively  in 
the  patients  who  had  gastrojejunostomy. 

Monitoring  completeness  of  vagotomy. 

Vagotomy  steadily  increased  in  popularity 
and  so  there  became  a need  for  a reliable 
means  of  determining  that  total  section  of  the 
vagus  pathways  had  been  achieved.  Following 
the  teaching  of  Hollander  we  began  by  using 
the  acid  response  over  a 2-hour  period 
following  a single  intravenous  injection  of  20 
units  of  regular  insulin  as  an  index  of 
completeness,  taking  an  increase  in  acid 
concentration  of  more  than  20  mEq  per  litre  as 
an  indication  of  incomplete  denervation.  To 
gain  some  idea  of  the  incidence  of  incomplete 


48 


Nebraska  Medical  Journal  March  1982 


nerve  section  we  reviewed  several  reported 
series  of  post-vagotomy  insulin  tests,  including 
our  own,  and  found  that  33%  of  patients  had  a 
positive  repsonse  and  would  seem  to  have  had 
incomplete  division  of  the  vagus  nerves.  If  this 
was  a true  reflection  of  surgical  endeavor  it 
provided  a formidable  argument  against  the 
routine  use  of  an  operation  which  was  begin- 
ning to  show  encouraging  clinical  results.  And 
so,  we  considered  the  possibility  that  Hol- 
lander’s criteria,  though  physiologically  sound, 
were  perhaps  clinically  too  strict.  By  this  time 
we  had  learned  that  a good  vagotomy  reduced 
the  MAO  by  about  65%  and  so  we  compared 
the  percentage  reduction  in  the  MAO  against 
the  insulin  response.  We  found  that  a negative 
insulin  response  was  associated  with  a mean 
reduction  of  about  65%;  a positive  response 
within  1 hour  of  the  insulin  injection  was 
associated  with  a reduction  of  only  20%;  when 
the  insulin  test  became  positive  during  the 
second  hour  after  insulin  injection  the  MAO 
reduction  was  of  the  order  of  50%.  In  the 
following  years  we  related  these  results  to  the 
incidence  of  recurrent  ulceration  and  were 
able  to  show  that  a positive  insulin  response 
within  the  first  hour  was  associated  with  a high 
incidence  of  recurrent  ulcer,  a positive  re- 
sponse within  the  second  hour  with  a greatly 
reduced  risk  of  recurrent  ulcer,  and  a negative 
response  with  a very  low  risk  of  recurrent 
ulcer. 

It  had  always  been  our  custom  to  do  the 
post-operative  insulin  test  prior  to  the  pa- 
tient’s discharge  from  hospital  i.e.  within  2 
weeks.  Through  the  years  some  of  our  patients 
returned  with  recurrent  ulcer  and  a repeat 
insulin  test  indicated  that,  on  occasion,  a 
negative  insulin  response  had  changed  to  a 
positive  response.  We  therefore  considered 
the  question  of  when  the  conversion  of  the 
response  took  place  and  studied  it  by  per- 
forming serial  insulin  tests  at  approximately  2 
monthly  intervals  in  a series  of  44  patients 
during  the  first  year  after  vagotomy  with 
drainage.  Findings  of  this  study  showed  that 
conversion  from  a negative  to  a positive 
response  occurs  almost  invariably  within  the 
first  six  months  after  the  operation.  Although 
this  finding  supports  the  view  that  the  best 
time  for  determining  the  insulin  response  is 
around  6 months  after  vagotomy,  our  ex- 
perience over  a large  number  of  such  opera- 
tions is  that  the  immediate  post-operative  test, 


readily  obtained  while  the  patient  is  still 
“captive”,  is  a good  indication  of  the  risk  of  a 
patient  developing  recurrent  ulcer  and,  of 
equal  importance,  it  is  an  excellent  means  of 
testing  the  technical  efficiency  of  a surgeon’s 
performance  of  the  operation. 

The  early  post-operative  period  — the 
surgeon’s  responsibility  to  minimize 
discomfort  and  the  risk  of  complications. 

Patients  frequently  have  a greater  fear  of  the 
post-operative  discomforts  than  of  the  opera- 
tion itself,  and  this  applies  very  much  to 
patients  proceeding  to  gastric  surgery.  Gastric 
decompression  with  planned  replacement  of 
fluid  and  the  electrolyte  was  almost  standard 
practice  but  it  carried  several  disadvantages: 
intravenous  infusion  alarms  some  patients  and 
discomfort  from  the  naso-gastric  tube  is 
complained  of  by  many.  The  risk  of  post- 
operative chest  complications  is  increased  in 
two  ways:  the  presence  of  a tube  in  the 
nasopharynx  discourages  coughing,  and  the 
infusion  and  aspiration  equipment  anchors  the 
patient  to  his  bed  and  limits  movement. 
Intravenous  therapy  may  also  cause  painful 
vein  thrombosis.  Finally,  injury  to  the  larynx 
and  stricture  of  the  lower  oesophagus  can 
result  from  gastric  intubation.  And  so  we  asked 
the  question  “is  the  regime  of  gastric  de- 
compression and  intravenous  therapy  neces- 
sary?” One  approach  was  to  plan  a controlled 
study,  randomizing  patients  to  one  or  other 
regime.  However  it  seemed  to  us  that  the 
better  approach  was  to  try  and  answer  three 
questions  in  patients  having  vagotomy  and 
drainage:  (1)  is  gastric  motor  activity  reduced 
and  gastric  emptying  delayed  to  an  extent  that 
requires  decompression?  (2)  is  intravenous 
replacement  necessary  or  can  the  small  in- 
testine absorb  and  transmit  fluid  and  elec- 
trolyte within  a reasonable  time  after  operation? 
(3)  Finally,  would  the  answers  to  these 
questions  be  capable  of  translation  into  clinical 
practice? 

In  studies  of  gastric  motility  a radio-pill  was 
stitched  to  the  gastric  mucosa  with  a single 
catgut  stitch  to  ensure  its  retention  within  the 
stomach  for  a few  days  after  operation;  this 
was  done  prior  to  completion  of  the  drainage 
procedure  and  so  did  not  require  a separate 
incision  in  the  gastric  wall.  Control  studies 
were  made  in  a few  patients  who,  for  one 
reason  or  another,  justified  either  pyloroplasty 
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or  gastrojejunostomy  without  nerve  section. 
The  mean  duration  of  inhibition  of  motility 
after  vagotomy  was  36  hours  compared  with 
only  8 hours  in  the  control  group  — evidence 
which  supports  the  need  for  gastric  aspiration 
during  the  first  2 days  after  vagotomy. 

In  a study  of  the  effects  of  vagotomy  on  the 
small  bowel  movement  in  man  we  used  the 
same  radio-telemetering  capsule  to  give  a 
continuous  record  of  small  bowel  pressure 
changes  beginning  immediately  after  the  end 
of  the  operatoin.  The  capsule  was  placed  at  the 
duodeno-jejunal  flexure  and  recording  was 
started  as  soon  as  the  patient  had  been 
returned  to  the  ward.  Control  studies  were 
again  made.  Although  small  bowel  movement 
took  longer  to  return  after  vagotomy  than  in 
the  control  group,  the  main  interest  lay  in  the 
brevity  of  the  period  of  complete  inhibition 
(mean  duration  — 10.2  hours).  This  evidence 
of  a transient  effect  was  supported  by  the 
finding  that  transit  time,  as  judged  by  the  time 
taken  for  excretion  of  the  capsule,  in  both  test 
and  control  groups  was  almost  identical.  From 
the  physiological  viewpoint  these  results 
showed  that  small  bowel  motor  activity  de- 
pends more  on  intrinsic  nerve  mechanisms 
mediated  through  the  myenteric  nerve  plexuses 
of  Auerbach  and  Meisner  than  on  the  influence 
of  extrinsic  nerves.  Furthermore  it  showed  that 
introduction  of  fluid  and  electrolyte  beyond 
the  pylorus  would  obviate  the  need  for 
intravenous  replacement  therapy  provided  the 
small  bowel  was  able  to  exert  its  absorptive 
function  soon  after  vagotomy;  information  on 
this  question  was  sought  in  the  following  way. 

The  urinary  excretion  of  D-xylose  (mono- 
saccaride)  after  oral  administraton  is  a meas- 
ure of  total  intestinal  absorption  provided 
renal  function  is  normal.  The  sodium  salt  of 
jl  ll  (electrolyte)  can  be  used  to  estimate  the 
total  electrolyte  absorption  since  its  urinary 
excretion  can  be  raised  to  high  levels  by 
flooding  the  body  with  non-radioactive  iodine 
which  also  serves  to  block  uptake  of  the 
isotope  by  the  thyroid  gland.  In  all  tests,  before 
operation  and  at  18-hours  after  vagotomy,  the 
test  solution  was  delivered  directly  into  the 
second  part  of  the  duodenum  so  as  to  avoid  the 
effects  of  possible  differences  in  the  rate  of 
gastric  emptying.  We  found  that  a substantial 
degree  of  absorption  of  both  simple  sugars  and 
electrolyte  occurred  at  18  hours  after  division 


of  the  vagus  nerves,  and  water  absorption  can 
be  assumed  to  be  correspondingly  good.  These 
findings  support  the  view  that  enteral  feeding 
would  be  a satisfactory  substitute  for  intra- 
venous feeding  in  the  early  postvagotomy 
period. 

In  the  light  of  these  findings  a catheter, 
similar  to  the  Foley  catheter,  was  devised 
which  would  provide  a means  of  gastric 
aspiration  and  at  the  same  time  permit  small 
bowel  feeding  after  vagotomy  with  drainage.  In 
this  way  the  use  of  a temporary  feeding- 
gastrostomy  tube  became  standard  practice  on 
my  Unit  in  Sheffield  and,  for  a time,  in 
Glasgow.  Patients  with  previous  experience  of 
gastric  surgery  acclaimed  this  change  in 
management  and  recalled  vividly  the  dis- 
comforts associated  with  a nasal  tube  and  an 
intravenous  drip.  Fortuitously,  an  indwelling 
gastric  catheter  is  not  without  its  uses  for  the 
study  of  gastric  acid  secretion  in  the  post 
vagotomy  period! 

I suggest  that  this  series  of  studies  shows 
both  the  surgeon’s  opportunity  and  respon- 
sibility: opportunity  was  taken  to  clarify  the 
influence  of  the  extrinsic  vagal  pathways  on 
gastric  movements,  on  the  movements  of  the 
small  intestine,  and  on  the  absorption  from  the 
small  intestine;  the  information  provided  was 
not  only  of  fundamental  physiological  interest 
but  led  to  changes  in  the  post-operative  care  of 
patients. 

The  challenge  of  the  unsatisfactory 
surgical  result. 

Partial  gastrectomy,  despite  its  good  record 
of  preventing  recurrent  ulceration,  had  a 
failure  rate  of  at  least  10%  due  to  such  effects 
as  weight  loss,  vomiting,  reduced  food  intake, 
dumping,  altered  bowel  habit,  and  various  less 
definite  symptoms.  Some  of  these  dissatisfied 
patients  continued  to  be  crippled  by  persistent 
ill  health  and  remained  rightfully  the  respon- 
sibility of,  and  a challenge  to,  surgeons. 
Frequent  referral  of  such  patients  in  the  mid 
1960’s  presented  an  opportunity  as  well  as  a 
challenge,  and  our  initial  approach  was  to 
study  each  patient  intensively  with  the  idea 
that  the  result  of  our  studies  would  enable  us 
to  select,  from  a number  of  recommended 
revisional  procedures,  the  one  which  might  be 
expected  to  give  greatest  benefit  for  each 
individual’s  complaint.  However,  systematic  en- 
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quiry  soon  revealed  that  most  patients  suf- 
fered from  two  or  more  distinct  complaints  so 
our  proposed  policy  of  selection  became 
irrelevant.  Our  second  approach  was  to  con- 
sider a single  operation  which  might  be 
expected  to  give  benefit  to  most  patients  with 
sequelae  after  gastrectomy,  and  jejunal  inter- 
position seemed  to  have  much  in  its  favor. 
First,  it  would  restore  as  nearly  as  possible  the 
normal  anatomy  of  the  upper  gastrointestinal 
tract.  Secondly,  the  duodenal  bypass  resulting 
from  Polya  gastrectomy  is  known  to  impair  the 
secretion  of  the  pancreatic  juice,  the  discharge 
of  bile,  and  the  mixing  of  these  juices  with 
ingested  food;  this  factor  also  should  be 
improved  by  jejunal  interposition.  Thirdly,  the 
duodenum  after  Polya  gastrectomy  becomes  a 
potential  blind  loop  which  could  encourage 
bacterial  colonisation  and  lead  to  a fully 
developed  blind  loop  syndrome;  the  potential 
blind  loop  would  be  eliminated  by  the  pro- 
posed operation.  Finally,  although  proof  is 
lacking,  the  interposed  segment  of  jejunum 
may  increase  the  capacity  of  the  gastric 
reservoir  (thus  benefiting  the  “small  stomach” 
syndrome)  and  reduce  the  rate  of  entry  of 
ingested  food  into  the  small  intestine  (a 
recognized  mechanism  in  the  production  of 
dumping). 

These  theoretical  arguments  in  favor  of 
jejunal  interposition  were  amply  justified  on 
the  basis  of  both  subjective  and  objective 
results.  We  reported  a series  of  33  consecutive 
patients  operated  upon  without  a death.  Of  21 
patients  followed  for  at  least  5 years,  18  have 
been  classified  as  “good  results”  in  that  they 
were  relieved  of  most  of  their  symptoms.  It  was 
also  shown  that  each  type  of  post-gastrectomy 
symptom  was  capable  of  relief  by  the  opera- 
tion. A reduction  in  the  excretion  of  fat  in  the 
faeces  occurred  in  10  of  12  patients  fully 
studied  before  and  after  operation,  and  further 
confirmation  of  nutritional  improvement  was 
provided  by  the  finding  that  all  but  1 patient 
conformed  to  a general  pattern  of  weight  gain 
which  was  maintained  throughout  the  follow- 
up period;  this  patient,  who  gained  weight 
initially,  illustrated  the  main  risk  of  jejunal 
interposition,  namely,  the  development  of  an 


ulcer  in  the  interposed  loop  of  jejunum  which  is 
particularly  susceptible  to  acid-peptic  diges- 
tion. It  is  therefore  mandatory  that  two  tests 
of  maximal  acid  secretion  be  performed  before 
deciding  to  do  the  operation;  if  the  pH  of  any 
sample  falls  below  5.0  vagotomy  should  be 
added  at  the  time  of  revisional  surgery. 

The  advent  of  antagonists. 

In  1952  when  we  were  developing  the 
augmented  histamine  test  I recall  the  fre- 
quency with  which  we  discussed  the  anomaly 
of  the  classical  antihistamines  (now  called  H* 
antagonists)  being  able  to  control  the  systemic 
effects  of  histamine  while  permitting  a full 
response  from  the  parietal  cells.  We  had  a “gut 
feeling”  that  herein  lay  the  key  to  the  control  of 
gastric  acid  secretion  but  we  had  neither  the 
wit  nor  the  techniques  to  find  it.  20  years  later, 
research  based  on  the  concept  that  more  than 
one  type  of  histamine  receptor  existed  led  to 
the  publication  in  Nature  of  a paper  describ- 
ing the  properties  of  a highly  specific  competi- 
tive antagonist  of  histamine  on  non-H^  tissue 
systems.  This  was  the  forerunner  of  Cimeti- 
dine.  The  release  of  this  drug  for  general  use  in 
the  UK  in  November,  1976  has  had  a dramatic 
impact  on  the  number  of  patients  coming 
forward  for  surgical  treatment  of  duodenal 
ulcer.  We  are  now  operating  on  patients  who 
have  failed  to  respond  to  Cimetidine  or,  more 
commonly,  having  had  one  or  more  good 
remissions  on  the  drug  have  relapsed  on 
treatment.  Nevertheless  we  now  have  a drug 
capable  of  controlling  to  a major  extent  the 
most  important  aggressive  factor  in  the  causa- 
tion of  duodenal  ulcer.  Another,  equally 
exciting,  form  of  therapy  may  be  through  the 
use  of  the  E2  prostaglandins  which,  while 
having  a modest  effect  on  controlling  acid 
secretion,  have  the  additional  action  of  correct- 
ing a weakness  in  defense  mechanisms  in  ulcer 
patients.  Combined  therapy  gives  hope  of 
fulfilling  the  words  of  my  countryman  born 
within  a few  miles  of  Glasgow  when  he  wrote, 
just  200  years  ago,  “The  last  part  of  surgery, 
namely,  operation,  is  a reflection  on  the  healing 
art;  it  is  like  an  armed  savaged  who  attempts  to 
get  that  by  force  which  a civilized  man  would 
get  by  strategy”  (John  Hunter). 
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ORIGINAL  ARTICLES 


A Stress  Counseling  Paradigm 
for  the  Nonpsychiatrist 


Abstract 

Situational  and  life  event  generated  stress 
reactions  have  been  found  to  be  correlated 
with  the  onset  or  exacerbation  of  pyschoso- 
matic  illnesses  and  psychiatric  problems. 
Frequently,  the  physician  is  in  a position  to 
identify  stressed  patients  and  to  help  them 
cope  with  their  stressors.  This  paper 
presents  a time-efficient  five-step  stress 
reduction  counseling  paradigm  which  can  be 
used  by  the  nonpsychiatric  physician  to  help 
patients  reduce  such  stress  reactions. 

THE  terms  stress  and  coping 
have  risen  from  the  level  of 
slang  to  that  of  professional 
jargon  over  the  past  two  decades.  Stress  is  a 
part  of  the  fabric  of  modern  day  life,  and  cannot 
be  avoided.  Physicians  are  frequently  in  a 
position  to  help  their  patients  identify  and 
cope  with  stresses.  However,  all  too  often, 
the  physician  feels  that  he  does  not  know 
how  to  help  his  stressed  patient,  or  that  he 
does  not  have  the  time  needed  to  undertake 
this  enterprise.  This  inability  to  deal  with 
the  stressed  patient  can  be  a stressor  to  the 
physician,  and  can  lead  to  an  avoidance  of 
the  patient’s  problem. 

Stress  and  coping 

Stress  is  an  individual’s  response  to  events 
or  situations.  This  response  includes  both 
psychological  and  physiological  changes  which 
can  lead  to  emotional  discomfort  and  psycho- 
somatic illness.  The  response  itself  is  closely 
related  to  Selye’s  fight  or  flight  reaction,  and 
was  described  by  Cannon  in  1929.  The  events 
which  trigger  such  reactions  generally  repre- 
sent changes  in  an  individual’s  life.  Although 
such  changes  in  life  patterns  have  been  given 
a numerical  stress  rating  (Holmes  and  Rahe, 
1967),  the  relative  stressfulness  of  a given  life 
event  varies  from  person  to  person  (Tennant 
and  Andrews,  1978).  For  the  purposes 
presented  here,  a situation  can  be  considered 
stressful  when: 

A.)  it  represents  a real  or  potential  change 
which  must  be  adjusted  to,  and, 

B.)  when  a person  does  not  feel  able  to 
make  this  adjustment. 
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Adjusting  to  life  events  which  represent 
changes  requires  that  decisions  be  made;  this 
is  called  coping.  All  decisions  require  that 
the  individual  is  able  to  think  through  the 
situation,  and  that  he  can  determine  what  he 
wants.  Coping  is  made  difficult  when  the 
feelings  generated  in  response  to  the  per- 
ceived stress  becomes  strong  enough  to 
block  an  individual’s  ability  to  make  de- 
cisions. 

Step  1:  Identifying  the  stressed  patient. 

Although  some  patients  may  seek  direct 
help  from  their  physicians  in  dealing  with 
stressful  situations,  most  do  not.  The  physi- 
cian must  be  alert  to  the  possible  etiologic 
significance  of  stress  when  otherwise  emo- 
tionally healthy  individuals  complain  of  in- 
creasing irritability,  confusion,  sensory  over- 
load, anxiety,  sadness,  or  insomnia.  In  addi- 
tion, individuals  with  recurrences  or  exacer- 
bations of  anginal  attacks  or  myocardial 
infarctions,  hypertension,  arthritis  or  other 
autoimmune  diseases,  enteritis,  peptic  ulcers, 
or  infections  should  be  evaluated  for  po- 
tentially etiological  stress. 

Step  2:  Set  the  stage. 

In  order  to  gain  maximal  benefits  from 
stress  counseling,  the  patient  must  be  com- 
fortable and  at  ease,  and  the  physician  must 
convey  to  the  patient  the  importance  of 
dealing  with  this  problem.  These  objectives 
can  be  gained  by  using  a consultation  room, 
or  the  physicians’  office.  Ten  minutes  in  a 
consultation  room  or  office  can  be  as  effec- 
tive as  30  minutes  in  an  examining  room. 
This  is  because: 

A.)  the  patient  may  feel  the  physician  is  in 
a hurry  if  seen  in  an  examining  room,  and 
therefore  may  play  down  the  problems. 
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B. )  half-naked  patients  on  an  examining 
table  are  intimidated,  and  are  less  likely  to 
be  able  to  cooperate  fully  with  the  physician. 

C. )  by  bringing  the  patient  to  a more 
comfortable  room,  the  physician  is  showing 
his  concern  for  this  problem,  and  his  willing- 
ness to  talk  about  it.  The  patient  will  perceive 
this  concern,  and  will  be  more  receptive  to 
the  counseling. 

D. )  interruptions  can  more  easily  be 
avoided. 

E. )  the  patient  will  perceive  that  the 
physician  has  spent  more  time  with  him  or 
her  than  the  physician  has  actually  spent. 

Step  3:  Identify  the  patient’s  perceived 
stress 

Help  the  patient  identify  stresses.  Ask  if 
there  have  been  any  major  life  changes  in  the 
recent  past  or  if  any  such  changes  are 
anticipated.  Patients  will  generally  recognize 
and  report  bad  experiences  such  as  loss  of  a 
spouse,  divorce,  loss  of  other  loved  ones, 
injury  or  illness  of  self  or  loved  one,  financial 
reversals,  loss  of  a job,  major  financial 
endeavors,  moving,  or  retiring.  However, 
patients  may  not  recognize  that  good  ex- 
periences such  as  having  a desired  baby, 
getting  a promotion,  or  buying  their  dream 
home  are  potentially  stressful.  If  no  stressful 
situations  or  events  are  evident,  at  least  one 
study  indicates  that  the  patient’s  family  may 
be  helpful  in  identifying  such  stresses. 
(Schless  and  Mendels,  1978) 

Step  4:  Acknowledge  the  patient’s  feelings 

Major  life  events  and  changes  are  usually 
accompanied  by  many  feelings  which  may 
seem  mutually  exclusive  or  even  inappro- 
priate to  the  patient.  Often,  the  patient  may 
feel  ashamed  of  his  or  her  feelings,  and  for 
this  reason,  not  share  them  with  others.  The 
patient  may  even  fear  that  he  or  she  is  a bad 
person  or  is  crazy  because  of  the  emotions 
which  normally  accompany  stress  and 
change. 

Normal  feelings  regarding  bad  experiences 
such  as  the  loss  of  a loved  one  include: 

a. )  warm  feelings  for  the  lost  person. 

b. )  sadness  because  of  the  loss. 

c. )  anger  at  the  lost  person  for  abandoning 

the  patient. 

d. )  anger  at  the  self  for  not  doing  more  to 

keep  the  loved  one. 


e. )  guilt  for  not  preventing  the  loss. 

f. )  fear  of  living  without  the  loved  one. 

Normal  feelings  regarding  good  life  events, 
such  as  having  a desired  baby  include: 

a. )  warm  feelings  for  the  baby. 

b. )  sadness  at  the  loss  of  freedom  to  come 

and  go  as  the  patient  was  able  to  do 

before  the  baby  was  born. 

c. )  anger  at  the  child  for  restricting  the 

patients’  freedom. 

d. )  anger  at  the  self  for  feeling  angry  at 

the  child. 

e. )  guilt  for  not  having  unconditionally 

positive  feelings  toward  the  child. 

f. )  fear  of  not  being  able  to  be  a good 

parent. 

By  listing  the  normal  responses  to  major 
life  changes  for  the  patient,  the  physician 
shows  that  he  understands  the  situation,  and 
the  patient  begins  to  realize  that  he  or  she  is 
not  reacting  in  an  abnormal  or  unacceptable 
way.  The  patient  is  put  at  ease,  and  can 
speak  freely  about  his  or  her  concerns  which 
up  to  this  point  may  have  been  held  inside. 

Step  5:  Identify  the  options 

Major  life  changes  may  require  that  many 
decisions  be  made.  When  stressed,  the 
patient  may  only  become  confused  and 
unable  to  fuction.  The  physician  can  help 
identify  the  decisions  which  must  be  made, 
and  can  help  the  patient  prioritize  these 
decisions.  Then  the  patient  can  deal  with  one 
decision  at  a time. 

Even  this  task  may  be  diffiult  for  the 
patient  because  of  his  strong  emotional 
reactions  to  the  stress.  The  physician  can  be 
most  helpful  by  continuing  to  acknowledge 
and  support  the  patient’s  feelings,  and  by 
pointing  out  that  there  are  only  four  basic 
types  of  decisions  which  will  relieve  the 
perceived  stress.  They  are: 

a. )  change  the  situation  (which  may  or 

may  not  be  possible). 

b. )  change  how  the  situation  is  viewed 

(the  patient  must  come  to  an  accep- 
tance of  the  situation  as  it  is). 

c. )  get  out  of  the  situation. 

d. )  decide  not  to  decide  until  more  infor- 

mation is  available. 

The  last  option  is  the  most  frequently 
overlooked  choice.  Frequently,  an  individual 
feels  pressured  to  make  decisions  which  he 
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or  she  does  not  feel  capable  of  making.  The 
patient  may  not  have  all  of  the  facts  needed, 
or  may  not  yet  know  what  he  or  she  wants. 
By  deciding  not  to  decide  until  more  infor- 
mation is  available,  the  patient  has  made  a 
decision,  and  thus  relieves  much  of  his 
perceived  stress.  Later,  when  this  informa- 
tion is  available,  the  problem  can  be  dealt 
with,  with  much  less  stress. 

A frank  discussion  of  how  these  options 
generally  apply  to  the  individual’s  own 
circumstances  helps  the  patient  formulate  a 
plan  to  cope  with  his  stressors.  Knowing  that 
he  is  reacting  in  a normal  way  to  abnormal 
circumstances,  and  knowing  that  his  phy- 
sician is  supportive  will  help  the  patient 
reduce  his  stress  reaction. 

Summary 

Individuals  who  have  undergone  stressful 
life  changes  and  who  have  not  adequately 
coped  with  these  changes  are  emotionally 
uncomfortable  and  at  risk  to  develop  clinical 
depression,  other  psychiatric  illnesses,  and 


psychosomatic  disorders.  Sympathetic  yet 
knowledgeable  counseling  under  proper  en- 
vironmental conditions  can  help  the  patient 
deal  with  his  stresses  withour  an  undue  time 
commitment  on  the  part  of  his  physician.  The 
physician’s  part  in  this  dialogue  is  not  to 
solve  the  patient’s  problem.  Rather,  the 
physician  helps  the  patient  identify  stresses, 
supports  the  patient’s  feelings,  and  provides 
the  patient  with  the  general  decision  options 
available.  With  this  support,  many  patients 
can  cope  with  their  stressors  and  deal  with 
their  own  feelings. 

Should  the  patient  be  unable  to  deal  with 
his  feelings  or  cope  with  his  stresses  over 
time,  that  is,  should  he  choose  to  do  nothing 
and  remain  stressed,  and  if  this  endangers 
his  health  or  emotional  stability,  then  per- 
haps the  problem  is  more  complex  than  a 
stress  reaction,  and  perhaps  psychiatric 
evaluation  and  treatment  is  indicated. 

References  available  from  author. 


New  Concepts  of  Penile  Prostheses 


EXPERIENCE  with  modern  de- 
signs of  semirigid  and  inflat- 
able penile  prosthesis  has 
made  operative  management  an  established 
mode  of  treatment  for  erectile  impotence.  The 
history  of  semirigid  prostheses  reflects  the 
development  of  penile  implant  surgery  in 
general. 

Two  problems  had  to  be  solved.  First, 
suitable  biocompatible  material  and  design 
had  to  be  developed  to  make  the  penis 
sufficiently  rigid  to  penetrate  the  vagina. 
Second,  the  device  had  to  be  implanted  so  as 
to  produce  long  term  satisfactory,  functional, 
and  cosmetic  results  without  damage  to  nearby 
tissue.  The  two  problems  were  not  solved 
simultaneously.  The  first  attempt  to  treat 
impotence  by  implantation  involved  the  use  of 
rib  cartilage.  Acrylic  implants  for  penile 
reconstruction,  silicone  rubber,  and  the  place- 
ment of  the  prosthesis  directly  in  the  corpora 
cavanosa  were  techniques  used  in  the  early 
days  in  an  effort  to  develop  a suitable 
implantable  penile  prosthesis.  With  the  new 
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technology  used  in  the  development  of  silicone 
breast  prosthesis,  Small  and  Carrion  designed 
a rigid  penile  implant  with  a medical  grade 
silicone  rubber  and  a silicone  sponge  core. 
This  device  was  the  first  practical  penile 
prosthesis  and  its  present  status  is  unchal- 
lenged. 

A more  recent  device,  the  Surgitec  Flexirod 
penile  implant  of  the  Finney  design,  consists  of 
semistiff  proximal  end  of  silicone  rubber  with  a 
hinge  section  that  allows  the  penis  to  flex  in  the 
pubic  region.  Most  authors  feel  that  the 
tapered  tip  and  ease  of  sizing  are  the  most 
important  differences  between  the  flexible  rod 
and  the  rigid  Small-Carrion  prosthesis.  The 
patient’s  satisfaction  with  both  is  great  and  it 
is  difficult  to  say  whether  one  or  the  other 
device  is  preferable. 

A third  device,  the  inflatable  penile  pros- 
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thesis,  employs  a revolutionary  new  concept 
which  provides  the  impotent  male  with  the 
means  whereby  he  may  reestablish  control- 
lable erectile  function  through  the  implanta- 
tion of  a hydraulic,  selfmanaged  device, 
enabling  the  patient  to  obtain  penile  rigidity 
suitable  for  vaginal  penetration  and  sexual 
intercourse. 

The  complication  rates  for  semirigid  and 
inflatable  prostheses  are  comparable  and  is 
considered  to  be  less  than  5 percent  for 
experienced  surgeons.  The  complications  in- 
clude infections,  erosion  and  persistent  pain, 
paraphimosis,  urinary  retention,  usually  re- 
quiring removal  of  the  prosthesis;  and  un- 
acceptable function  as  a result  of  incorrect 
placement  of  the  device.  In  addition  to  the 
complications  that  can  occur  with  the  semi- 
rigid prosthesis,  additional  problems  with  the 
inflatable  device  include  mechanical  failure 
which  occurs  in  10  percent  during  the  first  18 
months  after  implantation. 

The  choice  between  the  semirigid  and 
inflatable  prosthesis  must  rest  with  the  in- 
dividual. Young  men  who  are  physically  active 
usually  select  inflatable  devices,  whereas 
sedentary  and  elderly  men  select  the  semirigid 
device.  As  far  as  assessing  the  quality  of 
erection  in  the  various  groups  of  patients,  the 
postoperative  appearance  and  the  physical 
characteristic  of  the  erect  penis  appear  to  have 
little  effect  on  the  performance  and  the 
satisfaction  of  the  patient. 

The  cost  varies,  with  a Small-Carrion  and/or 
flexirod  costing  between  $250  and  $350, 
versus  approximately  $1,800  for  the  inflatable 
device.  Hospitalization  and  operative  costs 
must  be  added.  From  a urologic  standpoint, 
special  circumstances  occur  in  which  one 
device  is  preferable  to  the  other.  An  example 
of  this  is  the  patient  requiring  intermittent 
cathetherization  because  of  diabetes  mellitus, 
a hypotonic  bladder,  or  bladder  outlet  obstruc- 
tion. In  these  patients  an  inflatable  device  is 
probably  more  reasonable.  A semirigid  pros- 


thesis is  undesirable  if  repeated  cystoscopies 
are  required,  as  in  patients  with  a history  of 
bladder  cancer.  The  patient  whose  manual 
dexterity  is  impaired  by  a stroke  or  quad- 
riplegia,  may  not  be  able  to  operate  the 
pumping  mechanism  that  the  inflatable  pros- 
thesis requires. 

Evaluation  of  the  impotent  male  undergoing 
treatment  of  erectile  dysfunction  must  by  its 
very  nature  be  complicated.  This  assessment 
must  include  a sex  questionnaire  prior  to 
consultation,  history  and  physical  examination, 
laboratory  and  x-ray  investigation  including 
hematology,  chemistries,  urinalysis,  serum 
testosterone,  glucose  tolerance,  follicle  stimu- 
lating hormone,  luteinizing  hormone,  and  serum 
prolactin  when  applicable.  Additional  evalua- 
tion should  include  a chest  x-ray,  an  IVP, 
Minnesota  multiphasic  personality  inventory, 
a psychological  evaluation,  penile  blood  pres- 
sure, and  monitoring  of  nocturnal  penile 
tumescence.  The  patients  considered  to  be 
poor  candidates  for  penile  prostheses  are 
those  with  acute  or  chronic  brain  syndromes, 
severe  medical  illnesses  that  contraindicate 
elective  surgery,  psychotic  or  borderline  psy- 
chotic patients  with  acute  severe  depression  or 
a severe  grief  process,  severe  personality 
disorders,  those  with  complicated  marital 
problems,  and  younger  men  less  than  50  years 
of  age  who  have  psychologic  or  undiagnosed 
impotence. 

Summary 

The  decision  to  implant  a penile  prosthesis 
must  be  based  on  a complete  personal  and 
psychologic  evaluation.  The  surgeon  must  be 
aware  of  the  options  available  with  the  three 
basic  prostheses  and  their  limitations.  The 
inflatable  prosthesis  is  a limited  success 
because  of  the  many  mechanical  problems  that 
are  presently  encountered. 

Presented  at  Nebraska  Chapter, 
American  College  of  Surgeons,  1981. 
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Women,  Infants,  and  Children 
Supplemental  Food  Program: 
It's  Impact  on  Infant  Nutrition 


IN  the  somewhat  murky  world 
of  federal  social  and  nutri- 
tional program  evaluation, 
there  is  a program  that  is  working.  WIC,  the 
Women,  Infants,  and  Children  Supplemental 
Food  Program,  appears  to  be  turning  into  one 
of  the  genuine  success  stories  of  federal 
social  policy.  Congress  created  this  special 
nutrition  program  in  1972  because  studies 
consistently  showed  that  when  women  suffer 
from  poor  nutrition  (inadequate  calories,  and 
nutrients,  or  poorly  chosen  food  sources) 
they  and  their  unborn  children  are  more 
susceptible  to  health  problems.  These  poorly 
nourished  mothers  are  far  more  likely  to 
give  birth  to  infants  of  less  than  2500  grams 
with  the  prevalence  of  the  associated  condi- 
tions and  risks  of  the  low  birth  weight 
infant. 

Here  in  Nebraska  the  program  has  tripled 
its  participation  in  the  past  three  years,  and 
today  its  services  cover  the  entire  state.  The 
basis  for  this  wide  expansion  and  generally 
enthusiastic  response  by  participants  and 
health  professionals  is  the  inter  relationship 
of  health  care  and  the  food  program.  WIC 
was  the  first  food  assistance  program  to  tie 
eligibility  to  nutritional  need  and  require 
agencies  to  provide  access  to  health  care. 

Specific  supplemental  foods  are  provided 
with  nutrition  counseling  to  pregnant  and 
postpartum  women,  nursing  mother,  infants 
and  children  up  to  five  years  of  age  who  are 
determined  to  be  eligible  by  income  and 
nutritional  risk,  Risk  determination  is  de- 
pendent on  signs  of  poor  growth,  anemia, 
obesity,  chronic  illness,  or  nutrition  related 
diseases.  Each  month  the  participant  re- 
ceives vouchers  to  be  redeemed  for  milk, 
cheese,  fruit  juice,  eggs,  iron-fortified  cereal 
and  iron-fortified  infant  formulas  in  amounts 
and  types  tailored  to  the  differing  nutritional 
needs  of  the  individual.  The  mother  or 
caretaker  understands  that  her  child  or 
herself  receives  these  foods  for  a specific 
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reason  which  is  directly  associated  with  the 
food  package  prescribed  for  them. 

The  nutrition  education  component  is  the 
one  element  which  has  marked  WIC  as 
unique.  Since  the  participants  help  from  WIC 
is  for  a finite  time,  it  is  irresponsible  and 
counterproductive  to  the  interest  of  the 
program  to  not  provide  skills  and  knowledge 
to  benefit  the  families  after  leaving  the 
program.  This  type  of  long  term  intervention 
cannot  be  over  emphasized.  First,  use  of 
preventive  health  care  services  is  accentuat- 
ed. Secondly,  food  selection  and  preparation 
habits  which  help  maintain  good  nutritional 
health  status  into  the  future  are  stressed, 
and  thirdly,  infants  and  children  are  assured 
of  receiving  foods  which  promote  develop- 
ment of  their  maximum  growth  potential  at 
the  most  critical  period. 

The  success  of  the  program  has  been 
measured  in  several  studies.  One  in  1976 
indicated  a 14%  increase  in  health  clinic 
visits  for  women,  27%  increase  for  infants 
and  77%  increase  for  children,  A later  study 
conducted  by  the  University  of  North  Caro- 
lina revealed  what  appeared  to  be  a dramatic 
acceleration  of  growth  in  height  and  weight 
for  children  and  a reduction  in  the  preva- 
lence of  anemia. 

Findings  from  a recent  Massachusetts 
Health  Department  study  of  4,126  WIC 
women  and  4,126  non-WIC  participants  were 
the  basis  of  testimony  to  a March  19,  1981 
House  Education  and  Labor  Subcommittee. 
Significantly,  the  improvements  in  pregnancy 
outcomes  were  most  striking  in  the  highest 
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risk  groups.  Teenagers  in  WIC  came  for 
prenatal  care  three  weeks  earlier  than 
non-WIC.  Their  infants  remained  in  utero 
three  and  a half  days  longer.  LBW  incidence 
was  6.9%  in  WIC  and  9.7%  in  the  control 
group  and  there  were  35  neonatal  deaths  in 
the  control  group  compared  to  12  in  the  WIC 
population. 

Hopefully,  similar  results  can  be  document- 
ed in  the  Nebraska  program  when  all  the 
data  is  analyzed.  At  the  end  of  January,  1981 
there  were  14,253  individuals  enrolled  in 
Nebraska  WIC  representing  9,108  households 
(1.56  per  household).  The  participants  consist 
of: 

2961  women 
1430  expectant  mothers 
422  breast  feeding  mothers 
1109  postpartum  women 
3486  infants 
7806  children 

Seventy-four  percent  of  these  women  and 
children  were  determined  to  be  eligible  due 
to  the  medical  risks  mentioned  earlier. 
Throughout  the  state,  reports  have  been 


made  of  an  increase  in  the  number  of  breast 
fed  infants,  overweight  children  growing  into 
their  weight,  more  nutritious  snack  choices, 
and  significant  decreases  in  the  incidence  of 
iron  deficiency  anemia.  The  availability  of 
the  special  formulas  has  presented  a major 
factor  to  the  treatment  of  many  infants  with 
malabsorption  problems. 

There  is  a growing  awareness  that  re- 
sources are  finite  and  that  health  care 
systems  can  no  longer  tolerate  costly  crisis 
care.  With  growing  interest  in  prevention 
and  health  promotion,  nutrition  has  become  a 
public  policy  issue  being  discussed  in  the 
social,  political  and  economic  areas.  WIC  is  a 
preventive  program.  For  the  investment  in 
the  costs  of  the  selected  foods  and  the 
education  it  appears  that  many  of  the 
unmeasurable  costs  of  the  poor  pregnancy 
outcomes  can  be  reduced  and  the  quality  of 
life  for  these  participants  can  be  improved. 
For  further  information  about  the  WIC 
clinics  throughout  the  state,  contact  the 
Nutrition  Division,  State  Department  of 
Health. 


Nutritional  Management 
of  the  High  Risk  Infant 

Presented  May  3,  1981 

1st  Annual  Nebraska  Perinatal  Organization 


CHILDREN  with  congenital  heart 
disease  commonly  experience 
growth  failure.1-2  The  growth 
failure  is  most  pronounced  in  the  weight  gain 
but  repression  of  linear  growth  has  also  been 
observed.  Early  congestive  heart  failure 
and  the  severity  of  the  lesion  appear  most 
highly  correlated  with  this  growth  retarda- 
tion. Transposition  of  the  great  vessels 
and  ventricular  septal  defects  with  early 
congestive  heart  failure  appear  to  produce  the 
most  dramatic  growth  failure. 

Several  hypotheses  have  been  suggested  to 
account  for  this  poor  growth.  Hypermetabol- 
ism has  been  observed.4  Several  possible 
causes  of  the  hypermetabolic  state  have  been 
studied.  Early  oxygen  consumption  studies 
support  the  theory  that  the  increase  in  basal 
metabolic  rate  is  related  to  specific  tissue 
hypermetabolism.'’  The  degree  of  malnutri- 
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tion4  and  congestive  heart  failure15-7  also  appear 
two  likely  causes  of  this  increased  caloric  need. 

Nutrient  loss  from  The  gastrointestinal  tract 
have  all  been  reported  as  a cause  of  growth 
retardation.  Protein  losses  appear  consistently 
in  these  children,  but  are  mild  in  nature  and  do 
not  affect  nitrogen  balance  or  serum  albumin.8 
Steatorrhea  which  accounts  for  a 20  calorie/ 
kilogram/day  loss  is  unrelated  to  bile  salt 
concentration  or  exocrine  pancreatic  insuf- 
ficiency.10 In  contrast,  carbohydrate  metabolism 
appears  to  be  uneffected  by  congenital  heart 
disease  and  congestive  heart  failure.8-9  Postu- 
lated causes  of  these  losses  are  decreased 
enzyme  or  emulsifier  activity,  edema  of  the 
gut,  and/or  inadequate  mixing  of  the  gastric 
contents  due  to  poor  tone  or  peristalsis.9 
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Inadequate  calorie  intake  is  also  a well 
documented  cause  of  growth  failure.10-11  In- 
takes of  79-135  Kcal/kg/day,  which  are  below 
the  normal  for  age  matched  intakes,  have  been 
reported.  Normal  growth  patterns  and  in- 
creased nitrogen  retention  are  restored  when 
children  are  force  fed  hvpercaloric  solutions.810 
Weight  gains  of  10-40  grams/dav  were  ob- 
served.10 Rutishauser  and  McCance  have 
demonstrated  a needed  intake  of  150  Kcal/kg/ 
day  to  achieve  “catch-up"  growth.1 

Recent  studies  have  shown  that  leaness  and 
short  stature  are  related  to  decreased  adipose 
tissue  stores.1 1 Baum's  further  studies  indicate 
that  children  with  congenital  heart  disease 
have  a decreased  number  of  normal  size 
adipose  cells.  If  further  investigations  reveal 
this  is  an  irreversible  change,  the  early  timing 
of  surgical  repair  may  need  to  be  considered. 
Following  a surgical  repair  of  a congenital 
heart  defect,  an  immediate  period  of  rapid 
growth  occurs.8  Growth  appears  to  be  most 
dramatic  in  weight  gains,  but  linear  growth  also 
occurs.14 

All  of  these  factors  led  Fomon  to  outline  a 
feeding  plan  for  children  with  congenital  heart 
disease.15  He  recommends  a hvpercaloric 
formula  (100  Kcal/100  ml)  consisting  of  8-10% 
protein,  35-65%  carbohydrate,  and  35-60%  fat. 
The  use  of  a demineralized  whey  formula  will 
ensure  a lower  renal  solute  load.  Controlling 
the  sodium  content  to  7-10  mEq./day  will  aid 
in  controlling  fluid  balance,  a paramount 
management  of  congestive  heart  failure.  Medi- 
um chain  triglycerides  may  be  important  if 
steatorrhea  occurs.  Careful  monitoring  of  the 
entire  program  is  recommended. 

The  current  formula  preparation  used  at  the 
University  of  Nebraska  Medical  Center  Pedi- 
atric Cardiology  Section  attempts  to  comply 
with  Foman’s  recommendations.  The  formula 
is  comprised  of  demineralized  whey  formula 
with  a glucose  polymer  additive  and  medium 
chain  triglycerides.  This  formula  must  be 
slowly  initiated  to  avoid  osmotic  diarrhea. 


Table  1 — Formula 

Ingredients 

Calories 

Osmolality 

4 oz  SMA 

30 

427 

2 tsp  polvcose 
2.5  ml  MCT  oil 

cal/oz 

Mosm/liter 

A voluntary  oral  feeding  program  is  the  most 
common  type  of  nutritional  management.  The 
use  of  premature  or  a shorter  shank  soft  nipple 
may  be  necessary  for  the  infant  with  a poorly 
developed  or  disturbed  sucking  mechanism. 
The  feeding  plan  consists  of  regular  feedings  of 
limited  time  to  prevent  tiring  of  both  infants 
and  mothers.  Frequent  feeding  may  be  es- 
sential for  the  infant  with  decreased  stamina 
and  appetite.  Mothers  are  initially  requested 
to  keep  accurate  records  of  total  daily  intake, 
feeding  problems,  and  stooling  patterns. 

Bolus  feeding  via  nasogastric  tube  for  home 
use  was  poorly  received  bv  both  infants  and 
mothers.  Common  problems  incurred  were 
difficulty  in  arranging  temporary  child  care, 
frequent  vomiting,  and  the  constant  possibility 
of  aspiration.  This  technique  is  now  almost 
exclusively  used  with  hospitalized  patients. 

The  gastrostomy  proved  to  be  an  excellent 
manner  to  increase  total  calorie  intake,  but 
without  increase  in  voluntary  feeding.  The 
stress  of  surgical  implant  of  the  gastrostomy, 
infections  around  the  gastrostomy  site,  and  the 
social  stigma  of  the  gastrostomy  have  reserved 
the  use  of  this  technique  to  those  infants  with 
poor  nippling  due  to  neurologic  disorder  or 
cranio-facial  anomalies  (i.e.  cleft-palate).  As 
Krieger  recommends,  this  technique  is  best 
used  as  a temporary  procedure  prior  to 
surgical  intervention.10 

The  recent  improvements  in  a simple 
economic  feeding  pump  has  proved  to  be  of 
benefit  to  these  patients.  The  continuous 
nasogastric  infusion  of  a hypercaloric  formula 
is  well  received  by  both  infants  and  parents. 
Currently  infants  are  advanced  to  140-180 
Kcal/kg/day.  In  our  relatively  short  period  of 
observation,  the  results  seem  favorable.  In  the 
3-6  weeks  children  have  been  on  the  pump, 
weight  gains  averaging  22  gm/day  are  being 
recorded.  The  immediate  goal  of  this  therapy 
is  to  improve  nutritional  status.  As  growth 
appears  stable,  voluntary  feeding  is  slowly 
reinstituted  during  waking  hours  and  the 


Sodium  Composition  Renal  Solute 

Load 

11  4 '/  protein  141 

mEq/liter  Mosm/liter 

51 7c  fat 

457c  CHO 
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remaining  nutrient  needs  are  provided  by 
continuous  nasogastric  feedings  during  sleep. 

Initially  feeding  of  biekost  (solids)  were 
delayed  up  to  one  year  of  age  to  assure 
continued  maximization  of  formula  intake. 
However,  behavior  feeding  problems  resulted. 
The  most  common  behavior  observed  was 
gagging  at  the  sight  of  food  or  presentation  of 
food  into  the  oral  cavity  or  extreme  irritability 
at  mealtime.  These  problems  required  many 
hours  and  often  the  expertise  of  an  occupa- 
tional therapist  to  resolve.  Currently  limited 
amounts  of  biokost  are  introduced  between  six 
and  nine  months  of  age,  or  when  the  child 
achieves  the  six  month  developmental  stage  to 
provide  the  learning  experiences  necessary  or 
oral  motor  development  and  speech. 

The  role  of  the  nutritionist  in  the  nutritional 
management  of  children  with  congenital  heart 


disease  begins  with  an  evaluation  of  dietary 
intake  and  feeding  practices.  In  consultation 
with  the  pediatric  cardiologist,  a nutritional 
plan  is  outlined.  Once  initiated,  the  program  is 
monitored  for  daily  intake  and  growth  patterns 
by  the  nutritionist  and  pediatric  cardiology 
nurses. 

Through  communication  with  the  referring 
physician,  nutritional  support  agency  and 
social  service  agency,  the  nutritionist  helps  the 
family  procure,  prepare,  and  modify  the 
prescribed  formula.  Since  feeding  is  often 
difficult  and  time  consuming,  the  family  may 
need  additional  support  and  counseling  re- 
garding parental  feeding  skills  and  nutritional 
concerns.  The  nutritionist’s  goal  is  to  help  the 
family  and  infant  develop  appropriate  eating 
habits  and  accurate  nutrition  information. 

References  available  on  request. 
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History  of  Medicine: 

Wound  Management  and 
the  Legacy  of  H.  Winnett  Orr 


MARCH  17,  1982  marks  the  105th 
birthday  of  H.  Winnett  Orr 
whose  lifelong  teachings  on 
problems  of  soft  tissue  and  skeletal  wounds 
remain  his  enduring  legacy. 

Orr’s  major  contribution  to  wound  and 
fracture  management  resulted  from  his  early 
involvement  in  World  War  I as  a volunteer 
with  the  British  Expeditionary  Force.  He 
served  as  a consultant  for  eleven  military 
hospitals  through  March  of  1919.  He  then 
returned  to  Lincoln,  Nebraska,  convinced 
that  his  methods  proved  most  effective  in 
managing  the  combined  soft  tissue  and 
skeletal  problems  of  open  fractures.  For 
approximately  twenty  years,  Orr  wrote  pro- 
lificacy and  travelled  extensively  to  demon- 
strate his  concepts  of  wound  and  fracture 
management.  In  1944,  he  was  described  by 
one  of  his  patients  as  a typical  self-made 
man,  an  ardent  Republican,  an  ardent  golfer, 
and  a life-long  member  of  his  local  Chamber 
of  Commerce.  The  same  observer  also  con- 
sidered Orr  a pioneer  who  devoted  a 
considerable  portion  of  his  life  to  controversy 
and  in  this  respect  was  a spiritual  descen- 
ded of  Louis  Pasteur  and  Joseph  Lister.  In 
actuality,  Orr’s  thinking  represented  more  a 
counterforce  to  Listerism,  and  his  intellectual 
heritage  was  not  from  Pasteur.  The  evolu- 
tion of  Orr’s  wound  management  by  infre- 
quent changes  is  not  merely  a historical 
vignette  but  is  of  vital  importance  for  today’s 
trauma  victims. 

Evolution  of  wound  management 

The  management  of  wounds  to  soft  tissue 
and  bones  is  such  a fundamental  problem 
that  one  would  have  expected  some  universal 
solution  prior  to  our  era  of  modern  medical 
technology.  However,  like  most  fundamental 
questions,  very  little  objective  evaluation 
and  consideration  is  available  to  guide  us  to 
a universal  solution,  if  one  exists.  Historical- 
ly, most  methods  of  wound  management 
have  been  based  on  principles  felt  to  be 
self-evident,  leading  to  techniques  that 
should  work  because  they  agreed  with  those 
principles.  By  way  of  example,  the  ancient 
Egyptians  noticed  that  trees  and  plants 
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healed  gashes  by  balsam  or  syrupy  resins, 
which  should  have  been  beneficial  to  anal- 
ogous gashes  in  humans.  These  resins  hap- 
pened to  have  a pleasing,  perfumy  odor 
which  was  also  considered  good  in  that  it 
overcame  the  unpleasant  stench  produced  by 
the  wound.  Consequently,  for  thousands  of 
years  a primary  wound  drug  was  myrrh  or 
other  balsams  such  as  balsam  of  Peru. 

The  Greeks  used  wine-soaked  dressings  as 
their  preferred  method,  probably  because  wine 
was  more  readily  available  than  myrrh. 
However,  wine  has  been  shown  to  contain  a 
mild  antiseptic,  polyphenol,  similar  to  what 
Lister  used  to  advantage  2,000  years  after 
Greek  physicians. 

The  Egyptians  and  Greeks  treated  wounds 
benignly  and  did  not  close  them.  They  were 
considerably  ahead  of  surgeons  of  Ambrose 
Pare’s  generation  in  1550,  who  felt  that 
wounds  needed  to  be  cauterized  in  hot  oil  to 
heal.  Pare  pointed  out  the  errors  of  wound 
cautery  and  the  fact  that  wounds  healed  with 
considerably  less  suppuration  when  not  bene- 
fited by  the  technology  of  the  day,  namely 
being  boiled  in  oil.  Pare  also  opposed  the 
popular  use  of  mummy  dust  in  wounds,  as  well 
as  the  horn  of  the  unicorn  and  ultimately 
brought  wound  management  back  to  the  level 
of  the  Greeks. 

The  evolution  of  skeletal  and  soft  tissue 
management  lends  graphic  support  for  Toyn- 
bee's thesis  that  civilization  advances  by 
periodic  and  sporadic  leaps  from  one  plateau 
to  another  rather  than  by  a linear,  uphill 
climb.  Unfortunately,  not  all  these  leaps 
were  upward;  as  late  as  World  War  I,  some 
individual  surgeons  were  still  treating 
wounds  by  the  red-hot  iron  method.  How- 
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ever,  from  Pare  in  1580  to  Pasteur  in  1880, 
we  can  perceive  two  distinct  levels  of 
thought.  Pasteur  documented  that  not  all  pus 
was  laudable,  and  that  bacterial  contamina- 
tion was  the  basic  source  of  wound  infection 
and  disease.  Contemporaneously,  the  other 
giant  of  French  science,  Claude  Bernard, 
contended  that  the  constancy  of  the  internal 
environment  or  the  body’s  hemeostasis  was 
key  to  health  and  disease.  Pasteur  on  his 
deathbed  is  reported  as  saying,  among  other 
things,  that  Bernard  was  right  - “it  is  the 
milieu.” 

Nevertheless,  recognition  of  bacterial 
contamination  as  the  source  of  infection 
stimulated  Joseph  Lister  to  prevent  wound 
contamination  from  the  environment,  using  a 
phenol  spray.  Lister  first  applied  his  method 
in  managing  the  almost  insoluble  problem  of 
open  tibial  fractures.  In  1860,  the  sepsis  from 
open  fractures  as  reported  at  Guy’s  Hosptial 
exceeded  30%  . Consequently,  the  treatment 
of  choice  in  the  pre-Listerian  and  Civil  War 
era  was  primary  amputation.  Lister’s  work  in 
diminishing  wound  contamination,  though 
opposed  vehemently,  eventually  raised  the 
level  of  fracture  management  as  well  as 
surgical  wound  management  to  the  point 
where  patients  benefited  from  hospitaliza- 
tion. 

Lister’s  environmental  decontamination 
or  asepsis  was  extended  less  successfully  by 
others  who  attempted  to  manipulate  wound 
healing  using  direct  instillation  of  antiseptic 
agents.  The  agents  used  were  innumerable, 
but  the  most  organized  approach  to  wound 
irrigation  was  that  developed  by  Carrel  ^nd 
Dakin.  Dakin’s  hypochlorite  solution  was 
dripped  through  tube  systems  in  a attempt 
to  sterilize  the  wound  completely  and  permit 
secondary  closure.  The  Carrel-Dakin  method 
received  wide  endorsement  and  support  by 
agencies  such  as  the  Rockefeller  Institute, 
which  attempted  to  make  it  the  standard 
treatment  of  military  wounds.  The  method 
is  now  considered  more  of  a historical 
curiosity  than  a treatment  of  choice.  H. 
Winnett  Orr  considered  such  methods  as 


inappropriate  overextension  of  Listerism.  In- 
stead, he  chose  to  reemphasize  Bernard’s 
teaching  on  the  internal  environmental  fac- 
tors affecting  healing. 


Orr  method 

The  Orr  method  consisted  of  surgical 
excision  of  contaminated  tissues,  open  drain- 
age of  the  wound,  and  complete  and  con- 
tinuous immobilization  of  the  limb  in  plaster 
casts.  For  unstable  fractures,  Orr  used 
transfixion  pins  incorporated  in  plaster.  The 
Orr  method,  which  avoided  primary  wound 
closure,  changed  dressings  infrequently,  and 
supported  the  skeletal  and  soft  tissue  with 
continuous  plaster  immobilization,  has  with- 
stood the  critical  usage  of  time.  It  became 
the  standard  method  of  wound  management 
with  each  generation  of  military  surgeons. 
Tueta  in  the  Spanish  Civil  War,  Dehne  in  the 
World  War  II  - Korean  era,  and  Brown  in 
the  Vietnam  conflict  have  repeatly  demon- 
strated the  value  of  the  Orr  method.  Orr  felt 
that  the  method  worked  because  it  was  the 
best  way  to  maximize  the  body’s  self-healing 
mechanisms,  the  internal  homeostasis  that 
Claude  Bernard  had  described. 

The  results  from  military  experiences  have 
been  well  documented,  particularly  with  serious 
life-threatening  infections  such  as  gas  gangrene, 
which  during  World  War  I occurred  in 
approximately  6 percent  of  open  fractures.  In 
the  Vietnam  experience,  where  Orr’s  prin- 
ciples became  the  standard  U.S.  Army  policy 
of  debridement,  the  incidence  of  clostridial 
myonecrosis  was  0.016  percent,  or  22  cases 
in  139,000  combat  casualties.  These  ex- 
periences with  military  wound  management 
have  taken  time  to  be  translated  for  civilian 
application.  In  civilian  mass  casualty  situa- 
tions, where  the  urge  for  primary  wound 
closure  prevails,  the  incidence  of  gas  gang- 
rene still  remains  unacceptably  high,  about 
at  the  level  of  the  World  War  I military 
experience.  It  seems  that  too  many  of  us 
manage  wounds  unmindful  of  H.  Winnett 
Orr’s  legacy. 
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Medical  School  Corner: 

Creighton  University  Orthopedics 


THE  role  of  orthopedics  in  the 
Creighton  Medical  School 
curriculum  has  enlarged  a- 
pace  with  increased  emphasis  on  problems 
of  the  musculoskeletal  system.  Presently  the 
sophomore  students  receive  six  hours  of 
lecture  covering  trauma,  arthritis,  hand,  and 
pediatrics.  The  juniors  all  have  a two  week 
rotation  on  orthopedics  (usually  at  Saint 
Joseph  Hospital)  during  which  time  they 
attend  and  present  at  all  conferences  (7:30 
a.m.  Monday  grand  rounds,  7:30  a.m.  Tues- 
day resident  rounds,  7:30  a.m.  Thursday 
x-ray  rounds,  8:00  a.m.  Saturday  orthopae- 
dics topics,  9:30  a.m.  Saturday  basic  science 
topics).  A nine  lecture  series  expanding  on 
the  material  presented  to  the  sophomores  is 
given  for  the  juniors  four  times  per  year. 
The  seniors  choose  orthopedics  as  the  most 
popular  surgery  elective  excepting  the  surgi- 
cal honors  course.  There  are  senior  students 
on  orthopedics  at  all  times.  First  year 
surgical  residents  all  spend  one  month  on  the 
orthopedic  service  with  additional  oppor- 
tunities for  further  experience  as  desired. 
Family  medicine  residents  are  required  to 
spend  time  on  orthopedics  and  have  been 
doing  so  for  the  last  two  years  in  the  private 
offices. 

The  orthopedic  residency  has  resumed 
operation  as  of  July  1,  1980,  and  with  the 
appointment  of  a first  and  a second  year 
resident  on  July  1,  1981,  will  have  four 
residents.  This  will  expand  to  five  July  1, 
1982,  and  continue  at  this  level  thereafter.  A 
preliminary  liaison  agreement  between 
UNMC  and  Creighton  has  been  in  effect 
since  Jan.  1,  1981,  under  which  all  Omaha 
orthopaedic  aresidents,  beyond  the  first 
year,  share  a common  schedule  of  clinical 
experiences.  Didactic  aspects  of  the  two 
programs  remain  essentially  independent 
except  for  Monday  and  Friday  transmission 


E.  B.  WEIS,  JR.,  M.D. 
Omaha,  Nebraska 


of  clinical  and  basic  science  conferences  over 
the  VA  TV  network. 

The  research  activities  in  orthopedics 
center  around  the  personal  projects  of  Dr. 
Weis  and  Dr.  Woodhouse.  Dr.  Weis  has 
developed  a sonic  surgical  tool  marketed  by 
Howmedica  for  assistance  in  bone  cutting 
surgery.  Dr.  Weis  is  continuing  the  develop- 
ment project  by  redesigning  the  basic  physi- 
cal tool  characteristics  to  increase  its  power 
and  versatility.  Dr.  Woodhouse  is  developing 
an  application  of  the  Apple  computer  in  the 
operating  room  to  the  problem  of  precise 
placement  of  pin  fixation  for  fractured  hips. 
Dr.  Weis  has  under  development  a periph- 
eral circulation  pump  which  is  intended  to 
optimize  the  capillary  pulse  in  ischemic 
extremities  by  triggering  a dynamic  pressure 
pulse  in  phase  with  the  heart.  Studies  of  the 
geometry  of  remodeling  in  bones  and  of  the 
effect  of  repeated  skeletal  injury  are  now 
being  started  for  continuing  participation  by 
the  resident  staff. 

The  service  component  of  orthopedics  is 
oriented  around  the  residency  education 
program  and  includes  5000  outpatient  visits 
per  year,  800  orthopedic  emergency  room 
visits  per  year  and  2000  orthopedic  surgical 
cases  per  year.  The  orthopedic  facility  is 
placed  in  Saint  Joseph  Hospital  adjacent  to 
the  emergency  room  and  radiology.  Specialty 
clinics  include  hand,  pediatrics,  scoliosis,  and 
crippled  children.  Development  of  a sports 
medicine  clinic  and  a foot  clinic  is  imminent. 
The  orthopedic  residents  conduct  a weekly 
pediatric  orthopedic  clinic  at  the  Glenwood, 
Iowa,  State  Hospital  and  School. 
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Letter  to  the  Editor: 

Computers  in  Urologic  Office  Practice 


COMPUTER  technology  is  com- 
ing into  use  in  the  medical 
office  in  ever  increasing 
numbers.  The  reasons  for  the  interest  of 
business  managers  and  physicians  in  com- 
puter technology  is  manyfold.  The  cost  of 
hardware  has  been  reduced  dramatically  the 
last  few  years  which  makes  it  feasible  for  the 
medical  office  to  use  the  computer's  flex- 
ibility, storage  ability,  recall,  and  retrieval 
capacity.  For  the  reasons  noted  above,  the 
vendors  of  computer  hardware  equipment 
and  the  matching  computer  software  have 
become  more  aggressive  in  presenting  their 
point  of  view  to  the  individual  offices.  This 
has  led  to  a need  for  the  physician  to  be 
aware  of  the  pros  and  cons,  advantages  and 
disadvantages  of  both  the  hardware  and 
software. 

The  point  of  our  discussion  is  not  to 
compare  the  advantages  of  computer  medical 
office  system  over  a manual  accounting 
system  or  one  computer  hardware-software 
versus  another.  However,  there  are  two 
areas  that  should  be  investigated  early  in  the 
discussions  with  the  consultant  or  computer 


CHARLES  F.  DAMICO,  M.D. 

Hastings,  Nebraska 

vendor.  The  first  point  is  that  the  physician 
should  ask  for  a real  life  demonstration  as  to 
what  functions  the  particular  computer  sys- 
tem can  perform.  Simply  agreeing  to  what 
goals  you  want  your  computer  system  to 
achieve  will  not  prove  that  that  individual 
system  is  capable  of  attaining  those  goals. 
The  second  point  is  that  computer  tech- 
nology is  still  changing  dramatically,  and  any 
system  that  is  purchased  should  be  flexible 
enough  to  adapt  to  changes  in  the  medical 
office  and  also  capable  of  adjusting  to  the 
needs  of  various  third  party  carriers,  and 
governmental  agencies.  I feel  that  the  med- 
ical office  system  attuned  to  future  years 
must  be  able  to  keep  information  related  to 
patient  care  and  not  simply  the  accounting 
aspects  of  your  practice.  The  properly 
designed  office  computer  system  will  allow 
the  patient  care  benefits  of  the  system  to  be 
just  as  important  as  the  accounting  benefits. 
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President's  Page 


I should  like  to  report  to  you  some  of  my 
observations,  resulting  from  attendance  of  two 
meetings  in  California  this  past  month. 

As  the  President  of  the  Nebraska  Medical 
Association,  and  newly  arrived  in  California,  I 
was  invited  to  participate  in  a January  16-17 
weekend  retreat  session  of  the  Executive 
Board  of  the  San  Diego  County  Medical 
Society.  I will  become  a member  of  that 
Society  on  July  1,  as  there  is  a six-month 
“waiting  period”  for  membership  in  California. 
The  following  weekend,  I went  up  to  Los 
Angeles  and  participated  in  a two-day  meeting 
of  the  California  Medical  Association  Board  of 
Directors  (Council). 

I must  say,  in  all  due  respect  to  those 
organizations  and  the  respective  2,000  and 
15,000  physicians  they  represent,  their  prob- 
lems are  very  much  like  ours  in  Nebraska,  with 
some  minor  variations,  plus  the  difference  in 
physician  and  patient  populations. 

They  are  concerned  primarily  with,  and  not 
necessarily  in  order  or  importance,  the  impact 
of  block  grants  to  the  states;  the  surplus  of 
physicians;  the  increasing  encroachment  of 
non-physician  medical  care  providers  such  as 
PAs,  nurse  practitioners,  and  medical  assis- 
tants; the  increasing  problem  with  Medicaid 
(Medi-Cal  here  in  California);  the  increasing 
consumer  demand  for  lower  health  care  cost 
(not  so  much  M.D.’s  as  hospital  charges);  the 
lack  of  physician  awareness  of  the  importance 
of  more  careful  attention  to  disability  and  sick 
leave,  and  its  resultant  cost  to  industry;  the 
possibility  of  federal  and  state  caps  on  health 
care  costs;  and  finally  the  increasing  competi- 
tion between  physicians  and  between  hospi- 
tals, and  all  the  attendant  problems  that  go 
with  that. 

I find  that  our  California  colleagues  are  very 
much  like  Nebraska  physicians  in  all  respects 


except,  perhaps,  their  fees  are  somewhat 
higher  than  the  average  Nebraska  fees. 

The  larger  cities,  such  as  San  Diego,  Los 
Angeles,  San  Francisco,  and  the  popular  resort 
areas  such  as  Palm  Springs  and  the  Monterrey 
Peninsula,  are  quite  overcrowded  with  phy- 
sicians in  practically  every  field. 

I find  that  we  in  Nebraska  can  be  proud  of 
our  ratio  of  physician  members  in  the  county, 
state,  and  AMA  organizations.  California  is 
below  Nebraska  in  that  respect, 

I also  take  pride  that,  in  my  opinion, 
Nebraska  physicians  are  delivering  high  quali- 
ty medical  care  both  in  rural  and  urban  areas. 

Except  for  living  in  an  “ice  box”  this  winter 
— Nebraska  really  “ain’t  too  bad”!! 

Carlyle  E.  Wilson,  Jr.,  M.D. 

President 
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In  Memoriam 


By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

J.  Calvin  Davis,  M.D.  — Born,  November  9, 
1890,  died  December  29,  1981.  University 
of  Nebraska  College  of  Medicine  graduate  - 
1917.  Member  of  Omaha  - Douglas  County 
Medical  Society,  and  a life  member  of  NMA 
(1965).  Received  his  50-year  pin  in  1970. 
Specialty:  Ears,  Nose  & Throat. 

E.  T.  Hobbs,  M.D.  — University  of  Nebraska 
College  of  Medicine  graduate  - 1931.  Mem- 
ber of  Lancaster  Medical  Society,  NMA, 
AMA,  and  the  American  Academy  of  Gen- 


eral Practice.  Life  member  of  the  NMA 
(1965);  received  his  50-year  pin  in  1981. 
Specialty:  General  Practice. 

Robert  Waters,  M.D.  — Born  April  3,  1930, 
died  January  20,  1982.  University  of  Ne- 
braska College  of  Medicine  graduate  - 1957. 
Member  of  Holt  Northwest  County  Medical 
Society,  NMA,  AMA,  Colorado  State  Medi- 
cal Association,  Nebraska  State  Society  Ob- 
Gyn,  and  the  American  Academy  of  General 
Practice. 


Coming  Meetings 


CONTINUING  MEDICAL  EDUCATION 
COURSES 

UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 
CENTER  FOR  CONTINUING 
EDUCATION 

MARCH 

“HIGH  RISK  INFANT  AND  MOTHER”  - 
March  10,  1982,  Holiday  Inn  Convention 
Center,  Omaha,  Nebraska. 

“31ST  ANNUAL  OBSTETRICS/GYNE- 
COLOGY CONFERENCE”  - March  11- 
12,  1982,  Holiday  Inn  Convention  Center, 
Omaha,  Nebraska. 

“RHEUMATOLOGY”  - March  17,  1982, 
Holiday  Inn,  Hastings,  Nebraska. 

“ADVANCED  TRAUMA  LIFE  SUPPORT” 
— March  19-20,  1982,  Center  for  Continu- 
ing Education,  Omaha,  Nebraska. 

“10TH  ANNUAL  FAMILY  PRACTICE 
REVIEW”  — March  22  - April  2,  1982, 
Center  for  Continuing  Education,  Omaha, 
Nebraska. 


APRIL 

“EMERGENCY  MEDICINE  REVIEW”  — 
April  12-17,  1982,  Center  for  Continuing 
Education,  Omaha,  Nebraska. 

“STRESS  AND  LIFE  STYLE  BEHAVIOR: 
DETECTION  AND  MANAGEMENT  IN 
THE  PRIMARY  CARE  PATIENT” 
April  16-17,  1982,  Center  for  Continuing 
Education,  Omaha,  Nebraska. 

“DIABETES  ’82”  — April  29-30,  1982, 
Holling  Center  of  Immanuel  Hospital,  Oma- 
ha, Nebraska 

MAY 

“10TH  ANNUAL  FAMILY  PRACTICE  RE- 
VIEW” — May  10-21,  1982,  Center  for 
Continuing  Education,  Omaha,  Nebraska. 

“OBSTETRICS”  — May  19,  1982,  Holiday 
Inn,  Hastings,  Nebraska. 

JUNE 

“SPRING  PATHOLOGY”  — Date  to  be 
announced.  Center  for  Continuing  Educa- 
tion, Omaha,  Nebraska. 
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SEPTEMBER 

“EMERGENCY  MEDICINE  REVIEW"  — 
Sept.  13-18,  1982,  Center  for  Continuing 
Education,  Omaha,  Nebraska. 

“ADVANCED  TRAUMA  LIFE  SUPPORT" 
— Sept.  20-21,  1982,  Center  for  Continuing 
Education,  Omaha,  Nebraska. 

For  specific  information  about  courses, 
contact  Marge  Adey  or  Roxanne  Pankonin, 
Center  for  Continuing  Education,  (402)  559- 
4152. 

* 

CREIGHTON  UNIVERSITY  SCHOOL 
OF  MEDICINE 

MARCH 

“INFECTIOUS  DISEASE  SEMINAR”  - 
March  18,  1982,  Boys  Town  Institute 
Auditorium,  Omaha,  Nebraska. 

APRIL 

“SPRING  MEDICINE  SYMPOSIUM”  — 
April  16,  1982,  Boys  Town  Institute  Audi- 
torium, Omaha,  Nebraska. 

MAY 

“PRACTICAL  CARDIOLOGY  FOR  THE 
FAMILY  PHYSICIAN  — May  12-14,  1982, 
Omaha,  Nebraska. 

“SURGERY  UPDATE  1982”  — May  12-14, 
1982,  Omaha,  Nebraska. 

“FAMILY  MEDICINE  UPDATE”  — May  21- 
23,  1982,  Okoboji,  Iowa. 

* 

International  Academy  of  Pathology  : The 

Annual  Meeting  of  the  United  States-Canadian 
Division  of  the  International  Academy  of 
Pathology  will  be  held  at  the  Sheraton  Boston 
in  Boston,  Massachusetts  from  March  1 
through  March  5,  1982.  The  Maude  Abbott 
Lecture  entitled  “Soft  Tissue  Tumors  in  the 
19th  and  20th  Century”  will  be  delivered  by 
Dr.  Raffaele  Lattes  on  March  2. 


Scientific  Papers,  Poster  Sessions,  12 
Specialty  Conferences,  and  45  Short  Courses 
are  scheduled.  Two  Special  Courses  will  be 
offered  on  “Immunopathologic  Techniques  in 
Diagnostic  Pathology”  with  Dr.  Robert  Mc- 
Cluskey  as  Course  Director  and  “Electron 
Microscopy  in  Diagnostic  Pathology”  with  Dr. 
Benjamin  Trump  as  Course  Director.  The 
Long  Course  will  be  on  “Connective  Tissues 
and  Connective  Tissue  Diseases”  with  Drs. 
Bernard  M.  Wagner  and  Raul  Fleischmajer  as 
Course  Directors. 

Two  special  lectures  are  to  be  presented 
during  the  meeting.  On  March  1,  in  celebration 
of  Harvard's  Bicentennial,  Drs.  Gustave 
Dammin  and  Arthur  Hertig  will  present  a 
session  on  “Contributions  of  Harvard  to 
Pathology."  On  March  2,  Dr.  Baruj  Benacerraf, 
Nobel  Laureate,  will  speak  on  “The  Role  of 
MHC  Gene  Products  in  Immune  Regulation.” 

Information  may  be  obtained  from  Dr. 
Nathan  Kaufman,  Secretary-Treasurer,  United 
States-Canadian  Division  of  the  International 
Academy  of  Pathology,  1003  Chafee  Avenue, 
Augusta,  Georgia,  30904.  Telephone  (404) 
724-2973. 


THE  NORTHWESTERN  CENTER  FOR 
SPORTS  MEDICINE  is  pleased  to  announce 
that  we  will  once  again  sponsor  a Sports 
Medicine  Postgraduate  Course  in  Maui, 
Hawaii,  March  8-12,  1982.  The  course  has 
been  planned  to  coincide  with  the  Maui 
Marathon  and  will  carry  25  hours  of 
Category  I CME  credit.  For  further  informa- 
tion, interested  individuals  should  contact: 
Bates  Noble,  M.D.,  Course  Director,  North- 
western University  Center  for  Sports  Medi- 
cine, 303  East  Chicago  Avenue,  Chicago,  IL 
60611. 

THE  NEBRASKA  CHAPTER  OF  THE 
AMERICAN  ACADEMY  OF  FAMILY 
PHYSICIANS  will  hold  their  34th  Annual 
Scientific  Assembly  as  follows:  March  19 
and  20,  1982,  Holiday  Inn  Central  - 3321  S. 
72nd  St.,  Omaha,  NE  68124.  For  further 
information  contact:  Phyllis  Hansen,  Execu- 
tive Secretary,  Nebraska  Academy  of  Family 
Physicians,  10840  Old  Mill  Road  - Suite  5, 
Old  Mill  Office  Park,  Omaha,  NE  68154. 
Phone:  (402)  333-5856. 
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Clinical  Cytopathology  for  Pathologists  — 
Postgraduate  Course 

The  Twenty-third  Postgrade  Institute  for 
Pathologists  in  Clinical  Cytopathology  is  to  be 
given  at  The  Johns  Hopkins  University  School 
of  Medicine  and  The  Johns  Hopkins  Hospital, 
Baltimore,  Maryland,  March  22  - April  2,  1982. 
The  full  two  week  program  is  designed  for 
pathologists  who  are  certified  (or  qualified)  by 
the  American  Board  of  Pathology  (PA),  or  its 
international  equivalent. 

It  will  provide  an  intensive  refresher  in  all 
aspects  of  the  field  of  Clinical  Cytopathology, 
with  time  devoted  to  newer  techniques,  special 
problems,  and  recent  applications.  Topics  will 
be  covered  in  lectures,  explored  in  small 
informal  conferences,  and  discussed  over  the 
microscope  with  the  Faculty.  Self-instructional 
material  will  be  available  to  augment  at 
individual  pace.  A loan  set  of  slides  with  text 
will  be  sent  to  each  participant  for  home-study 
during  February  and  March  before  the  In- 
stitute. Credit  hours  125  in  AMA  Category  1. 

Application  is  to  be  made  before  January  27, 
1982.  For  details,  write:  John  K.  Frost,  M.D., 
610  Pathology  Building,  The  Johns  Hopkins 
Hospital,  Baltimore,  Maryland  21205. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Alumni  Reception  — March  20,  1982,  in 
conjunction  with  NAFP  meeting,  6:30  p.m., 
Holiday  Inn  High  Rise,  70th  and  Grover, 
Omaha.  All  alumni  invited. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
- DR.  JOHN  S.  LATTA  CENTENNIAL 
LECTURESHIP  — March  24-25,  1982, 
UN  Medical  Center,  Omaha,  Nebraska; 
Speaker:  Renato  Dulbecco,  M.D.,  Salk 

Institute,  La  Jolla,  California. 

REGIONAL  MEETING,  NEBRASKA 
CHAPTER,  AMERICAN  COLLEGE  OF 
PHYSICIANS  IN  ASSOCIATION  WITH 
NEBRASKA  SOCIETY  OF  INTERNAL 
MEDICINE.  Hilton  Hotel,  Lincoln,  Nebras- 
ka, Friday,  Saturday  - March  26-27,  1982. 
Brochure  available  after  first  of  year.  Con- 
tact: Bowen  Taylor,  M.D.,  F.A.C.P.,  ACP 
Governor  for  Nebraska,  (402)  475-4511. 


UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Executive  Committee  Meeting  — March 
28,  1982,  Social  time:  4:00  p.m.,  followed 
with  meeting  and  dinner,  Marriott  Hotel, 
Omaha. 

UNIVERSITY  OF  NEBRASKA  — ALPHA 
OMEGA  ALPHA,  ALPHA  CHAPTER  - 
April  15,  1982,  UN  Medical  Center,  Omaha, 
Nebraska;  Speaker:  Merlin  K.  DuVal,  M.D., 
National  Center  for  Health  Education,  San 
Francisco,  California.  Convocation  at  12:00 
noon.  AOA  Banquet  at  6:30  p.m.,  Omaha 
Marriott  Hotel,  Omaha,  Nebraska. 

ADVANCED  CARDIAC  LIFE  SUPPORT 
Certification  Course:  April  20-21,  1982. 
Recertification  Course:  May  26,  1982. 

Completion  of  this  course  results  in 
American  Heart  Association  certification 
as  an  ACLS  Provider.  The  course  con- 
sists of  lectures  and  discussion,  and  in- 
struction and  practice  at  the  eight  skills 
stations.  Participants  must  successfully 
complete  a written  examination  and  a skills 
test  at  each  station.  The  recertification 
course  does  not  include  the  lectures 
(individual  topics  may  be  reviewed  on  video- 
tape) but  includes  instruction  and  practice 
at  the  practical  skills  stations.  Participants 
in  the  recertification  courses  must  hold  a 
current  ACLS  certification.  Fees:  Certifica- 
tion Courses:  $125.00.  Recertification 

Courses:  $30.00.  UNMC. 

NEBRASKA  MEDICAL  ASSOCIATION 
Annual  Session,  April  30  - May  3,  1982, 
Omaha  Marriott,  Omaha,  Nebraska. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIAITON 
— Annual  Business  Meeting  — May  1,  1982, 
in  conjunction  with  NMA  meeting,  4:30 
p.m.,  Marriott  Hotel,  Omaha.  All  alumni 
invited. 

AMERICAN  MEDICAL  ASSOCIATION 
Annual  Meeting,  June  13-17,  1982,  Chicago, 
Illinois. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
1982  Fall  Session  — September  9-11, 
1982. 
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Welcome  New  Members 


Alan  Langvardt,  M.D. 

805  West  Court 
Beatrice,  NE  68310 

Thomas  P.  Ferlic,  M.D. 

609  Doctors  Building 
Omaha,  NE  68131 

Robert  E.  Hodges,  M.D. 

Department  of  Internal  Medicine 
University  of  Nebraska  Medical  Center 
Omaha,  NE  68105 

Stan  L.  Moore,  M.D. 

Nebraska  Psychiatric  Institute 
Omaha,  NE  68106 

Donna  K.  Nelson,  M.D. 

2566  St.  Marys  Avenue 
Omaha,  NE  68105 

George  J.  Perlebach,  M.D. 

10060  Regency  Circle 
Omaha,  NE  68114 

Dean  K.  Wampler,  M.D. 

10060  Regency  Circle 
Omaha,  NE  68114 

Chin  Chung,  M.D. 

P.O.  Box  80499 
Lincoln,  NE  68501 


R.  W.  Dotson,  M.D. 

600  North  Cotner,  #106 
Lincoln,  NE  68505 

Rick  J.  Windle,  M.D. 

301  South  70th,  #350 
Lincoln,  NE  68510 

Sarah  L.  Jones,  M.D. 

8300  Dodge  Street,  #302 
Omaha,  NE  681 14 

David  A.  Katz,  M.D. 

Department  of  Pathology 
St.  Joseph  Hospital 
Omaha,  NE  68131 

Narinder  K.  Saini,  M.D. 

Norfolk  Regional  Center 
Box  1209 

Norfolk,  NE  68701 

Erik  L.  Johnson,  M.D. 

1275  Sage 
Gering,  NE  69341 

James  C.  Buell,  M.D. 

Department  of  Internal  Medicine 
University  of  Nebraska  Medical  Center 
Omaha,  NE  68105 

Chung-Chou  Chu,  M.D. 

Nebraska  Psychiatric  Institute 
Omaha,  NE  68106 
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WashingtoNo  tes 


(Continued  from  page  24A) 

The  American  Medical  Association  joined 
health  providers  and  insurers,  organized  labor, 
and  business  in  formally  endorsing  the  concept 
of  voluntary  local  coalitions  to  tackle  the 
problems  of  health  care  costs,  quality  and 
access. 

The  unprecedented  gathering  of  major  na- 
tional organizations  representing  all  aspects  of 
health  care  to  agree  on  common  goals  was 
announced  at  a news  conference  here  attended 
by  principal  officers  of  the  organizations. 

The  withdrawal  of  federal  funding  in  health 
and  the  new  emphasis  on  private  solutions  was 
cited  by  Harvard  U.  Prof.  John  Dunlop, 
coordinator  of  the  national  coalition  effort,  as 
major  factors  in  the  encouragement  of  coali- 
tions. 

The  six  organizations  “seek  to  encourage 
and  to  assist  the  efforts  in  a growing  number  of 
local  communities  in  which  local  affiliates  of 
the  national  organizaions  have  voluntarily 
joined  together  to  put  into  effect  common 
programs  for  utilization  review,  facility  and 
technology  review  and  planning,  and  other 
activities  most  appropriate  to  the  paricular 
locality  to  restrain  cost  increase  while  recog- 
nizing an  appropriate  concern  over  quality  and 
access  to  health  care,”  Dunlop  told  reporters. 

In  addition  to  the  AMA,  organizations 
involved  are  the  American  Hospital  Associ- 
ation (AHA),  the  AFL-CIO,  Blue  Cross  and 
Blue  Shield  Associations,  the  Health  Insur- 
ance Association  of  America  (HIAA)  and  the 
Business  Roundtable. 

Noting  that  the  AMA  has  been  responsible 
for  developing  25  of  the  present  70  coalitions, 
AMA  Executive  Vice  President  James  Sam- 
mons, M.D.,  told  the  news  conference  the 
primary  focus  of  coalitions  is  to  determine 
what  the  problems  of  the  local  area  are  and  to 
come  up  with  programs  for  dealing  with  them. 
He  described  the  coalition  movement  as 
“totally  different”  activity  than  the  Voluntary 


Effort  (VE)  which  is  a national  program  to 
restrain  cost  rises. 

Dr.  Sammons  said  the  AMA  opposes  federal 
health  planning  but  believes  that  voluntary 
planning  at  the  local  level  “is  necessary  and 
desirable.” 

The  AMA  long  has  recommended  exper- 
imentation with  health  insurance  benefit  pack- 
ages through  such  steps  as  removing  manda- 
tory hospitalization  for  patients  to  receive 
benefits  and  requirements  for  care  in  specific 
types  of  institutions,  Dr.  Sammons  said.  “All  of 
us  must  look  at  changes  in  benefit  packages 
that  can  be  productive.” 

*** 

The  AMA  has  argued  before  the  Supreme 
Court  that  when  professionals  advance  their 
ethical  standards  for  the  benefit  of  patients  the 
government  should  encourage  the  effort,  not 
hinder  it. 

The  Justices  were  urged  in  a hard-hitting, 
one-hour  oral  argument  to  reject  the  Federal 
Trade  Commission’s  actions  against  the 
AMA’s  ethical  restrictions  against  misleading 
advertising. 

The  FTC  should  have  given  the  AMA  a 
medal  instead  of  a long  and  tedious  trial,  said 
AMA  counsel  Newton  Minnow.  He  noted  that 
the  AMA  was  the  first  professional  organi- 
zation to  rewrite  its  ethical  codes  following  the 
Supreme  Court’s  historic  1975  decision  reject- 
ing a state  bar  association’s  fee  standard. 

The  new  AMA  code  limited  the  restrictions 
against  physician  advertising  to  make  unehti- 
cal  only  advertising  that  is  false,  misleading  or 
deceptive. 

But  the  FTC  didn’t  pay  attention,  said 
Minnow.  The  agency  is  obsessed  with  the  past, 
unconcerned  with  the  present  and  blind  to  the 
future,  the  lawyer  said. 

Dismissing  th  FTC  conspiracy  charge  as 
“nonsense,”  the  AMA  attorney  said  the  agency 
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is  determined  to  “press  for  its  pound  of  flesh” 
despite  the  AMA’s  compliance.  The  AMA’s 
warnings  to  the  FTC  of  the  impact  of  improper 
advertising  on  patients  went  unheeded,  he 
said. 

It  was  wrong  of  the  FTC  not  to  even  look  at 
the  AMA’s  current  standards,  he  said.  The 
protection  of  the  public  is  at  stake,  Minnow 
said.  “If  a doctor  advertises  that  he  cured  his 
last  25  patients,  we  think  that  is  false  and 
misleading.  We  are  dealing  with  health,  life  and 
safety.”  Why  should  the  government  try  to 
stop  guidelines  intended  to  protect  and  benefit 
the  public,  asked  the  Chicago  lawyer? 

*** 

The  AMA  has  been  awarded  a $3000,000 
physician  placement  contract  to  help  the 
National  Health  Service  Corps  (NHSC)  place 
Private  Practice  Option  (PPO)  physicians  in 
communities  suited  to  them. 

NHSC  scholarship  physicians  who  elect  to 
take  the  PPO  are  released  from  their  govern- 
ment service  obligations  if  they  establish  a 
private  practice  in  Health  Manpower  Shortage 
Areas  (HMSAs). 

The  AMA  will  help  PPO  physicians  settle  in 
communities  where  their  practices  will  have  a 
good  chance  of  success.  The  AMA  will  identify 
and  develop  potential  sites  by  matching  a list 
of  physician  vacancies  to  list  of  HMSAs  and  by 
working  with  local  and  state  medical  and 
professional  organizations.  They  will  screen 
the  list  to  insure  that  the  communities  are 
receptive  to  NHSC  placements. 

The  AMA  presently  works  with  the  NHSC 
on  temporary  physician  placement  through  a 
contract  program,  Project  USA.  Under  this 
program,  the  AMA  identifies  physicians  inter- 
ested in  a 1-week  or  2-week,  practice  in  a 
shortage  area  and  arranges  for  them  to  serve  at 
NHSC  or  Indian  Health  Service  (IHS)  sites. 


The  AMA  provides  physicians  to  cover  the 
practice  while  Federal  physicians  are  on 
vacation  or  continuing  their  medical  education. 

*** 

The  Administration  will  ask  Congress  to  give 
the  government  power  to  crack  down  on  health 
professionals  who  have  defaulted  on  student 
loans. 

The  announcement  by  Health  and  Human 
Services  (HHS)  Secretary  Richard  Schweiker 
followed  a hearing  by  the  Senate  Govern- 
mental Affairs  Subcommittee  where  the  staff 
charged  that  50,000  health  professionals, 
including  more  than  5,000  physicians,  are 
seriously  delinquent. 

Schweiker  said  as  many  as  30  percent  of 
borrowers  might  be  delinquent  in  repaying 
some  $20  million  of  the  Health  Professions 
Student  Loans  and  the  Nursing  Student 
Loans. 

“Some  new  students  may  be  unable  to  get 
loans  to  attend  medical  or  nursing  school 
because  some  former  loan  recipients  have  not 
repaid  their  indebtedness.  “We  owe  it  to  future 
health  profession  students  to  stop  the  wide- 
spread delinquency  in  loan  payments,”  he  said. 

In  addition  to  the  legislation  being  prepared, 
the  HHS  Secretary  outlined  three  other  steps: 

Establishment  of  a watchdog  program  by 
the  HHS  Inspector  General  and  Assistant 
Secretary  for  Health;  exploration  by  the  HHS 
counsel  on  better  ways  of  catching  del- 
inquents; and  performance  standards  for 
schools  to  be  used  in  processing  future  loan 
applications. 

Under  the  loan  program,  a $70  million 
revolving  pool,  the  department  makes  the 
money  available  to  schools  which  lend  it  to 
qualified  students.  The  schools  are  respon- 
sible for  repayment  from  the  students. 
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Doctor,  is  it  time  for  a change? 

• You’re  spending  too  much  time  on  paperwork. 

• You  want  to  live  in  Europe,  not  just  vacation  there  for  a couple  of  weeks. 

• You  want  to  get  involved  with  academic  medicine,  full-time. 

• You  want  to  subspecialize,  but  can’t  support  your  family  on  a fellow’s  stipend. 

It’s  time  for  a change. 

If  you  are  seriously  considering  changing  your  situation,  you  owe  it  to  yourself  to  consider 
the  Army  Medical  Department.  We  have  an  amazingly  wide  variety  of  practice  situations 
available  to  qualified  physicians.  Clinical  and  hospital-based  practices  in  small  towns,  cities, 
major  metropolitan  areas.  Sunbelt,  Snowbelt,  Europe,  Asia,  Panama.  Full-time  academic 
positions.  Full-time  research  and  development  positions.  Fellowships  that  pay  like  practice 
positions. 

For  a confidential  evaluation,  compensation  estimate,  and  vacancy  projection,  call  (collect) 
(916)  684-4893/4860  today.  Ask  for  Major  Story,  your  Army  Medical  Department  Personnel 
Counselor. 

(Inquiries  held  in  strict  confidence;  position  guaranteed  before  commitment.) 


ARMY.  BE  ALL  YOU  CAN  BE. 
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Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
I received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal.  1512 
First  National  Bank  Building.  Lincoln.  Nebraska  68508 

NEW  MEDICAL  BUILDING  situated  4 blocks 
North  - West  of  Nebraska  Methodist  Hospital, 
Omaha,  office  space  of  1300  sq.  ft.  and  700  sq.  ft. 
Good  tax  benefits  for  owner  occupant.  Call  390- 
1244.  Mr.  Broadbent,  Manager. 

HOW  MUCH  IS  YOUR  PRACTICE  WORTH 
AS  A GOING  BUSINESS?  For  more  information 
on  valuing  or  selling  your  practice,  call  FirstCare, 
Inc.,  Office  Park  in  the  Bluffs,  Box  14114,  Kansas 
City,  MO  64152.  (816)  587-1850. 

PALM  SPRINGS,  CA.  — Large  medical  practice 
located  in  center  of  the  fastest-growing  U.S. 
resort/retirement  area.  1980  gross  $600,000  plus. 
Perfect  for  one  or  more  physicians  or  physicians- 
investor  group.  Full  information  re.  this  complete 
medical  facility  upon  request.  Desert  Medical 
Center,  43-576  Washington  St.,  Palm  Desert,  Ca. 
92260.  (714)  345-2696. 

FOR  SALE:  Burdick  EK5A  purchased  1979. 
Made  50  tracings.  $900.00  or  best  offer.  Ask  about 
other  equipment  you  may  need  — chairs,  type- 
writers, 3M  copy  machine,  etc.  CONTACT:  L.  G. 
Bunting,  M.D.,  225  North  5th,  Hebron,  NE  68370. 

PRACTICE  OPPORTUNITIES  - Health  Re- 
sources has  long-term  career  opportunities  and 
short-term  locum  tenems  positions  available. 
Please  send  CV  in  confidence  to:  Dr.  Ron  Ham- 
merle,  Health  Resources,  Ltd.,  River  Road  Pro- 
fessional Bldg.,  Box  12220,  Kansas  City,  MO 
64152.  (816)  587-0920.  
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Bactrim 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 


Expanding 


Bactrim  is  useful  for 

the  following  infec-  , w 

to  susceptible6  itS  USeflll  I16SS  ill 

strains  of  indi- 
cated organisms 
(see  indications  section 
in  summary  of  product 
information): 


antimicr 
therapy 


in  recurrent 
UTI... 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume... on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella-Entero- 
bacler,  Proteus  mirabills,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  infection 
Is  due  to  ampicillin-resistant  Haemophilus  influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  is  not  indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician's 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  tlexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus;  infants  less  than  2 months  of  age. 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A p -hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopema  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC’s  are  recommended;  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function.  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin;  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy : Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim  Blood  dyscrasias  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopema,  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia.  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CA/S  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E.  phenomenon  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  tor  infants  less  than  two  months  ot  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN . AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis. 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 


in  shigellosis... 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 
Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Bactrim  ' 
succeeds 

■ 

in  recurrent  urinary  tract  infections* 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations'... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae12  with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN:  N Engl  J Med  303: 426-432,  Aug  21,  1980.  2.  Data  on  file. 
Medical  Department.  Hoffmann-La  Roche  Inc. 


Bactrim  DS 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

DOUBLE  STRENGTH  TABLETS" 

Ntvi/  £1/.  > ACADEMY 

OF  MEDICINE 


maximizes  results  with  B.I.D.  eonvenienee 


*due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 


NEBRASKA 

MEDICAL  ASSOCIATION 
114th  Annual  Session 
April  30  - May  3,  1982 
MARRIOTT  HOTEL 
OMAHA,  NEBRASKA 

See  Program  in  this  Issue 
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ONE  OF  THE 
VITAL  SIGNS 
OF  ANXIOUS 
DEPRESSION: 

INSOMNIA 

Others  to  look  for: 

agitation 
anorexia 
feelings  of  guilt 
and  worthlessness 
fatigue 
palpitations 
headache 
vague  aches 
and  pains 
sadness 
psychic  and 
somatic  anxiety 


i> 


Artist's  conception, 

looking  out  from  the  human  eye 

os  conceived  in  a schematic  model 


LIMBITROL  GIVEN 
H.S.:ONEOFTHE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special — and  specific— quality  of 
relief  to  most  anxious  depressed  patients.  Insomnia, 
for  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  daily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
offers  a choice  of  other  regimens:  t.  i d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

Limbitroi<s 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  information  on  following  page. 


LIMBITROL ° TABLETS  Tranquilizer — Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucomo  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  onticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocordiol  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage;  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  coution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients.  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidme  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy, 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12  In  the  elderly  and  debilitated  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  ana  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams  impotence,  tremor,  confusion  and  nasal  congestion  Mony  depressive 
symptoms  including  anorexia,  fatigue  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycordia  palpitations,  myo- 
cardial infarction  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extropyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation  paral\rtic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus 

Hematologic:  Bone  marrow  depression  including  agranulocytosis, 
eosinophiha,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling  ' 

Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtoined 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  os  required 
Limbitrol  5-12  5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets  each  containing  10  mg  chlor- 
diazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (os  the  hydrochloride  salt) — bottles  of  100  and  500,  Tel-E-Dose’ 
packages  of  100,  available  in  troys  of  4 reverse-numbered  boxes  of  25, 
ond  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the 
Following  address:  Alan  D.  Forker,  M.D.,  5505  Ellendale  Road,  Lincoln, 
Nebraska  68510.  The  manuscript  should  be  typewritten,  double-spaced,  on 
3V4  x 11  in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in 
the  right  upper  comer  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors'  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate  sheets 
of  8%  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations  should  be 
prepared  professionally  and  submitted  as  high-quality,  glossy,  unmounted 
black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send  original 
artwork.  Each  illustration  should  be  consecutively  numbered  and  cited  in 
the  text  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 
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WashingtoNotes 

Congress  has  sent  clear  warnings  to  the 
White  House  that  President  Reagan’s  budget 
proposal  faces  stormy  going  on  Capitol  Hill. 

Much  of  the  lawmakers’  concern  centers  on 
the  size  of  the  projected  deficit  — $91  billion 
— but  strong  opposition  has  also  surfaced  to 
the  New  Federalism  plan  to  turn  major 
programs  over  to  the  states  and  to  recommend 
slashes  in  domestic  programs,  including  health. 

Spearheading  the  fight  for  the  Administra- 
tion’s budget,  David  Stockman,  head  of  the 
Office  of  Management  and  Budget,  told 
Congress  not  to  give  up  on  President  Reagan’s 
proposals.  He  predicted  in  testimony  before 
the  Senate  Budget  Committee  that  Congress 
eventually  will  embrace  most  of  the  Adminis- 
tration’s program. 

However,  Stockman  said  the  Administra- 
tion’s position  isn’t  inflexible.  “I  would  dispel 
the  notion  that  somehow  we  have  said  some 
things  are  non-negotiable  in  any  absolutely 
rigid  sense.” 

A radical  revision  of  the  Administration’s 
program  has  been  proposed  by  Senate  Budget 
Committee  Chairman  Pete  Domenici  (R-NM), 
who  has  been  a staunch  supporter  of  the 
President.  The  Senator  proposed  larger  tax 
increases,  smaller  increases  for  Defense  and  a 
freeze  on  most  domestic  programs. 

The  President’s  budget  “fails  to  do  enough 
to  cut  spending  and  accepts  almost  benignly 
what  are  malignant  deficits”  that  could  “crush 
any  hope  of  economic  recovery,”  said  Do- 
menici. 

Meanwhile,  Senate  Finance  Committee 
Chairman  Robert  Dole  (R-KS),  who  will  have  a 
big  say  in  the  fate  of  health  programs,  said  the 
battle  over  changes  in  the  budget  may  reach  a 
climax  in  April. 

In  addition  to  Domenici’s  alternative  budget 
plan,  Senate  Majority  leader  Howard  Baker 
(R-TN)  has  suggested  a temporary  surtax  on 
income  to  ease  the  deficit;  and  Ernest  Hollings 
(D-SC)  has  recommended  a freeze  on  defense 
increases,  tax  increases  and  entitlement  pro- 
gram spending. 


(Continued  on  page  11  A) 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


percent  ol  patients  and  include  morbilliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor®  (cefaclor)  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients) 

Causal  Relationship  Uncertain-  Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic- Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200)  1 10028IR1 

•Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae 8 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company, 

Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


Britt  Summary. 

Consult  tha  package  literature  lor  prescribing  Information. 

Indications  and  Usage:  Ceclor®  (cefaclor,  Lilly)  Is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  IDiplococcus  pneumoniae), 
Haemophilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 


Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics 
warning*  in  penicillin- sensitive  patients,  cephalosporin 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS.  TO  BOTH  DRUG  CLASSES 
Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 


Precaution*  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and,  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  eg,  pressor  amines,  antihistamines, 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 

Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 

As  a result  of  administration  of  Ceclor.  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehling's  solutions  and  also  with  Clinitest  * 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip 
USP,  Lilly) 

Usaoe  in  Pregnancy- Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  tor  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

U$age  in  Infancy- Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Advaraa  Reaction*  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 

Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  In  90) 

As  with  other  broad -spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor 

Hypersensitivity  reactions  have  been  reported  in  about  1 5 


Some  ampicillin-resistcmt  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1-6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  HL  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Cefaclor 


Pulvules0, 250  and  500  mg 


200066 


IMMANUEL  VILLAGE 

FOR  THE  FINEST  IN  AFFORDABLE 
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WashingtoNotes 

(Continued  from  page  6A) 

The  major  economy  proposed  by  the  Ad- 
ministration in  health  is  a $5  billion  reduction 
in  the  rate  of  growth  of  the  Medicare  and 
Medicaid  programs.  The  House  Ways  and 
Means  Health  Subcommittee  will  conduct 
hearings  on  this  issue  during  the  next  month. 

President  Reagan’s  plan  that  would  fed- 
eralize Medicaid  and  turn  major  welfare  and 
other  health  programs  over  to  the  states 
encountered  resistance  at  the  annual  meeting 
of  governors.  However,  the  National  Con- 
ference of  State  Legislatures  approved  the 
New  Federalism  concept  with  the  warning  that 
each  of  its  provisions  must  be  carefully 
examined  and  negotiated.  The  state  lawmakers 
also  urged  the  government  to  federalize 
income  maintenance  and  food  stamps  as  well 
as  Medicaid. 

Budget  chief  Stockman  said  that  if  Medicaid 

(Continued  on  page  15 A) 


-and  lor  their  parents 
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COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Stanley  M. 
Truhlsen,  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  L.  D.  Cherry, 
Lincoln.  Counties:  Cass,  Lancaster, 
Otoe. 

Third  District:  Councilor:  Myron  E. 
Samuelson,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha,  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  L.  J.  Chadek, 
West  Point.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madi- 
son, Pierce,  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor  Warren  R 

Miller,  Columbus.  Counties:  Boone, 
Burt,  Colfax,  Dodge,  Merrick,  Nance, 
Platte,  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  Seward.  Counties:  Butler, 

Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Clarence 

Zimmer,  Friend.  Counties,  Clay,  Fill- 
more, Jefferson,  Nuckolls,  Saline, 
Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace,  Gordon.  Counties:  Boyd, 

Brown,  Cherry,  Holt,  Keyapaha,  Rock, 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Bosley,  Grand  Island.  Counties:  Blaine, 
Buffalo,  Custer,  Dawson.  Garfield, 
Grant,  Greeley,  Hall,  Hooker,  Howard, 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham,  McCook  Counties:  Adams, 
Chase,  Dundy,  Franklin,  Frontier, 
Furnas,  Gosper.  Harlan.  Hayes,  Hitch- 
cock. Kearney.  Phelps,  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel,  Garden,  Keith,  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff  Counties:  Banner,  Box 

Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill,  Scotts  Bluff,  Sioux. 
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COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 
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Adams 

Antelope-Pieree 

Boone  

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne- Kim  ball- Deuel 

Cuming 

Custer  ...... 

Dawson 

Dodge  

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster 

Lincoln  

Madison 

Metropolitan  Omaha 

Northeast 

Northwest 

Otoe 

Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


George  Osborne,  Hastings Tom  Tonniges,  Hastings 

Robert  E.  Kopp,  Plainview David  Johnson,  Osmond 

Audrey  Paulman,  Albion Paul  Paulman,  Spalding 

Gary  Vandewege,  Alliance John  Ruffing,  Hemingford 

William  W.  Lyons,  III,  Kearney  ....  Mark  H.  Meyer,  Kearney 

Lawrence  Rudolph,  David  City Victor  J.  Thoendel,  David  City 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

A.  H.  Sharnberg,  Kimball Chris  Bitner,  Sidney 

Eugene  Sucha,  West  Point L.  J.  Chadek,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Larry  Wilson,  Gothenburg Mark  Jones,  Lexington 

Martin  F.  Sears,  Fremont Wm.  B.  Eaton,  Fremont 

Henry  J.  Billerbeck,  Randolph Robert  B.  Benthack,  Wayne 

R.  S.  Cram,  Burwell Ben  R.  Meckel,  Burwell 

Patrick  C.  Gillespie,  Beatrice Klemens  E.  Gustafson,  Beatrice 

S.  K.  Woodman,  Grand  Island Gordon  D.  Francis,  Grand  Island 

John  C.  Wilcox,  Aurora Kenneth  R.  Treptow,  Aurora 


Gordon  Johnson,  Fairbury R.  A.  Blitz,  Fairbury 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

Bowen  Taylor,  Lincoln Paul  Collicott.  Lincoln 

Mark  Sorensen,  North  Platte Gerald  Rounsborg,  North  Platte 

Joseph  David,  Jr.,  Norfolk Charles  Hinkel,  Norfolk 

John  R.  Mitchell,  Omaha John  F.  Fitzgibbons,  Omaha 

D.  J.  Nagengast,  Bloomfield G.  Tom  Surber,  Norfolk 

A.  J.  Alderman,  Chadron R.  H.  Rasmussen,  Chadron 

C.  R.  Williams,  Syracuse Paul  R.  Madison,  Nebraska  City 

Bryce  Shopp,  Imperial Clifford  Colglazier,  Grant 

Warren  R.  Miller,  Columbus Ronald  Klutman,  Columbus 

Walter  E.  Gardner,  Crete Walter  E.  Gardner,  Crete 

Richard  Tempero,  Papillion William  R.  Marsh,  Papillion 

John  E.  Hansen,  Jr.,  Wahoo Robert  E.  Morris,  Wahoo 

Robert  Calkins,  Scottsbluff David  Imes,  Gering 

Robert  Jacobs,  Seward William  Bailey,  Seward 

Carrol  Verhage,  Geneva Chas.  F.  Ashby,  Geneva 


Elizabeth  D.  Edwards,  McCook. ...  David  A.  Allerheiligen,  McCook 

Richard  Gentry,  Blair Hans  Rath,  Omaha 

James  D.  Bell,  York B.  N.  Greenberg,  York 
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Famous 

Pairs 


They  work  so 

well  together. 

One  of  man's  most  amazing  explo- 
rations and  scientific  adventures,  the 
successful  Gemini  flight  program 
was  a triumph  of  imagination  and— 
teamwork.  Two  men  learned  to 
operate  in  space,  to  rendezvous,  to 
dock,  and  to  work  outside  their 
spacecraft  in  the  hard  vacuum  of 
outer  space.  Not  only  did  they  coor- 
dinate their  efforts  with  ground 
backup,  they  also  complemented 
each  other's  activities  within  the 
close  confines  of  the  space  capsule. 
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Anusol-HC 
& Tucks 


ANUSOL-HC'"'  Suppositories/ 
ANUSOL-HC*'  Cream 

Before  prescribing,  please  see  full  prescribing  information 
A Brief  Summary  follows: 
Indications  and  Usage:  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  are  adjunctive  therapy  for  the 
symptomatic  relief  of  pain,  itching  and  discomfort  in 
external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis,  and  fissures,  incomplete  fistulas,  pruritus  am  and 
relief  of  local  pain  and  discomfort  following  anorectal 
surgery 

Anusol-HC  is  especially  indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  patients  can 
be  maintained  on  regular  Anusol"  Suppositories  or 
Ointment 
CONTRAINDICATIONS 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  ot 
hypersensitivity  to  any  of  the  components  of  the 
preparations 
WARNINGS 

The  safe  use  of  topical  steroids  during  pregnancy  has  not 
been  tully  established  Therefore,  during  pregnancy,  they 
should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time, 

PRECAUTIONS 

General 

Symptomatic  relief  should  not  delay  definitive  diagnoses  or 

treatment 

Prolonged  or  excessive  use  of  corticosteroids  might 
produce  systemic  effects. 


Anusol-HC ® 

Suppositories/ Cream 
with  Hydrocortisone  Acetate 
The  # 1 physician-prescribed  product  for  hemor- 
rhoids and  other  common  anorectal  disorders ** 

□ Antiinflammatory,  to  relieve  edema,  burning, 
itching,  pain 

□ Astringent,  to  help  promote  healing 

□ Emollient,  for  easier  bowel  movements  and 
soothing  relief  of  local  trauma 

And,  when  pain  is  a special  problem,  Anusol 
Ointment  offers  the  benefits  of  the  anesthetic, 
pramoxine  HCI. 


...another  well-known  pair  that 
works  so  well  together!  Ninety- 
five  percent  of  colon  /rectal 
surgeons  surveyed*  added 
Tucks  pads  concomi- 
tantly to  hemorrhoidal 
treatment  programs 
they  recommended. 


PARKE-DAVIS 

Warner-Lambert  Company 
Morris  Plains,  NJ  07950 


TUCKS w 

Pre-Moistened  Hemorrhoidal  /Vaginal  Pads 
The  # 7 hemorrhoidal  pad*  for  added  external  relief 
and  gentle  cleansing  of  fecal  residue 

□ Soothes,  cools,  comforts  the  irritation  and  itch  of 
hemorrhoids  and  other  common  anorectal  dis- 
orders 

□ Hygienic  rectal  wipe— an  integral  part  of  the 
anorectal  regimen 

Once  pain  and  inflammation  subside,  for  dual 
action  recommend  regular  ANUSOL"— to  maintain 
patient  comfort  —and  TUCKS"— to  maintain  patient 
anorectal  hygiene. 

Meeting  of  Am  Soc  Colon /Rectal  Surgeons,  May  1980. 

~ Based  on  total  prescriptions  filled  for  hemorrhoidal  preparations  during  the 
first  three  quarters  of  1981  The  National  Prescription  Audit,  IMS  America  Ltd 
Sept  1981 

* 1981  data  from  leading  marketing  research  organization 
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If  irritation  develops,  Anusol-HC  Suppositories  and  Anusol- 
HC  Cream  should  be  discontinued  and  appropriate  therapy 

instituted 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted  If  a 
favorable  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  until  the  infection  has 
been  adeguately  controlled 
Anusol-HC  is  not  for  ophthalmic  use 
Pregnancy 
See ' WARNINGS  " 
Pediatric  Use 

Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 
OOSAGE  AND  ADMINISTRATION 
Anusol-HC  Suppositories— Adults:  Remove  foil  wrapper  and 
insert  suppository  into  the  anus.  Insert  one  suppository  in 
the  morning  and  one  at  bedtime  for  3 to  6 days  or  until 
inflammation  subsides.  Then  maintain  comfort  with  regular 
Anusol  Suppositories 
Anusol-HC  Cream-Adults  After  gentle  bathing  and  drying 
of  the  anal  area,  remove  tube  cap  and  apply  to  the  exterior 
surface  and  gently  rub  in.  For  internal  use.  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying 
gentle  continuous  pressure.  Then  sgueeze  the  tube  to 
deliver  medication.  Cream  should  be  applied  3 or  4 times  a 
day  for  3 to  6 days  until  inflammation  subsides.  Then 
maintain  comfort  with  regular  Anusol  Ointment 
NOTE:  If  staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabric  by  hand  or  machine 
washing  with  household  detergent. 
Store  between  59°-86°F  (15°-30°C| 
1089G010 


ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Road,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  “E”  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  N.  69th  St,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Fr.  James  Hoff,  S.J.,  Acting  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
JoAnn  Lewis,  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

Ste.  103,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Bldg..  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Charles  H.  Borchman,  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

740  Keeline  Bldg.,  319  South  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton,  M.D.,  President 
Regional  Center,  Hastings,  NE  68901 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D.,  Dept,  of  Neurology, 

601  North  30th  Street,  Omaha,  Nebraska  68131 
Nebraska  Academy  of  Ophthalmology 
John  T.  Ramsell,  M.D.,  President 

247  Doctors  Bldg.,  North  Tower.  Omaha,  Nebraska  68131 
Nebraska  Academy  of  Otolaryngology 
F.  Edward  Stivers.  M.D.,  President 
630  North  Cotner,  Lincoln  68505 

Nebraska  Association  of  Home  & Community  Health  Agencies 

Sharon  Feller,  President  k 

810  N.  22nd  St..  Blair  68008 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife.  M.D..  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D..  Secretary-Treasurer.  N.A.P. 

8303  Dodge  Street.  Omaha  68114 
Nebraska  Chapter  — American  Academy  of  Family  Physicians 
K.  Don  Arrasmith,  M.D..  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
10840  Old  Mill  Rd.,  Suite  5,  Omaha  68154 
Nebraska  Chapter  — American  College  of  Pediatrics 
Warren  G.  Bosley,  M.D.,  Chairman 
1811  West  2nd,  #360,  Grand  Island,  Nebraska  68801 
Nebraska  Chapter  — American  College  of  Physicians 
Bowen  E.  Taylor,  M.D..  F.A.C.P..  Governor 
Box  81009.  Lincoln  68501 

Nebraska  Chapter  — American  College  of  Surgeons 

John  W.  Smith.  M.D.,  President-Elect 
8300  Dodge  St.,  #124,  Omaha  68114 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F Aita,  M.D.,  Medical  Advisor 
105  South  49th  St..  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg..  Lincoln  68508 
Nebraska  Dietetic  Association 
Charlotte  Kern  R.D.,  President 
7629  Grover  St.,  Omaha  68124 
Nebraska  Epilepsv  League,  Inc. 

3610  Dodge  St,  Ste.  201,  Omaha  68131 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  "O"  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 

8301  Dodge  St..  Omaha  68114 
(402)  390-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson.  M.D.,  Secretary- 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs.  R.N.,  Secretary-Treasurer 
No.  322,  2446  Nye  Avenue,  Fremont,  NE  68025 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns,  M.D.,  President 
Suite  404,  Dodge  Professional  Center 
8701  W.  Dodge  Road,  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St..  Omaha  68106 
Nebraska  Public  Health  Association 
Tom  Dittrick,  President 
105  East  First  St.,  Grand  Island  68801 
Nebraska  Radiological  Society 

W.  Benton  Copple,  M.D.,  President 
6801  No.  72nd  St.,  Omaha  68122 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
G.  L.  McLean,  M.D.,  President 
2300  South  16th  St.,  Lincoln  68502 
Nebraska  Society  of  Internal  Medicine 
Vernon  G.  Ward.  M.D..  President 
302  No.  54th  St.,  Omaha  68132 
National  Society  to  Prevent  Blindness,  Nebraska  .Affiliate 
4600  Valley  Road,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
Ken  Draper.  RRT,  President 
Southeast  Community  College 
8800  “0"  Street.  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D..  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D..  Secretary-Treasurer 
8552  Cass.  Omaha  68114 

Nebraska  State  Society  of  .American  Association  of 
Medical  Assistants 

Diana  Milkowski,  CMA,  President 
1052  Park  Ave.,  Omaha  68102 
Nebraska  Urological  Association 
Gerald  C.  Felt.  M.D..  President 
6801  No.  72nd,  Omaha  68152 
Nebraska  Veterinary  Medical  Association 
Bob  Garey.  Executive  Director 
209  VVest  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society- 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary- 
7363  Pacific  St„  #210-A.  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 
Mrs.  Carole  Boles,  Executive  Director 
4600  Valley  Road.  Suite  D.  Lincoln  68510 
University  of  Nebraska  Medical  Center 
Neal  A.  Vanselow,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 
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Doctor,  is  it  time  for  a change? 

• You’re  spending  too  much  time  on  paperwork. 

• You  want  to  live  in  Europe,  not  just  vacation  there  for  a couple  of  weeks. 

• You  want  to  get  involved  with  academic  medicine,  full-time. 

• You  want  to  subspecialize,  but  can’t  support  your  family  on  a fellow’s  stipend. 

It’s  time  for  a change. 

If  you  are  seriously  considering  changing  your  situation,  you  owe  it  to  yourself  to  consider 
the  Army  Medical  Department.  We  have  an  amazingly  wide  variety  of  practice  situations 
available  to  qualified  physicians.  Clinical  and  hospital-based  practices  in  small  towns,  cities, 
major  metropolitan  areas.  Sunbelt,  Snowbelt,  Europe,  Asia,  Panama.  Full-time  academic 
positions.  Full-time  research  and  development  positions.  Fellowships  that  pay  like  practice 
positions. 

For  a confidential  evaluation,  compensation  estimate,  and  vacancy  projection,  call  (collect) 
(916)  684-4893/4860  today.  Ask  for  Major  Story,  your  Army  Medical  Department  Personnel 
Counselor. 

(Inquiries  held  in  strict  confidence;  position  guaranteed  before  commitment.) 


ARMY.  BE  ALL  YOU  CAH  BE. 


Washington otes 

(Continued  from  page  11  A) 

is  federalized  the  Administration  hopes  to 
standardize  services,  but  he  told  the  governors 
there  are  no  plans  to  radically  change  any  of 
the  program’s  provisions.  He  said  it  is  not 
practical  to  have  30  optional  services  under 
Medicaid  in  one  state  and  none  in  another. 

* * * 

The  nation’s  medical  schools  fear  the 
threatened  squeeze  on  federal  loan  funds  and 
aid  for  students  could  lead  many  students  to 
drop  out. 

Loss  of  the  guaranteed  loan  program  for 
graduate  and  professional  students  would  be 
devastating,  according  to  Robert  Boerner, 
Director  of  the  Division  of  Student  Programs 
of  the  Association  of  American  Medical 
Colleges  (AAMC). 

Noting  that  the  Administration  proposal 
would  hit  the  entire  graduate  and  professional 

(Continued  on  page  17 A) 


FOR 

PROFESSIONAL  PROTECTION 
EXCLUSIVE!* 


YOUR  FIRST  STEP  TO  FIRST  QUALITY  PROTECTION 

CONTACT  FIELD  REPRESENTATIVES 

OMAHA  OFFICE: 

L.  Roger  Garner 

9140  West  Dodge  Suite  100,  Omaha  681  14 
Phone  402-393-5797 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Carlyle  E.  Wilson,  Jr.,  M.D.,  Borrego  Springs,  CA President 

Allan  C.  Landers,  M.D.,  Scottsbluff President-Elect 

Orin  R.  Hayes,  M.D.,  Lincoln Secretary-Treasurer 

Kenneth  E.  Neff,  Lincoln Executive  Director 

William  L.  Schellpeper,  Lincoln Assistant  Executive  Director 


AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D., 
Sidney;  John  D.  Coe,  M.D.,  Omaha.  AMA  Alternate 
Delegates  — Louis  J.  Gogela,  M.D.,  Lincoln;  Blaine 
Y.  Roffman,  M.D.,  Omaha.  Delegate  to  the  North 
Central  Medical  Conference  — Dwaine  J.  Peetz, 
M.D.,  Neligh 


BOARD  OF  DIRECTORS 

Carlyle  E.  Wilson,  Jr.,  M.D.,  Chm Borrego  Springs,  CA 

Allan  C.  Landers,  M.D.,  Vice-Chm Scottsbluff 

Orin  R.  Hayes,  M.D.,  Secretary Lincoln 

Herbert  E.  Reese,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 

Ex-Officio: 

Harry  W.  McFadden,  Jr.,  M.D Omaha 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Stanley  M.  Truhlsen,  M.D Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Dwaine  J.  Peetz,  M.D.,  Chm Neligh 

John  D.  Coe,  M.D Omaha 

Richard  D.  Gentry,  M.D Blair 

Jon  J.  Hinrichs,  M.D Lincoln 

Joseph  M.  Holthaus,  M.D Omaha 

Edward  M.  Malashock,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Bowen  E.  Taylor,  M.D Lincoln 

Richard  L.  Tollefson,  M.D Wausa 


SCIENTIFIC  SESSIONS  COMMITTEE 

Robert  M.  Stryker,  M.D.,  Chm Omaha 

Richard  A.  Cottingham,  M.D McCook 

Dale  W.  Ebers,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Richard  A Hranac,  M.D Kearney 

Darroll  J.  Loschen,  M.D York 

John  C.  Sage,  M.D Omaha 

Chester  Q.  Thompson,  Jr.,  M.D Omaha 

Bernard  F.  Wendt,  M.D Lincoln 

COMMISSION  ON  GOVERNMENTAL  AFFAIRS 

Jerald  R.  Schenken,  M.D.,  Chm Omaha 

Christopher  C.  Caudill,  M.D Lincoln 

Monroe  D.  Dowling,  M.D Lincoln 

John  F.  Fitzgibbons,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Robert  Sidner,  M.D Kearney 

Todd  Sorensen,  M.D Scottsbluff 

Wesley  G.  Wilhelm,  M.D Omaha 

Eugene  M.  Zweiback,  M.D Omaha 

Ex-Officio: 

Herbert  E.  Reese,  M.D Lincoln 


LIAISON  SUB-COMMITTEE  OF  THE  COMMISSION 


ON  ASSOCIATION  AFFAIRS 

Joseph  C.  Scott,  M.D.,  Chm Omaha 

William  Doering,  M.D Franklin 

Daniel  S.  Durrie,  M.D Omaha 

Michael  Haller,  M.D Omaha 

Bernard  Kratochvil,  M.D Omaha 

David  C.  McMaster,  M.D Auburn 

R.  C.  Rosenlof,  M.D Kearney 

Joseph  E.  Stitcher,  M.D Lincoln 

COMMISSION  ON  CLINICAL  MEDICINE 

Robert  M.  Stryker,  M.D.,  Chm Omaha 

John  H.  Bancroft,  M.D Kearney 

Jackson  Bence,  M.D Grand  Island 

James  S.  Carson,  M.D McCook 

Patrick  E.  Clare,  M.D Lincoln 

Francis  D.  Donahue,  M.D Omaha 

Dean  McGee,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

William  L.  Rumbolz,  M.D Omaha 

AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chm Lincoln 

Stanley  M.  Bach,  M.D Omaha 

Jackson  Bence,  M.D Grand  Island 

S.  I.  Fuenning,  M.D Lincoln 

Jack  K.  Lewis,  M.D Omaha 

Charles  W.  Newman,  M.D Lincoln 

W.  Michael  Walsh,  M.D Omaha 

George  F.  Sullivan,  R.P.T Lincoln 

Wayne  Wagner,  A.T.C Omaha 

AD-HOC  COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICES 

Dean  A.  McGee,  M.D.,  Chm Omaha 

K.  Don  Arrasmith,  M.D Omaha 

Stephen  W.  Carveth,  M.D Lincoln 

M.  L.  Chaloupka,  M.D Broken  Bow 

Paul  E.  Collicott,  M.D Lincoln 

Michael  J.  Ginsburg,  M.D Omaha 

Kenneth  F.  Kimball,  M.D Kearney 

Richard  B.  Svehla,  M.D ' Omaha 

AD-HOC  COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 

William  L.  Rumbolz,  M.D.,  Chm Omaha 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Charles  A.  Field,  M.D Omaha 

L Palmer  Johnson,  M.D Lincoln 

Bruce  E.  Taylor,  M.D Lincoln 

Larry  Wilson,  M.D Gothenburg 

Section  on  Perinatal  Mortality  Review 

Lawrence  C.  Bausch,  M.D Lincoln 

Robert  S.  Grant,  M.D Lincoln 

Robert  Nelson,  M.D Omaha 

Peggy  Rapoport.  M.D Omaha 

Kenton  L.  Shaffer,  M.D Kearney 

AD-HOC  COMMITTEE  ON  PSYCHIATRY 

Robert  Osborne,  M.D  . Chm Lincoln 

Robert  Burlingame,  M.D Beatrice 

Jon  J.  Hinrichs,  M.D Lincoln 

Harry  C.  Henderson,  M.D Omaha 

Bulent  Tunaken,  M.D Omaha 

William  B.  Long,  M.D Omaha 


COMMISSION  ON  LEGISLATION  AND  LEGAL  AFFAIRS 


Herbert  E.  Reese,  M.D.,  Chm Lincoln 

James  H.  Dunlap,  M.D Norfolk 

Clinton  D.  Heine,  M.D Columbus 

John  T.  McGreer,  HI,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Craig  L.  Urbauer,  M.D Lincoln 

Ex-Officio: 

Jerald  R.  Schenken,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Robert  D.  Harry,  M.D.,  Chm Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Harvey  A.  Konigsberg,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

John  P.  O’Gara,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chm Grand  Island 

Robert  B.  Benthack,  M.D Wayne 

S.  I.  Fuenning,  M.D Lincoln 

Eileen  C.  Vautravers,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf,  M.D.,  Chm Omaha 

Edward  E.  Gatz,  M.D Omaha 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Donald  E.  Matthews,  M.D Lincoln 

Craig  R.  Nolte,  M.D Lincoln 

Joseph  M.  Rapoport,  M.D Omaha 

F.  Thomas  Waring,  M.D Fremont 

STUDY  COMMITTEE  ON  COST  AWARENESS 

Clarence  A.  McWhorter,  M.D.,  Chm Omaha 

Russell  E.  Beran,  M.D Omaha 

Stanley  L.  Davis,  M.D Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Stephen  R.  Grenier,  M.D Lincoln 

William  T.  Griffin,  M.D Lincoln 

F.  William  Karrer,  M.D Omaha 

Theo.  J.  Lemke,  Jr.,  M.D Columbus 

Robert  E.  Lovgren,  M.D Omaha 

Russell  Mclntire,  M.D Hastings 

COMMITTEE  ON  HEALTH  PLANNING 

C.  J.  Cornelius,  Jr.,  M.D.,  Chm Sidney 

Gordon  Adams,  M.D Norfolk 

James  Carson,  M.D McCook 

Donald  Prince,  M.D Minden 

Eugene  Sucha,  M.D West  Point 

Thomas  H.  Wallace,  M.D Gordon 

Lewiston  W.  Birkman,  M.D Lincoln 

Dale  Ebers,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D Beatrice 

Roger  Jacobs,  M.D Seward 

Craig  Urbauer,  M.D Lincoln 

Allen  Dvorak,  M.D Omaha 

Duane  Krause,  M.D Fremont 

Morton  H.  Kulesh,  M.D Omaha 

Roger  D.  Mason,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 
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Washington otes 

(Continued  from  page  15 A) 

academic  community,  Boerner  exclaimed 
“where  the  hell  are  we  going  to  get  the  leaders 
of  the  country?” 

The  AAMC  has  been  warning  that  the 
already- carried-out  elimination  of  capitation 
aid  for  medical  schools  (federal  grants  based 
on  number  of  students),  plus  the  proposed 
curbs  on  federally-aided  loans  could  make 
medical  schools  the  province  of  only  wealthy 
students. 

Lower  standards  of  admission,  smaller 
classes  and  slashed  overhead  costs  may  be  in 
the  offing.  Some  schools  might  not  be  able  to 
survive  the  crunch,  some  AAMC  officials  have 
said.  The  number  of  applicants  for  schools  is 
now  the  lowest  it  has  been  in  10  years  and  may 
drop  below  two  applicants  per  place.  In  some 
areas  involving  state  residents  and  public 
schools,  the  ratio  is  one  to  one. 

According  to  Boerner  the  federal  graduate 
student  loan  program  provides  78  percent  of 
all  loan  money  available  to  medical  students 
with  72  percent  of  all  students  participating  in 
such  loans. 

Not  only  is  the  subsidized  graduate  loan 
program  in  jeopardy,  but  the  fail-back  loan  and 
aid  programs  are  in  trouble.  The  Administra- 
tion has  proposed  no  further  funding  of  the 
Exceptional  Financial  Need  Scholarship  Pro- 
gram which  benefits  two  percent  of  medical 
students.  The  Health  Professions  Student 
Loan  Program,  utilized  by  about  five  percent 
of  medical  students,  and  the  National  Direct 
Student  Loan  Program,  also  about  five  per- 
cent, are  recommended  for  cancellation. 

These  three  loan  programs  account  for  85 
percent  of  all  loan  dollars  available  to  the 
medical  students,  Boerner  said. 

The  major  remaining  source  is  the  Health 
Educations  Assistance  Loan  program  (HEAL) 
which  involves  federal  guarantees  of  loans 
from  private  sources.  These  loans  are  made  at 
roughly  the  prevailing  interest  rates  without 
any  federal  subsidy.  The  Administration  wants 
to  limit  this  fund  to  $80  million,  Boerner  said, 
but  medical  schools  alone  (other  health 
schools  also  participate)  estimate  they  will 


The  Fifth  Annual  Black  Hills  Semi- 
nar on  Advances  in  Clinical  Pedi- 
atrics — June  16-18,  1 982,  at  Sylvan 
Lake  Resort,  Custer,  South  Dakota, 
sponsored  by  the  Department  of 
Pediatrics  and  Adolescent  Medicine, 
University  of  South  Dakota  School 
of  Medicine.  Guest  faculty  include 
Drs.  Hugh  Moffett,  Jane  Schaller, 
Sylvan  Stool  and  William  Strong.  For 
complete  conference  information 
contact: 

Lawrence  R.  Wellman,  M.D. 

Program  Coordinator 
Department  of  Pediatrics 
University  of  South  Dakota 
School  of  Medicine,  1100  S.  Euclid 
Sioux  Falls,  South  Dakota  57 1 1 7-5039 
605-339-6578 


Since  1925 

Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


UONLEY  MEDICAL 

SUPPLY  COMPANY 

P.O.  Box„83108,  Lincoln,  NE  68501 
AUTHORIZED  CONTRACT  AGENT 
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BEING  A PHYSICIAN 
AND  A FAMILY  MAN  IS 
LIKE  MAKING  AN  INCISION 
WITH  A PARING  KNIFE... 


it's  very  difficult  to  do  And  the  fact  that  a physician 
has  medical  as  well  as  business  concerns  to  handle 
makes  for  a loss  of  time  and  money  at  the 
expense  of  the  family. 

We  provide  you  with  an  environment  serving  a 
purpose— practicing  medicine  at  regular  working 
hours.  No  salesmen  and  attorneys  calling,  no  books 
to  balance,  and  no  late  hours.  You  can  concentrate 
on  practicing  medicine  with  a health  care  system 
that's  one  of  the  finest  in  the  world,  and  you'll  get 
home  on  time,  too1  You'll  work  in  modern,  well- 
equipped  hospitals  and  clinics  with  the  most  up-to- 
date  technology 

Also  included  are  excellent  programs  of  compensa- 
tion opportunities  for  professional  growth  and  spe- 
cialization. 30  days  of  vacation  with  pay  each  year, 
full  medical  and  dental  care  and  more 
With  the  Air  Force,  we  want  you  to  do  one  thing 
practice  medicine  We  would  like  to  provide  you 
with  more  information  on  Air  Force  medicine 
Contact  Archie  Summerlin  Call  Collect 

1 1 6 South  42nd  Street  402  /221-4319 
Omaha.  Nebraska  68131  
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need  more  than  $110  million  in  fiscal  1983  “for 
this,  the  high  cost  loan  of  last  resort.” 

* * * 

The  government  has  proposed  new  regula- 
tions for  kidney  dialysis  designed  to  save  $130 
million  a year. 

The  proposals,  which  already  have  drawn 
fire  from  some  patients’  groups,  call  for 
prospective  reimbursement  of  facilities  and  for 
a single  rate  whether  dialysis  is  at  home  or  at  a 
facility.  “This  should  encourage  home  dialysis 
where  costs  are  lower,  when  the  physician 
recommends  home  dialysis,”  said  the  Health 
and  Human  Services  Department  (HHS). 

Under  a proposed  new  methodology  for 
computing  rates,  average  reimbursement 
would  be  $132  per  treatment  for  hospital- 
based  facilities  and  $128  per  treatment  for 
independent  facilities. 

“By  basing  the  rate  on  median  costs 
experienced  by  all  facilities,  HHS  will  be 
providing  a fair  return  to  the  efficient  pro- 
vider,” said  HHS. 

The  End-Stage  Renal  Disease  Program 
(ESRD)  will  cost  Medicare  about  $1.8  billion 
this  fiscal  year  at  an  average  cost  per  patient  of 
$24,000.  There  are  59,000  patients  covered. 

About  17  percent  of  dialysis  patients  are 
treated  at  home  “though  home  dialysis  is 
believed  to  be  suitable  for  30  to  40  percent  of 
patients,”  HHS  said.  Median  cost  is  $97  per 
treatment. 


* * * 

Cigaret  smoking  is  the  chief  avoidable  cause 
of  death  in  this  country  and  the  most 
important  public  health  issue  of  our  time,  said 
C.  Everett  Koop,  M.D.,  Surgeon  General  of  the 
Public  Health  Service  (PHS). 

Releasing  the  annual  PHS  report  on  smok- 
ing and  health,  Dr.  Koop  said  male  smokers 
have  double  the  cancer  death  rate  of  non- 
smoking males  and  that  female  smokers  have  a 
30  percent  higher  cancer  rate  than  non- 
smoking females. 

About  129,000  Americans  will  die  this  year 
of  smoking-related  cancer,  the  report  said. 

The  Tobacco  Institute  released  a statement 
(Continued  on  page  96) 
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THE  NEBRASKA  MEDICAL  JOURNAL 


TREATMENT  OF 
MYASTHENIA  GRAVIS 

Dr.  Eppel  and  Streib  are  to  be  commended 
on  their  presentation  to  Nebraska  physicians 
of  a relatively  new  modality  for  the  treatment 
of  myasthenia  gravis  in  this  issue  of  the 
Nebraska  Medical  Journal.  It  has  certainly 
been  a life-saving  or,  at  least,  morbidity- 
reducing  procedure  in  the  treatment  of  in- 
tractable myasthenia.  I think  the  authors  were 
quite  careful  and  correct  in  pointing  out  that  it 
is  currently  considered  a tertiary  form  of 
treatment  and  utilized  only  in  exceptionally 
severe  and  intractable  cases.  However,  I think 
physicians  reading  the  article  would  wonder 
why  this  is  not  a primary  treatment  since  it  is 
so  simple,  safe  and  effective.  It  would  be  only 
fair  to  point  out  some  of  the  drawbacks. 

Plasmapheresis  is  an  expensive  procedure  at 
best.  It  has  not  currently  been  subsidized  by 
the  Federal  Government,  as  dialysis  has,  so 
most  of  the  expense  must  be  borne  by  the 
patient  and,  hopefully,  some  insurance  carrier. 
In  most  institutions  the  expense  runs  upwards 
of  $1,000  per  treatment.  Although  there  have 
been  a few  isolated  reports  of  apparent  long- 
term remission  after  plasmapheresis,  it  has 
been  the  much  more  common  experience  that 
the  treatment  has  to  be  repeated  at  fairly 
frequent  intervals,  roughly  4 to  6 weeks  and  in 
some  cases,  much  oftener  than  that.  This  can 


quickly  run  into  expenses  of  $20,000  per  year, 
simply  for  the  pheresis,  not  to  mention  the 
immunosuppression. 

A comment  at  the  end  of  the  article  does 
mention  the  complications  of  intercurrent 
infection.  I think  this  needs  to  be  re-emphasized. 
Most  physicians  are  familiar  with  the  compli- 
cations of  immunosuppression  alone,  hut  they 
should  be  aware  that  the  combination  of 
immunosuppression  and  plasmapheresis  re- 
duces the  body’s  defense  against  infection 
even  more  profoundly. 

It  should  also  be  pointed  out  that  the  long- 
term effectiveness  of  plasmapheresis  in  the 
continuing  treatment  of  myasthenia  gravis  still 
needs  to  be  determined.  I think  there  is  little 
doubt  that,  as  an  emergency  treatment,  it  has 
very  great  benefits  and  can  salvage  situations 
where  nothing  else  has  been  successful.  The 
possibility  of  long-term  remission  remains 
uncertain,  despite  some  preliminary  reports 
that  this  may  be  possible. 

In  summary,  plasmapheresis  is  a very 
helpful  adjuvant  to  the  treatment  of  a selected 
few  myasthenic  patients  who  have  failed  to 
respond  to  all  other  methods  of  treatment.  Its 
long-term  effectiveness  has  yet  to  be  demon- 
strated and  the  usefulness  of  the  treatment  will 
have  to  be  balanced  against  the  expense  and 
complications  thereof. 

D.  A.  Decker,  Jr.,  M.D. 
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ORIGINAL  ARTICLES 


Plasmapheresis:  A New  Treatment 
Modality  for  the  Patient  with  Severe 
Myasthenia  Gravis 


Abstract: 

A patient  with  severe  myasthenia  gravis 
did  not  respond  adequately  to  high  dose 
prednisone  treatment.  Three  sessions  of 
plasmapheresis  stablized  his  condition  and  he 
could  be  discharged  from  the  hospital.  Plas- 
mapheresis combined  with  immunosuppres- 
sive drug  treatment  is  a valuable  new 
therapeutic  modality  for  the  severely  affect- 
ed patient.  Its  rationale  and  indications  are 
discussed. 


WEAKNESS  in  myasthenia  gra- 
vis (MG)  is  caused  by  an 

autoimmune  process.  Both 

cellular  and  humoral  immune  factors  are 
directed  against  the  acetylcholine  receptors 
(AChRs)  at  the  neuromuscular  synapse.  1 2 ■ 3 
In  human  MG  the  major  importance  of 

humoral  factors  is  evidenced  by  the  presence 
in  the  serum  of  antibodies  against  AChRs.4 
This  knowledge  has  led  to  the  introduction  of 
plasmapheresis  (PP),  which  directly  reduces 
serum  antibody  concentration. 3 5 

PP  coupled  with  immunosuppressive  drug 
therapy  has  been  found  quite  effective  in  the 
severely  affected  patient  with  MG. 3,5 

Case  report 

This  53-year  old  white  male  originally 

presented  with  symptoms  and  signs  of 
myasthenia  gravis  in  January,  1975.  Investi- 
gations at  that  time  revealed  the  presence 
of  a thymoma  which  was  totaly  resected.  No 
infiltration  in  surrounding  tissue  had  occur- 
red. Post-operatively  he  was  placed  on  100 
mg  of  prednisone  every  other  day  and  small 
doses  of  pyridostigmine  bromide  (Mestinon). 
He  recovered  completely  in  one  year  and  did 
not  require  any  medications  from  1976  to 
1978.  Since  December,  1978,  he  had  recur- 
rence of  intermittent  difficulty  in  swallowing, 
and  hoarseness.  This  was  initially  well 
controlled  with  60  mg  of  Mestinon  t.i.d. 
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During  the  following  12  months,  however, 
Mestinon  had  to  be  progressively  increased 
to  480  mg/day  to  control  his  symptoms. 
Despite  further  increase  to  600  mg  of 
Mestinon  per  day,  he  deteriorated  and 
developed  acute  respiratory  failure  in  Jan- 
uary, 1981.  He  had  to  be  intubated  and 
artificially  ventilated.  He  was  started  on  100 
mg  prednisone  per  day,  and  his  Mestinon 
was  decreased  to  60  mg  q.i.d.  After  5 weeks 
of  daily  100  mg  prednisone  and  supplemental 
Mestinon,  the  patient  had  only  made  slight 
improvement;  he  could  be  extubated  after  7 
days  but  severe  difficulty  swallowing  remain- 
ed and  he  had  to  be  nutritionally  maintained 
on  tube  feedings.  His  vital  capacity  and 
maximal  inspiratory  pressure  remained  very 
low.  A decision  to  use  PP  was  made. 

He  was  started  on  azathioprine,  150  mg 
daily.  On  the  first  PP,  65%  plasma  exchange 
was  accomplished  by  removing  2,914  ml  of 
plasma  and  replacing  this  with  2,750  ml  of 
5%  albumin  and  150  ml  normal  saline.  Two 
days  later  he  underwent  another  PP,  at 
which  time  a 66%  plasma  exchange  was 
accomplished.  A third  PP  with  67%  plasma 
exchange  was  done  one  week  after  the  first 
one.  After  the  second  and  third  treatments, 
the  patient  was  given  20  ml  of  16%  of 
human-immune  globulin  intramuscularly. 
Mestinon  was  maintained  at  a lower  dose 
than  previously. 

Subsequent  to  the  second  procedure  and 
particularly  the  third,  he  was  much  im- 
proved. His  vital  capacity  reached  4.5  liter 
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and  he  was  able  to  swallow  regular  food.  He 
was  discharged  home  4 days  after  the  last 
plasma  exchange  on  reduced  dosages  of 
prednisone,  azathioprine,  150  mg  daily,  and 
Mestinon,  60  mg  q.i.d.  He  has  been  stable  for 
several  weeks  following  discharge. 

The  antibody  level  to  ACh  receptor  was 
11.89  nanomoles/liter  before  and  1.65  follow- 
ing the  third  plasma  exchange. 

Discussion 

Treatment  for  myasthenia  gravis  varies 
only  slightly  from  center  to  center.  The 
following  regimen  is  generally  acceptable: 
After  establishing  the  diagnosis,  underlying 
disorders  such  as  hyperthyroidism  or  a 
thymoma  have  to  be  excluded  or  treated. 
Cholinesterase  inhibitors  (Mestinon)  in  in- 
creasing doses  are  the  first  drugs  of  choice. 
If  this  produces  less  than  normal  function, 
thymectomy  by  sternal  splitting  approach  is 
indicated  in  the  young  patient;  this  may  be 
done  in  conjunction  with  preceding  predni- 
sone therapy.6  In  the  older  patient,  with  no 
rationale  for  thymectomy  except  in  case  of  a 
thymoma,  prednisone  is  used  as  the  second 
step  in  drug  therapy.  Prednisone  is  given  in 
daily  doses  of  60  to  100  mg.  After  sustained 
improvement  has  been  achieved,  prednisone 
is  changed  to  an  alternate  day  regimen.  In  a 
series  of  60  patients,  77%  responded  well 
and  were  able  to  lead  normal  lives;  15% 
were  improved  over  pretreatment  level.  6 
Improvement  began  from  2-52  days  after 
prednisone  was  started.  Patients  who  did  not 
respond  within  3 weeks  were  not  likely  to 
achieve  a satisfactory  improvement  and 
would  now  be  considered  for  combined 
plasmapheresis  and  immunosuppressive  drug 
treatment.  3,5,6 

PP  has  been  found  effective  in  large  series 
of  patients  with  severe  MG  at  different 
centers  throughout  the  world.  It  causes  a 
remission  or  considerable  improvement  in 
many  patients,  where  other  treatments  were 
ineffective  or  had  generated  severe  side 
effects.  As  in  all  other  effective  therapies, 
occasional  treatment  failures  occur  which  are 
probably  due  to  the  heterogeneity  of  the 
underlying  disease.  It  must  be  stressed  that 
PP  does  not  cure  MG;  by  exchanging  the 
plasma  the  patient’s  immunoglobulin  content 
is  lowered.  The  level  of  antibodies  against 


AChRs  is  likewise  decreased;  the  amount  of 
decrease  correlates  well  with  the  extent  of 
clinical  improvement. 4 Antibody  forma- 
tion, however,  continues  and  is  actually 
increased  following  PP.  This  must  be  sup- 
pressed by  intramuscular  injections  of  human 
immunoglobulins  after  each  treatment  ses- 
sion. Adequate  immunosuppression  by  drug 
treatment  should  be  given  simultaneously. 
When  PP  is  combined  with  prednisone  and 
azathioprine  of  cyclophosphamide,  the  long 
term  results  are  much  better  than  using  PP 
alone  with  prednisone.  1 

It  should  be  reemphasized  that  PP  is  used 
only  when  cholinesterase  inhibitors  or  ade- 
quate steroid  treatment  do  not  control  the 
disease.  There  are  basically  two  different 
situations  in  which  to  use  PP.  The  first  is 
short  term  intensive  intervention  without 
immunosuppression  directed  at  the  acutely  ill 
or  deteriorating  patient.  This  situation  may 
occur  following  thymectomy,  when  tapering 
corticosteroids  or  during  acute  exacerbations 
of  MG  (myasthenic  crisis)  of  any  kind.  Two 
or  three  sessions  of  plasmapheresis  may 
enable  the  patient  discontinuing  the  respi- 
rator to  avoid  prolonged  management  in  an 
ICU.  The  second  kind  of  use  is  as  an 
additional  primary  therapeutic  measure  di- 
rected towards  producing  a clinical  remis- 
sion. This  improvement  develops  gradually, 
is  long  term  and  completely  dependent  upon 
the  simultaneous  administration  of  immuno- 
suppressive drugs. 

In  experienced  hands,  the  procedure  seems 
at  the  present  time  well  established  and  safe. 
During  PP  the  Mestinon  dose  should  be 
reduced,  since  increased  sensitivity  to  this 
drug  may  occur  at  this  time.  An  unavoidable 
consequence  includes  the  possibility  of  an 
opportunistic  infection  in  an  immune  com- 
promised host. 
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Sudden  Infant  Death  Syndrome: 

A Review  for  Primary  Care  Physicians 


THE  Sudden  Infant  Death  Syn- 
drome (SIDS)  kills  approxi- 
mately 8,000  infants  annually 
in  the  United  States.  Probably  every  family 
physician,  emergency  room  physician  and 
pediatrician  will  be  involved  directly  or  in- 
directly with  a case  of  SIDS  sometime  during 
their  practice.  Knowledge  and  understanding 
of  this  disease  entity  is  essential  for  effective 
coping. 

SIDS  is  not  a disease  process  unique  to 
western  civilization.  Nor  is  it  a product  of  the 
nuclear  age.  SIDS  has  been  reported  in 
numerous  countries  throughout  the  world. 
There  are  also  references  to  what  appear  to 
be  SIDS  in  the  Bible.  There  have  been 
numerous  references  throughout  the  centuries 
of  women  overlaying  their  children  while 
sleeping  with  them,  and  thus  suffocating  them. 
When  it  became  apparent  that  not  all  noc- 
turnal sudden  infant  deaths  occurred  in  infants 
who  were  sharing  a bed,  other  theories 
emerged.  Then  the  theory  arose  that  sudden 
infant  deaths  could  be  attributed  to  an 
enlarged  thymus.  However,  the  theory  was 
soon  refuted  by  careful  measurements  of 
thymuses  in  health  and  disease.  The  modern 
era  of  SIDS  research  began  with  the  work  of 
Werne  and  Garrow  from  1942-1953.  There 
was  compelling  evidence  for  the  operation  of 
natural,  probably  inflammatory  mechanisms  in 
many  sudden  infant  deaths,  and  thus  dis- 
counted suffocation.  Subsequently,  there  has 
been  a rapidly  growing  interest  in  SIDS 
research. 

Definition 

The  current  definition  of  SIDS  is  from 
the  2nd  International  Conference  on  Causes 
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of  Sudden  Death  in  Infants:  “The  sudden 
death  of  any  infant  or  young  child,  which 
is  unexpected  by  history,  and  in  which  a 
thorough  postmortem  examination  fails  to 
demonstrate  an  adequate  cause  for  death.” 

SIDS  may  be  a reflex  phenomenon,  perhaps 
laryngospasm  precipitated  by  respiratory  in- 
flammation, disturbances  of  sleep-wake  mech- 
anisms and  other  factors.  SIDS  is  seen  as  a 
“final  common  pathway  - a mechanism  of 
death  peculiar  to  a short  period  in  the 
existence  of  the  human  species,”  and  that  “it  is 
possible,  in  fact  probable,  that  there  are 
several  roads  leading  to  the  final  common 
pathway,  just  as  there  are  several  roads 
leading  to  the  final  common  pathway  known  as 
heart  attack.”  It  is  important  to  stress  that 
SIDS  is  a diagnosis  that  can  be  made  with 
considerable  certainty  on  the  basis  of  positive 
findings.  SIDS  is  not  just  a diagnosis  by 
exclusion  of  all  other  possible  causes  of  death. 
The  diagnosis  of  SIDS  can  often  be  made  with 
a great  deal  of  certainty  prior  to  the  autopsy. 
The  autopsy  is  used  as  the  final  verification. 
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Incidence 

After  the  first  week  of  life,  sudden  infant 
death  syndrome  is  the  number  one  killer  of 
infants  in  the  first  year.  Nearly  all  studies 
report  the  incident  of  SIDS  from  2-3  per  1,000 
live  births. 

Epidemiology 

There  has  been  much  research  devoted  to 
the  risk  factors  related  to  both  mother  and 
child  which  may  predispose  an  infant  to  SIDS. 
The  following  is  a list  of  the  most  important 
risk  factors  to  date. 

Factors  related  to  the  infant 

Increased  incidence  found  in: 

1)  Males 

2)  Lower  socioeconomic  groups 

3)  Race  Rate/1,000  live  births 

Oriental 0.51 

White 1.32 

Mexican  American 1.74 

Black 2.92 

American  Indian 5.93 

4)  Ages  two  to  four  months  with  rapid 
decline  in  incidence  after  six  months. 
There  appears  to  be  no  other  condition 
with  this  unique  distribution. 

5)  Premature  infants. 

6)  Infants  of  small  birth  weight. 

7)  The  winter  months,  with  a lower  incidence 
in  summer  months. 

8)  Infants  who  have  mild  upper  respiratory 
tract  infections.  The  presence  of  a “cold” 
was  found  in  44%  of  SIDS  victims  during 
the  two-week  period  prior  to  death. 

9)  Infants  not  first-born. 

10)  Infants  discharged  from  NICUs  (Neonatal 
Intensive  Care  Units). 

11)  Infants  born  of  a multiple  birth.  This 
increased  risk  is  probably  related  to 
decreased  birth  weight. 

Factors  related  to  the  mother 

Increased  incidence  found  in  infants  of 
mothers  who: 

1)  Are  not  married 

2)  No  prenatal  care 

3)  Smoke  cigarettes 

4)  Use  methadone 

5)  Are  young,  especially  less  than  twenty 
years  old. 

6)  A short  interpregnancy  interval  prior  to 
the  SIDS  infant. 


High  risk  infants  have  a relative  probability 
of  dying  from  SIDS  8.6  times  greater  than  that 
of  the  non  risk  infants.  SIDS  almost  invariably 
occurs  during  times  when  the  infant  is  thought 
to  be  asleep.  Although  there  have  been 
conflicting  reports,  breast  feeding  does  not 
seem  to  protect  an  infant  from  SIDS.  SIDS  has 
been  found  to  be  associated  with  Influenza  A 
epidemics,  although  not  with  Influenza  B. 
There  is  an  increased  risk  for  SIDS  in  the 
siblings  of  SIDS  victims.  It  would  appear  that  a 
moderate  tendency  toward  familial  aggrega- 
tion of  cases  exists,  but  not  to  such  a degree  as 
to  significantly  discourage  the  family  of  a SIDS 
victim  from  having  a subsequent  child. 

Clinical  picture 

The  typical  case  of  SIDS  is  discovered 
between  the  hours  of  midnight  and  9:00  a.m. 
One  of  the  hallmarks  of  SIDS  is  that  is  almost 
invariably  occurs  unobserved  during  a period 
when  the  child  is  supposed  to  be  asleep. 
Usually,  the  last  time  the  infant  was  seen  alive, 
he  was  asleep,  and  is  subsequently  found  dead 
on  the  next  bed  check,  usually  several  hours 
later.  Another  striking  factor  is  that  there  is  no 
audible  outcry  associated  with  the  approxi- 
mate time  of  death.  There  are  numerous 
reported  cases  where  parents  were  awake  in 
the  same  room  as  the  child  at  the  time  of 
death,  and  no  noise  was  heard.  The  infant’s  crib 
is  often  in  complete  disarray  when  found  by 
the  parents  or  babysitter.  The  child  is  often 
wrapped  up  in  or  even  covered  with  bed 
clothes  and  sheets  leading  many  parents  to 
think  that  the  child  was  suffocated.  However,  it 
has  been  shown  that  even  if  one  covers  an 
infant  completely  with  layers  of  bed  clothes, 
the  child  will  find  enough  air  to  avoid 
suffocation. 

In  about  one  half  of  SIDS  cases,  a pink 
frothy  discharge  is  seen  at  the  mouth  and/or 
around  the  nose.  Even  though  the  death  is 
silent,  there  are  often  signs  of  a struggle  prior 
to  death.  The  child  is  often  clutching  bed 
clothes,  with  the  face  pressed  into  the  bed  or 
sometimes  pressed  between  the  slats  of  the 
crib.  The  postmortem  changes  associated  with 
SIDS  can  be  very  deceiving.  The  blood  pools 
in  the  dependent  portions  of  the  infant’s  body. 
Therefore,  an  infant  found  face  down  may 
demonstrate  a great  deal  of  livor  mortis  of  the 
face,  which  may  be  mistaken  for  post- 
traumatic  bruising.  However,  an  experienced 
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physician  should  be  able  to  distinguish  the 
post  mortem  changes  from  child  abuse.  In 
SIDS,  there  is  a lividity  or  suffusion  type  of 
discoloration,  not  ecchymoses.  In  addition, 
resuscitative  efforts  attempted  by  the  parents 
or  ambulance  team  may  result  in  some  trauma. 
It  is  important  that  the  physician  does  not 
ascribe  these  changes  to  an  innocent  parent  or 
babysitter.  Frequently  the  person  responsible 
for  the  baby  at  the  time  of  death  assumes 
complete  responsibility  for  the  child 
death,  by  saying  such  things  as,  “I  killed  her,” 
or  “I  suffocated  my  baby.”  Before  accusing 
this  person,  one  must  take  this  type  of 
statement  in  context.  Help  the  person  to  settle 
down  first,  and  then  ask  why  he  or  she  feels 
responsible  for  the  death.  It  usually  happens 
that  this  person  feels  as  though  he  or  she  killed 
the  baby  by  putting  the  child  to  bed  un- 
attended with  a cold,  or  a lot  of  bed  clothes,  or 
with  a window  open,  etc.  Parents  may  be  very 
irrational  and  guiltridden  at  these  times.  As 
SIDS  occur  in  the  early  morning  hours,  most  of 
the  parents  arrive  at  the  hospital  unshaven, 
unkept,  half-awake,  and  half-dressed.  The 
health  care  team  must  not  use  the  outward 
appearance  of  the  parents  as  a prognosticator 
of  guilt.  Support  is  essential  in  the  first  few 
hours. 

Pathological  findings 

The  characteristic  autopsy  findings: 

1)  The  body  usually  appears  to  be  well 
developed  and  well  nourished. 

2)  Frothy  and  blood-tinged  mucus  may  be 
present  in  and  about  the  external  nares. 

3)  Petechiae  are  often  prominent  over  the 
pleural  surfaces,  especially  the  visceral 
surfaces,  under  the  capsule  and  within  the 
substance  of  the  thymus,  and  in  the 
epicardium. 

4)  The  thymus  is  usually  quite  large,  but 
within  limits  of  normal. 

5)  Blood  in  the  heart  is  usually  liquid  rather 
than  clotted. 

6)  The  lungs  fill  the  pleural  cavities  com- 
pletely and  often  exhibit  moderate  edema 
and  congestion. 

7)  The  larynx  or  trachea  often  contain  a little 
frothy,  thin  mucoid  fluid  and,  at  times, 
aspirated  gastric  contents  usually  in  the 
form  of  mild  curd. 

8)  Lymphoid  structures  throughout  the  body, 


such  as  the  mesenteric  lymph  nodes,  are 
well  preserved. 

9)  The  adrenals  tend  to  be  small,  but  within 
limits  of  normal. 

10)  The  urinary  bladder  is  usually  empty. 

11)  The  stomach  often  contains  abundant 
curd. 

Other  organs  and  tissues  as  examined 
grossly  are  usually  not  remarkable. 

Characteristic  microscopic  observations  in- 
clude: 

1)  In  the  lungs,  interalveolar  walls  are  nor- 
mally thick  and  cellular. 

2)  There  may  be  foci  of  fibrinoid  necrosis  in 
the  larynx  or  diffuse  “subacute”  inflam- 
mation involving  the  mucosa. 

3)  In  the  tracheal  mucosa,  the  same  infil- 
trates including  plasma  cells  may  be  seen. 

Other  studies  have  reported  evidence  of 
chronic  hypoxia  such  as  increased  medial 
muscle  mass  in  the  walls  of  the  small 
pulmonary  arteries.  SIDS  victims  are  not 
completely  “normal”  at  autopsy,  even  though 
no  lesion  sufficiently  pathological  to  cause 
death  is  found. 

Differential  diagnosis 

The  circumstances  surrounding  the  sudden, 
unexpected  death  of  an  infant  and  the  gross 
appearance  of  the  body  can  often  allow  a 
reasonably  safe  diagnosis  of  SIDS.  However,  a 
definitive  diagnosis  of  SIDS  requires  an 
autopsy  with  both  gross  and  microscopic 
inspection,  including  viral  and  other  studies. 
Many  disease  processes  can,  and  occasionally 
do  masquerade  as  SIDS.  The  National  Con- 
ference of  Pathologists  on  SIDS  in  1975, 
compiled  a list  of  disorders  which  could  be 
responsible  for  the  sudden,  unexpected  death 
of  an  infant,  other  than  SIDS:  sepsis,  disorders 
or  diseases  of  heart,  lungs,  kidney,  gastro- 
intestinal tract  or  other  major  organ  disorders. 

SIDS  research 

There  are  three  major  areas  of  research 
which  have  consistently  shown  a distinct 
relationship  with  SIDS:  Infection,  Neurological 
Abnormalities,  and  Apnea. 

Infection:  Epidemiological  findings  point  to 

viral  infections  as  playing  a major  contributing 
role  in  SIDS.  Supportive  evidence  includes 
seasonal  and  apparent  time  clustering,  male 
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preponderance  (also  found  to  be  more  sus- 
ceptible to  viral  infections),  predominance  in 
lower  socio-economic  classes  and  non-white 
families,  and  its  apparent  association  with 
Influenza  A epidemics.  A minor  respiratory 
illness  may  trigger  sudden  apnea  and  sub- 
sequent death.  SIDS  may  be  a threshold 
phenomenon  terminating  in  laryngospasm  via 
a final  common  pathway.  It  is  possible  that  a 
minor  URI  could  set  off  this  laryngospasm. 
Efforts  to  demonstrate  bacterial  pathogens 
have  been  unsuccessful.  However,  intestinal 
production  of  botulinum  toxin  by  Clostridium 
Botulinum  may  be  a cause  of  SIDS.  Honey  is 
now  an  identified  and  avoidable  source  of  C. 
Botulinum  spores,  and  it  therefore  should  not 
be  fed  to  infants. 

Neurological  abnormalities:  There  has  been 

research  which  demonstrates  that  SIDS  in- 
fants are  neurologically  and  physiologically 
abnormal  prior  to  death.  SIDS  infants  tend  to 
have  Apgar  scores  less  than  6 at  one  minute,  a 
greater  need  for  resuscitation,  respiratory 
distress  syndrome,  and  more  feeding  problems. 
More  neurological  abnormalities  observed  are: 
jitteriness  or  abnormal  Moro  reflex.  SIDS 
victims  may  be  less  active,  and  more  easily 
exhausted  during  feedings. 

Apnea:  The  American  Academy  of  Pediatrics 

defines  prolonged  apnea  as  the  cessation  of 
breathing  for  twenty  seconds  or  longer,  or  as  a 
briefer  episode  associated  with  bradycardia, 
cyanosis  or  pallor.  There  are  three  types  of 
apnea:  central,  upper  airway,  and  mixed. 
Upper  airway  apnea  causes  the  most  severe 
and  longest  episodes  of  bradycardia,  the 
greatest  CD  desaturation,  and  the  greatest 
number  of  arrhythmias.  Near  miss  for  SIDS 
infants  were  found  to  have  a greater  number  of 
mixed  and  obstructive  (upper  airway)  apnea 
during  sleep.  Another  hypothesis  for  the 
etiology  of  apnea  in  some  infants  concerns  the 
immaturity  or  abnormality  of  the  cardio- 
respiratory system  and  its  neurologic  control. 
Evidence  of  chronic  hypoxemia  is  a common 
finding  at  autopsy  in  SIDS  cases,  and  is 
attributed  to  alveolar  hypoventilation  secon- 
dary to  neurological  immaturity  or  abnormal- 
ities. 

Research  has  also  focused  on  the  study  of 
“near  miss  for  sudden  infant  death  syndrome” 
infants.  These  are  infants  who  appear  to  have 
died  suddenly,  but  are  resuscitated  in  time.  At 


present,  four  abnormalities  have  been  identi- 
fied in  near  miss  infants:  hypoventilation, 
depressed  ventilatory  response  to  CCD  breath- 
ing, prolonged  sleep  apnea,  and  frequent  short 
apnea.  Much  of  the  present  research  involves 
the  relationship  between  apnea  and  near-miss 
for  SIDS  infants.  A home  monitor  may  be  used 
for  infants  with  recurrent  apnea  whose  care- 
takers have  been  trained  in  cardiopulmonary 
resuscitation.  The  American  Academy  of  Pe- 
diatrics acknowledges  the  necessity  of  a home 
monitor  in  certain  cases.  However,  the  use  of 
this  safe-guarding  device  is  not  without  diffi- 
culties. Primary  care  physicians  should  be 
aware  of  the  problems  associated  with  their 
use,  and  follow  the  family  closely  through  the 
course  of  the  monitor. 

Life  after  SIDS 

The  death  of  a loved  one  inevitably  causes  a 
great  deal  of  grief  and  stress,  especially  an 
infant,  when  the  death  is  completely  unex- 
pected. A number  of  characteristic  reactions  to 
these  deaths  may  be  seen.  These  include 
shock,  disbelief,  and  denial;  negativism,  hos- 
tility, and  anger;  self-reproach  and  guilt; 
demonstration  of  the  former  unresolved  grief 
and  verbalization  of  previous  fears  of  loss. 
Disbelief  is  the  initial  reaction  followed  by 
considerably  testing  reality,  wherein  the 
parents  may  speak  of  the  infant  in  a combina- 
tion of  present  and  past  tenses.  Guilt  seems  to 
be  universal  and  pervasive.  Physical  symptoms 
of  grief  can  be  very  alarming  to  the  parents; 
they  complain  of  strange  visceral  sensations. 
These  sensations  are  accompanied  by  a sad 
expression,  sighing,  insomnia,  and  restless- 
ness. Often  the  parents  engage  in  excessive 
activity,  such  as  sweeping,  washing,  or  folding 
clothes.  Fluctuation  of  mood  and  difficulty  in 
concentration  are  common  complaints.  When 
close  friends  try  to  approach  them,  they  are 
often  uncharacteristically  hostile  toward  them. 
Many  parents,  especially  mothers,  have  been 
found  to  deny  the  death  of  the  infant  for  a 
considerable  length  of  time.  They  may  carry 
on  the  daily  routine  of  making  the  infant’s 
food,  drawing  the  bath,  etc.  Dreams  can 
become  a series  of  nightmares.  The  siblings  of 
the  dead  infant  are  also  affected  by  feelings  of 
guilt  and  fear  that  they  may  be  next. 

Due  to  the  potential  severity  of  the  grief 
reaction,  it  is  essential  that  the  primary  care 
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physician  responds  quickly  to  the  family  of  a 
SIDS  victim. 

When  the  family  presents  to  the  Emergency 
Room,  a very  careful  history  must  be  obtained. 
A preliminary  diagnosis  of  SIDS  can  be  given 
at  this  time  if  the  history  and  physicial 
examination  are  consistent  with  this  diagnosis. 
Of  all  babies  who  die  suddenly  and  un- 
expectedly, with  no  other  cause  of  death,  85% 
are  victims  of  SIDS.  The  emergency  personnel 
should  immediately  explain  what  SIDS  is,  and 
confirm  that  it  is  not  preventable  at  the 
present  time.  Offer  the  parents  the  choice  to 
see  the  body  if  they  so  desire.  It  is  extremely 
important  that  everyone  involved  is  supportive 
at  this  time.  The  parents  should  be  informed 
as  to  the  importance  of  an  autopsy. 

In  Nebraska,  the  physician  is  required  to 
notify  the  county  coroner  of  its  occurrence, 
who  then  orders  the  autopsy.  It  is  recom- 
mended that  if  the  history  and  gross  autopsy 
are  consistent  with  SIDS,  the  parents  should 
be  notified  immediatley  that  this  is  a typical 
SIDS  baby.  It  is  not  necessary  to  wait  for 
microscopic,  viral,  and  other  studies,  before 
relieving  the  parents  of  a great  deal  of  anxiety 
and  guilt.  An  early  positive  approach  to  the 
SIDS  case  is  necessary  and  stress  that  the 
parents  are  innocent  until  proven  guilty.  The 
county  coroner  then  notifies  the  Visiting 
Nurses  Association  (V.N.A.)  as  soon  as  pos- 
sible, who  then  contacts  the  family,  and  makes 
arrangements  for  a visit  within  the  next  48 
hours  to  answer  any  questions  which  the 
parents  may  have,  reassure  them  of  the 
unpredictability  and  unpreventability  of  SIDS, 
make  literature  on  SIDS  available  to  the 
family,  help  the  parents  contact  other  families 
who  have  had  an  infant  die  of  SIDS,  and  offer 
any  general  support  that  is  needed.  Follow-up 
visits  should  be  made  within  one  month’s  time 
and  the  families  should  again  be  contacted  at 
the  six-month  and  one-year  anniversaries  of 
the  death.  Many  families  are  initially  unre- 
sponsive to  the  approach  and  sometimes 
gentle  persistence  is  needed.  The  family 
physician  should  make  an  attempt  to  contact 
the  family  to  offer  support.  Many  family 
physicians  prefer  to  handle  counseling  on  their 
own.  Temporary  medication  may  be  necessary 
for  severe  insomnia  or  anxiety. 

Neighbors,  friends  and  relatives  can  un- 
knowingly be  extremely  destructive  in  this 


situation  due  to  their  ignorance  of  SIDS.  It  is 
so  important  to  offer  the  facts  to  the  family  via 
discussion  and  literature.  A list  of  facts  may  be 
discussed  with  the  parents  and  may  need  to  be 
repeated  several  times: 

1)  SIDS  cannot  be  predicted;  there  is  no 
sound  or  cry  of  distress. 

2)  It  is  not  preventable;  death  occurs  during 
sleep. 

3)  The  cause  is  unknown. 

4)  The  cause  is  not  suffocation,  aspiration  or 
regurgitation.  A study  by  Wooley  has 
shown  that  covering  the  faces  of  babies 
with  blankets  does  not  result  in  anoxia. 

5)  A minor  illness,  such  as  a common  cold, 
may  often  precede  death. 

6)  There  is  no  suffering;  death  probably 
occurs  within  seconds. 

7)  SIDS  is  not  hereditary;  there  is  no  greater 
chance  for  it  to  occur  in  one  family  than  in 
another. 

8)  SIDS  is  not  contagious  in  the  usual  sense. 
Although  a viral  infection  may  be  involved, 
it  is  not  a “killer  virus”  that  threatens 
other  family  members  or  neighbors.  SIDS 
rarely  occurs  after  six  months  of  age. 

9)  The  baby  is  not  the  victim  of  a “freakish 
disease.”  About  8,000  babies  die  of  SIDS 
every  year  in  the  United  States. 

10)  SIDS  is  at  least  as  old  as  the  Old 
Testament  and  seems  to  have  been  at 
least  as  frequent  in  the  18th  and  19th 
centuries  as  it  is  now.  Despite  increased 
attention  in  the  literature  in  recent  years, 
the  incidence  of  SIDS  is  not  rising. 

11)  SIDS  occurs  in  the  best  of  families. 

The  parents  should  be  encouraged  to 
verbalize  their  feelings  of  guilt  and  inadequacy. 
The  parents  should  also  be  encourage  to 
discuss  the  death  with  the  other  children  in  the 
family.  It  is  important  that  they  have  an 
opportunity  to  ventilate  their  feelings.  It  may 
be  of  benefit  in  some  cases  to  recommend  that 
the  children  be  taken  in  for  a check-up  so  they 
can  be  reassured  that  they  are  healthy  and  not 
going  to  die.  This  check-up  can  also  provide  an 
opportunity  for  the  children  to  verbalize  their 
feelings  to  the  physician. 

Although  it  is  impossible  to  completely 
eradicate  the  grief  and  guilt  reactions  as- 
sociated with  SIDS,  prompt  and  effective 
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management  of  the  affected  family  will  greatly 
help  to  alleviate  the  severity  of  these  reactions. 
There  are  no  easy  answers  or  standard 
counseling  routines.  However,  perhaps  the 
most  important  counseling  that  the  primary 


care  physician  can  give  to  parents  and  families 
in  this  situation  is  to  be  an  empathetic  listener 
with  the  basic  facts  of  SIDS. 

References  available  upon  request. 


A Possible  Role  of  Saliva  as  a Medium 
for  Routine  Clinical  Analysis 


ROSNER  et  al1  have  shown  that 
rat  submaxillary  glands  are 
. capable  of  converting  acetate 
to  cholesterol,  and  cholesterol  can  in  turn 
be  transformed  into  pregnenolone  and  dehy- 
droepiandrosterone  (DHA),  which  establish- 
ed the  de  nova  synthesis  of  these  steroids 
and  sterols  in  salivary  glands.  This  group 
also  demonstrated  the  conversion  of  DHA  to 
androst-4-ene-3,17-dione.2  More  recently, 
Ferrando  et  al ! have  detected  diethylstil- 
bestrol  and  progesterone  in  the  saliva  of 
goats  and  sheep  after  implants  of  these  two 
compounds,  which  indicates  that  salivary 
glands  are  capable  of  secreting  steroids.  In 
addition,  Dawes  and  Ong'  demonstrated 
circadian  rhythms  in  the  concentration  of 
electrolytes  and  proteins  in  human  saliva. 
Dawes  also  reported  that  stimulated  paro- 
tid showed  circadian  rhythms  in  the  composi- 
tion of  human  saliva. 

Recently,  Rongone  (personal  communica- 
tion) has  demonstrated  that  the  enzyme 
which  converts  pregnenolone  to  progesterone 
( -33 -hydroxy-steroid  dehydrogenase)  is 

present  in  human  saliva.  This  enzyme  is 
critical  in  the  conversion  of  pregnenolone  to 
all  other  steroid  hormones.  The  presence  of 
this  enzyme  in  tissue  has  been  established 
both  biochemically  and  histochemically. 
Deane  et  al6  demonstrated  the  presence  of 
this  enzyme  in  rat  and  mouse  placentas  and 
that  it  reached  maximum  concentration  on 
the  13th  to  15th  days  of  gestation.  Deane 
and  his  coworkers7  have  also  reported  a 
difference  in  the  concentration  of  this  en- 
zyme in  the  human  corpora  lutea  during 
various  stages  of  the  menstrual  cycle  and 
gestation.  They  reported  that  the  enzymatic 


WILLIAM  V.  ANDREWS 
Nebraska  Medical  Foundation 
Student  Research  Scholarship 

EDWARD  L.  RONGONE,  Ph.D. 

Creighton  University 

activity  was  rather  weak  in  the  follicular 
theca  interna  and  prominent  in  the  corpora 
lutea  of  menstruation  to  about  the  ‘22nd  day 
of  the  cycle  and  then  declined.  A 5 -3  3-hy- 
droxy-steroid dehydrogenase  activity  remain- 
ed high  in  the  corpora  of  pregnancy  for  four 
months  of  gestation  and  then  declined. 
Ruben  et  al8  have  presented  evidence  for 
the  activity  of  this  enzyme  in  the  follicles 
and  interstitial  tissues  of  rats  prior  to  the 
appearance  of  the  first  corpora  lutea.  Also, 
Rubin  et  al9  have  shown  that  the  administra- 
tion of  gonadotropins  to  rabbits  were 
capable  of  increasing  the  enzymatic  activity 
of  the  ovary.  Subsequently,  Goldman  and 
Kohn10  reported  that  the  activity  of  A5-33- 
hydroxy-steroid  dehydrogenase  is  demonstra- 
ble after  nine  days  in  culture  of  cells  derived 
from  term  fetal  rat  ovaries. 

This  investigation  examined  the  hypothesis 
that  the  concentration  of  A ^-3  3-hydroxy- 
steroid  dehydrogenase  in  human  saliva 
varies  during  a normal  menstrual  cycle  and 
that  its  concentration  begins  to  increase  just 
prior  to  ovulation.  This  hypothesis  is  based 
upon  the  investigations  mentioned  previous- 
ly. 

Materials  and  Methods 

Two  coeds  were  included  in  this  investiga- 
tion: Coed  HI  was  a 21  year  old  female,  in 
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good  health,  single  and  not  sexually  active. 
Coed  #2  was  a 22  year  old  female,  in  good 
health,  married  and  sexually  active.  Basal 
body  temperature  (BBT)  records  were  ob- 
tained from  each  subject  for  two  consecutive 
menstrual  cycles.  During  the  cycles,  20  ml  of 
blood  was  collected  at  one  to  three  day 
intervals  for  at  least  8 days  during  the 
mid-cycle  period.  Saliva  samples  (20  ml)  were 
collected  every  day  from  each  subject  during 
both  cycles. 

A5-[7(n)-3H]  pregnenolone  was  purchased 
from  the  Amersham  Corporation.  The  stan- 
dard steroid  samples  and  8 -nicotinamide 
adenine  dinucleotide  (8-NAD)  were  pur- 
chased from  the  Sigma  Chemical  Company. 

Detection  of  A ^ -3  8 -hydroxy-steroid 
dehydrogenase 

Assay  of  the  enzymatic  activity  from  saliva 
secretion  and  plasma  was  carried  out  by 
extraction  and  solvent  partioning,  thin-layer 
chromatographic  separation  and  fluorescence. 
Product  identification  verified  infrared  spec- 
trometry. 

Incubations 

An  incubation  flask  was  prepared  for  each 
subjects  daily  saliva  and/or  plasma  sample. 
Each  flask  contained  10  mg  8-NAD,  100  pg 
of  pregnenolone  dissolved  in  0.05  ml  of 
absolute  ethanol,  radioactive  A5-[7(n)-3H[ 
pregnenolone  (8  x 107  CPM),  and  5 ml  of 
Krebs-Ringers  phosphate  without  CaCl2  (pH 
7.4)  solution.  Into  each  of  these  mixtures  10 
ml  of  saliva  or  plasma  was  added  as  an 
enzyme  source.  This  mixture  was  incubated 
in  a Warner-Chilcott  water  bath  at  37°C  for 
24  hours.  Control  mixtures,  lacking  an 
enzyme  source,  were  prepared  and  incubated 
simultaneously  with  the  experimental  mix- 
tures. At  the  end  of  the  incubation  period, 
the  reactions  were  stopped  by  plunging  the 
flasks  into  an  ice  bath  and  adding  0.2  ml  of 
2N  glacial  acetic  acid. 

Extraction 

After  incubation,  the  mixtures  were  ex- 
tracted three  times,  using  45  ml  of  ethyl- 
acetate  each  time.  The  ethylacetate  from 
each  extraction  was  then  decanted  off  and 
filtered  over  anhydrous  sodium  sulfate. 
These  extracts  from  each  sample  were  then 
combined  and  evaporated  in  vacuo.  The 
remaining  aliquot  was  dissolved  in  1 ml  of 


absolute  ethanol,  transferred  to  a 3 ml 
centrifuge  tube,  and  vaporated  to  dryness 
under  nitrogen,  washing  the  sides  of  the 
tube  three  times  with  absolute  ethanol. 

Chromatography 

The  resulting  extraction  residue  was  redis- 
solved in  absolute  ethanol  and  chromato- 
graphed on  a 20  cm  x 5 cm  glass  plate  coated 
with  silica  gel  G.  The  chromatography  jars 
were  equilibrated  with  100  ml  of  a chloro- 
form: ethanol  mixture  (98:2)  for  two  hours 
before  introducing  the  silica  plates.  After 
chromatography,  the  dry  plates  were  mon- 
itored by  a Packard  Model  7201  Radiochro- 
matogram Scanner. 

The  percent  conversion  of  pregnenolone  to 
progesterone  was  calculated  by  measuring 
the  peak  areas  of  progesterone  (which  was 
formed  during  incubation)  and  pregnenolone 
on  the  chromatogram.  The  ratio  of  the 
progesterone  :pregnenolone  areas  was  then 
calculated  and  taken  to  indicate  the  relative 
enzymatic  activity  of  A ^ -3  8-hydroxy-steroid 
dehydrogenase  of  that  sample. 

Analytical  procedures 

Compound  identification  was  accomplish- 
ed by  comparison  of  Rf  values  of  the 
extracted  residues  with  those  of  steroids  of 
known  purity.  In  addition,  the  silica  gel 
containing  the  suspected  radioactive  proges- 
terone was  removed  from  the  chroma- 
tography plates  under  fluorescence  and 
eluted  with  methanol.  The  eluate  was  then 
filtered  and  brought  to  dryness  under  nitro- 
gen. The  aliquots  were  then  incorporated 
into  potassium  bromide  pellets  and  infrared 
spectra  were  run  using  a Beckman  Intrared 
Spectrometer.  These  spectra  were  compared 
to  those  of  authentic  steroids  prepared  and 
run  in  the  same  manner. 


Results 

Analysis  of  control  mixtures  which  were 
devoid  of  saliva  or  plasma  demonstrated  only 
a pregnenolone  band  upon  comparison  of  Rf 
values  and  only  a radioactive  pregnenolone 
peak  by  Radiochromatogram  scan,  (figure  1) 
This  demonstrated  that  the  buffer  and 
cofactor  did  not  alter  the  radioactive  preg- 
nenolone to  any  extent.  Therefore,  C-21  and 
C-19  steroids  which  possessed  radioactivity 
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FIG  I 


were  considered  to  be  metabolic  products  of 
A ^-(7(n)- 3 H (-pregnenolone.  The  saliva  and 
plasma  samples  were  considered  to  be  the 
enzyme  source  for  the  conversion  of  radio- 
active pregnenolone  to  the  radioactive  C-21 
and  C-19  metabolites,  which  were  demon- 
strated by  peaks  on  radiochromatogram 
scan  (figures  2 and  3). 

FIG  2 


Comparison  of  the  Rf  values  obtained  from 
radiochromatogram  scans  (figures  1,  2,  & 3) 
and  those  of  authentic  steroids  demonstrated 
that  peak  I was  the  substrate,  A5-(7(n)-3H) 
pregnenolone,  and  peak  II  could  be  one  of 
three  compounds:  progesterone,  5a-pregnane- 
3,2-dione,  or  5B-pregnane-3,20-dione.  Other 
very  small  peaks  were  found  on  some  scans. 
These  appeared  to  be  reduction  products  of 


pregnenolone  and  no  effort  was  made  to 
identify  them. 

In  order  to  make  a more  accurate  identifi- 
cation of  the  compound  at  peak  II,  infrared 

FIG  3 


spectrometry  was  chosen  as  the  method  of 
verification  due  to  small  amounts  of  sample 
and  the  high  reliability  as  a method  of 
compound  identification.  Figure  4 is  a typical 
infrared  spectra  from  an  elute  of  peak  II. 
Figure  5 is  an  infrared  spectrum  of  authentic 
progesterone  prepared  in  the  same  manner. 
A comparison  of  figures  4 and  5 established 
that  the  elutes  taken  from  peak  II  are  in  fact 
progesterone.  This  demonstrates  that  A5-3  3- 
hydroxy-steroid  dehydrogenase  is  found  in 
human  saliva  and  is  active,  since  it  is 
essential  for  the  conversion  of  pregnenolone 
to  progesterone. 

Figures  6 and  7,  which  illustrate  the  data 
collected  from  subjects  H 1 and  #2  respective- 
ly, are  composite  diagrams  demonstrating 
saliva  and  plasma  progesterone  ipregnenolone 
ratios  and  BBT  over  the  course  of  tw~ 
menstrual  cycles  for  each  subject.  Basal  body 
temperature  was  used  as  a means  of  estimat- 
ing the  time  of  ovulation.  This  method  of 
determining  ovulation  time  has  been  docu- 
mented by  van  de  Velde  11  and  others.  On 
the  basis  of  the  preceding  argument,  the 
estimated  time  of  ovulation  for  subject  HI 
was  6-19  (23rd  day)  in  the  first  cycle,  and  7-20 
(20th  day)  in  the  second.  Subject  H2  ovulation 
was  estimated  at  6-17  (18th  day)  in  the  first 
cycle  and  could  not  be  determined  in  the 
second  cycle. 
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PROGESTERONE  (ELUTE  FROM  SILICA  PLATE) 


FIG.  5 
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PROGESTERONE  (99.2%  FROM  SIGMA®) 


The  ratio  of  progesterone:  pregnenolone 
is  taken  in  this  investigation  as  an  indica- 
tion of  the  relative  activity  of  /\  5 -3  B- hydroxy- 
steroid  dehydrogenase  in  both  plasma  and 
saliva.  The  data  collected  from  subject 
#1  show  variable  levels  of  enzyme  activity 
in  saliva  throughout  both  menstrual 


cycles,  but  enzyme  activity  was  found  to  be 
greatest  between  6-17  and  6-18  in  her  first 
cycle  and  between  7-19  and  7-21  in  her 
second  cycle,  which  correlates  with  the 
expected  time  of  ovulation.  The  data  from 
subject  #2  show  distinct  differences  between 
her  two  observed  menstrual  cycles  in  the 


82  Nebraska  Medical  Journal  April  1982 


PROGESTERONE  :PREGNENOLONE 


FIG.  6 
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FIG.  7 
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relative  activity  of  A 5-3  3-hydroxy-steroid 
dehydrogenase  in  saliva.  The  first  menstrual 
cycle  of  subject  ti 2 shows  the  same  time  of 
variability  in  the  level  of  enzyme  activity  in 
saliva  as  seen  in  subject  til,  but  there  was 


also  a peak  level  of  activity  between  6-15  and 
6-17,  correlating  with  the  expected  time  of 
ovulation.  In  the  second  menstrual  cycle  of 
subject  ti2,  the  entire  cycle  was  without 
detectable  A ^-3  3-hydroxy-steroid  dehydro- 
genase activity  in  saliva.  The  plasma  levels 
of  enzyme  activity  in  both  subjects  are  given, 
but  appear  to  be  random.  It  is  felt  that  the 
reason  for  the  apparent  randomization  was  a 
difficulty  in  the  extraction  procedure  which 
did  not  allow  a true  sample  to  be  used  in  its 
chromatography. 

Discussion 

Interpretation  of  the  correlative  relation- 
ship between  the  level  of  A ^-33-hydroxy- 
steroid  dehydrogenase  activity  in  saliva  and 
the  time  of  ovulation  during  a human 
menstrual  cycle  is  based  on  the  assumption 
that  the  level  of  enzyme  activity  in  saliva  is 
an  accurate  reflection  of  the  state  of  the 
ovaries.  While  there  is  no  direct  evidence  of 
such  behavior  being  associated  with  ovula- 
tion, we  have  noted  here  that  the  peak 
activity  of  this  enzyme  in  saliva  does  coincide 
with  the  transition  between  the  premen- 
strual and  postmenstrual  phases  of  BBT.  It  is 
noteworthy  that  although  subject  ti2  did  not 
show  any  A ^-3  3-hydroxy-steroid  dehydro- 
genase activity  in  her  saliva  during  her 
second  observed  menstrual  cycle,  her  BBT 
during  the  cycle  was  also  monphasic.  In 
addition,  subject  ti2  is  under  counseling  for 
difficulties  with  conception.  These  facts 
taken  together  indicate  that  subject  ti2  may 
have  had  an  anovulatory  menstrual  cycle. 

This  investigation  was  not  intended  to  be  a 
statistical  definition  of  the  correlation  between 
A 5-3  3 -hydroxy-steroid  dehydrogenase  activ- 
ity in  saliva  and  ovulation,  but  rather  a case 
study  into  the  feasibility  of  the  use  of  saliva 
as  a media  for  use  in  metabolic  studies.  We 
believe  we  have  demonstrated  in  this  invest- 
igation that  indeed  saliva  may  serve  as  a tool 
in  metabolic  inquiries. 
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FRACTURE  OF  THE  MONTH: 

Ipsilateral  Supracondylar  Fractured 
Humerus  and  Fractured  Radius 


Case  Presentation: 


A 10-year-old  girl  was  plucking 
apples  from  a tree  about  12 
feet  above  ground  level  when 
she  fell.  She  had  immediate  pain  and  swelling 
in  her  right  elbow  and  wrist.  The  neurovascular 
status  of  the  limb  was  intact  upon  examination. 
X-rays  in  the  Emergency  Room  showed  a 
supracondylar  fracture  of  the  lower  end  of  the 
right  humerus  with  a posterior  displacement  of 
the  distal  fragment  and  a fracture  of  the  right 
distal  radius. 

Discussion: 

Supracondylar  fractures  of  the  lower  end  of 
the  humerus  are  one  of  the  commonest  elbow 
injuries  in  children.  As  the  child  falls  on  the 
outstretched  hand,  the  force  is  transmitted 
through  the  elbow  joint  to  the  humerus,  which 
breaks  in  its  narrowest  part,  just  above  the 
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level  of  the  epicondyles.  About  95%  are 
extension-type,  i.e.,  the  distal  fragment  is 
displace  posteriorly.  The  ipsilateral  forearm 
may  be  injured  in  up  to  10%  of  cases, 
especially  when  the  forces  involved  are  large. 
Twenty-three  of  the  25  children  reported 
previously  sustained  their  injuries  in  falls  from 
trees.1 

With  combined  injuries,  the  supracondylar 
fracture  should  be  treated  first  on  an  urgent 
basis.  Under  general  anesthesia,  traction  is 
applied  with  the  arm  in  15°  to  20°  of  flexion. 
Mediolateral  displacement  is  corrected  by 
direct  manipulation;  and  finally,  with  both 
thumbs  over  the  olecranon,  the  distal  fragment 
is  pushed  into  place  as  the  elbow  is  flexed. 


Figures  1 and  2:  Views  of  the  forearm  and  elbow 

FIGURE  1 showing  injury  at  time  of  presentation.  FIGURE  2 
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Care  must  be  taken  with  the  rotation  of  the 
fragment;  X-rays  of  the  elbow  must  be 
obtained  immediately  after  reduction  and 
before  casting.  After  reduction  of  the  supra- 
condylar fracture  has  been  obtained,  the  fore- 
arm fracture  is  manipulated  and  the  arm  is 
casted  with  the  elbow  in  flexion,  ensuring  that 
circulation  to  the  hand  is  not  compromised  and 
taking  care  that  no  padding,  cotton,  or  plaster 
is  placed  in  the  cubital  fossa. 

If  it  is  not  safe  to  anesthetize  the  child,  or  if 
the  elbow  is  grossly  swollen,  then  the  arm  can 
be  hung  up  in  Dunlop  traction  after  the 
forearm  has  been  reduced.  Another  choice 
with  an  unstable  supracondylar  fracture  and  an 
ipsilateral  fracture  is  to  consider  internal 
fixation  of  the  supracondylar  fracture  with 
percutaneous  crossed  Kirschner  wires.  This 
will  allow  the  forearm  to  be  manipulated 
without  worrying  about  the  loss  of  position  of 
the  supracondylar  fracture. 

Union  of  the  supracondylar  fracture  is 
usually  rapid  and  casting  or  internal  fixation 
can  be  discontinued  after  three  weeks.  The 
elbow  will  initially  be  stiff  but  motion  returns 


rapidly  without  any  vigorous  physical  therapy. 
The  forearm  fracture  takes  longer  and  should 
be  casted  for  at  least  four  to  six  weeks.  Loss  of 
the  carrying  angle  is  the  commonest  complica- 
tion, but  it  can  be  avoided  if  bony  landmarks 
are  identified  and  followed  during  reduction.2 
X-rays  taken  before  reduction  should  be 
studied  closely  before  casting. 

This  patient  was  treated  with  an  above- 
elbow cast  which  was  put  on  with  the  elbow  in 
flexion  after  reduction  of  the  forearm  fracture. 
After  three  wreeks  this  was  converted  to  a 
below-elbow  cast  and  she  was  instructed  to 
move  her  elbow  on  her  own.  The  below-elbow 
cast  was  removed  at  five  weeks;  four  months 
later  she  had  elbow  motion  from  20°  to  130° 
with  full  forearm  pronation  and  supination. 
Although  the  carrying  angle  on  the  right  was  6° 
(compared  with  11  on  the  left),  the  patient  did 
not  notice  any  discrepancy  in  this. 
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FIGURE  3 Figures  3 and  4:  Views  of  the  forearm  and  elbow  FIGURE  4 

showing  patient’s  injury  one  year  after  treatment. 
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BRIEF  COMMUNICATIONS: 

Advice  to  the  Physician  from  Mark  Twain 


IT  was  almost  four  years  ago 
that  my  classmates  and  I 
assembled  in  Wittson  Hall, 
anxious,  self-conscious  and  a little  insecure, 
about  to  undertake  an  intensive  program 
that  would  make  doctors  out  of  us.  The  over- 
whelming majority  of  us  were  just  that, 
overwhelmed,  as  our  lives  began  changing  at 
a startling  pace.  We  were  bombarded  from 
all  sides  — new  friends  and  living  situations, 
the  demands  of  wholesale  memorization,  the 
apprehensions  of  co-ed  living  anatomy,  not  to 
mention  those  of  gross  anatomy.  Later  came 
those  perpetual  rounds.  So  many  experiences 
unique  to  the  field  of  medicine.  And  along 
with  those  experiences,  changes,  some  inevit- 
able and  obvious,  some  so  subtle  we  often 
failed  to  recognize  them.  What  of  the 
nature  of  those  changes,  were  they,  are  they, 
good  or  bad?  Or  as  we’ve  been  taught  to  ask, 
do  we  now  feel  better,  worse,  or  about  the 
same? 

Mark  Twain  referred  to  these  changes  in 
Life  on  the  Mississippi,  where  he  related  his 
experiences  of  learning  the  trade  of  a 
riverboat  pilot,  not  unlike  medicine  with  its 
unique  vocabulary,  the  necessity  to  learn  the 
signs  and  symptoms  of  a body  of  water,  and 
the  memorization  required  of  every  inch  of 
its  reefs  and  shores.  He  noted  that  once  he 
had  mastered  the  language  of  the  water  and 
had  come  to  know  every  trifling  feature  as 
familiarly  as  he  knew  the  letters  of  the 
alphabet,  he  had  made  a valuable  acquisition. 
But  he  felt  he  had  lost  something  too. 
Something  that  would  never  be  restored 
while  he  lived.  All  the  grace,  the  beauty,  the 
poetry  had  gone  out  of  the  majestic  river. 
All  the  value  any  feature  of  it  had  for  him 
was  the  amount  of  usefulness  it  could  furnish 
him  in  the  safe  piloting  of  a steamboat. 

Since  those  days  he  said,  I have  pitied 
doctors  from  my  heart.  What  does  the  lovely 
flush  in  a beauty’s  cheek  mean  to  a doctor 
but  a break  that  ripples  above  some  deadly 
disease.  Are  not  all  her  visible  charms  sown 
thick  with  what  are  the  signs  and  symbols  of 
hidden  decay.  And  doesn’t  he  sometimes 
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wonder  if  he  has  gained  most  or  lost  most  by 
learning  his  trade?  A thought-provoking 
question  answered  poorly,  if  at  all,  at  this 
point  in  our  lives.  From  my  personal  per- 
spective, I think  I have  both  gained  and  lost 
in  my  attempt  to  learn  the  trade  of  the 
physician,  a constant  addition-subtraction 
problem  that  will  continue  throughout  my 
life. 

I think,  however,  that  we  as  individuals 
are  the  determining  factor  in  how  much  we 
gain  or  lose.  We  lose  when  we  make  the 
world  of  medicine  our  only  world,  when  we 
become  so  absorbed  in  it  that  along  with 
tunnel  vision,  we  develop  narrowness  of  our 
minds  and  thoughts.  We  lose  when  our 
confidence  in  what  is  the  correct  medical 
decision  carries  over  into  our  personal  lives 
and  becomes  overconfidence,  arrogance,  and 
an  inability  to  tolerate  different  ideas  and 
philosophies. 

The  antithesis  of  that  situation  is  possible 
because  the  very  nature  of  our  work  allows 
us  exposure  to  the  uniqueness  inherent  in  hu- 
manity. 

Medicine  extends  a challenge,  to  remain 
flexible  in  a world  that  will  continue  to 
change  with  or  without  us.  It  also  presents 
the  challenge  to  avoid  the  insensitivity  that 
power  so  often  fosters.  The  world  with  all  its 
variety  lies  balanced  against  our  youth  and 
education.  The  balance  of  that  scale  depends 
on  us  and  our  desire  and  ability  to  see  and 
appreciate  the  entire  spectrum  of  the  world. 
If  we  can  avoid  the  built-in,  self-reinforcing 
narrowness  found  in  medicine,  we  shall  see 
that  medicine  offers  us  an  incredible  oppor- 
tunity to  envision  and  react  in  the  full  scope 
of  the  world. 

Hopefully,  at  a time  when  the  past  will  look 
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as  distant  as  the  future,  we  will  all  be  able  to  resounding  yes,  that  we  have  all  gained  the 

reflect  and  answer  Mark  Twain  with  a most  by  learning  the  trade  of  the  physician. 


Do  Spine  Problems  Masquerade 
as  Peripheral  Problems? 


THE  basic  issue  is  the  question 
of  whether  or  not  spine  pro- 
blems present  as  peripheral 
problems.  There  are  obviously  extreme 
points  of  view  on  this  question  among 
physicians  and  others  who  claim  to  practice 
the  healing  arts.  One  extreme  is  to  claim 
that  all  peripheral  problems  are  due  to  spine 
problems  and  therfore  treat  only  the  spine  as 
an  approach  to  all  manner  of  illnesses.  An 
opposite  extreme  is  to  consider  only  neuro- 
logical manifestations  as  peripheral  presenta- 
tions of  spine  problems.  To  some  extent  this 
is  a discussion  of  whether  or  not  there  is  any 
such  thing  as  referred  pain.  I will  try  to  take 
the  middle  road,  which  is  that  there  are 
neither  as  much  as  some  believe  nor  as  little 
as  others  believe. 

Some  spine  problems  which  present  as 
peripheral  problems  are  obvious.  The  herni- 
ated nucleus  pulposus,  which  compresses  L-5 
or  S-l  and  produces  paralysis  and  lack  of 
sensation  in  the  leg,  is  widely  recognized  as 
being  a peripheral  manifestation  of  a spine 
problem.  Similarily,  the  disk  problem  in  the 
neck,  which  compresses  the  C-6  or  C-7  nerve 
root,  is  recognized  as  a peripheral  manifesta- 
tion of  a spine  problem.  Spinal  stenosis  is 
another  widely  accepted  condition  which  is 
seen  to  be  a type  of  claudication- in  the  lower 
extremities  as  a peripheral  manifestation  of 
insufficient  space  for  the  neurological  ele- 
ments in  the  spinal  canal.  Yet  another  is 
herpes  zoster,  which  is  a viral  infection  of  the 
dorsal  root  ganglia  of  one  or  more  nerves.  It 
manifests  as  a vesicular  eruption  in  the 
distribution  of  the  nerve  and  is  commonly 
taken  as  a peripheral  manifestation  of  the 
central  problem. 

There  are  a number  of  conditions  or 
illnesses  which  are  not  so  obvious  in  their 
production  of  peripheral  manifestations  of 
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spinal  problems.  Cervical  osteoarthritis  is 
taken  by  many  physicians  to  be  a common 
cause  of  occipital  headaches.  Other  physi- 
cians express  scepticism.  Most  surgeons 
seem  to  express  the  opinion  that  trauma  to 
the  cervical  spine,  such  as  in  the  case  of 
whiplash,  can  produce  not  only  headaches  but 
also  hypesthesia  and  weakness  in  the  upper 
extremities  in  the  absence  of  strict  neuro- 
logical signs.  One  can  find  many  references 
in  the  literature  to  thoracic  osteoarthritis 
mimicking  coronary  artery  disease  and  an- 
gina. 

Whereas  these  conditions  have  some  basis 
in  the  literature  and  common  teaching  in 
medicine,  what  about  other  manifestations  in 
the  upper  and  lower  extremities  as  presen- 
tations of  spinal  problems?  Shoulder  pain 
could  be  C-5  referral  instead  of  bursitis. 
Elbow  pain  could  be  C-6  referral  instead  of 
tennis  elbow . Wrist  pain  could  be  C-6  or  7 refer- 
ral instead  of  DeQuervain’s  or  radiocarpal  arth- 
ritis. Hip  pain  could  be  L-2  or  3 referral 
instead  of  chondromalacia  or  bursitis.  Great 
toe  pain  could  be  L-5  referral  instead  of 
hallux  valgus  or  bunion.  Heel  pain  could  be 
S-l  referral  instead  of  heel  spurs.  Obviously 
many  of  these  things  can  coexist  and  this 
recital  is  not  intended  to  deny  that  real 
primary  peripheral  problems  exist,  but 
simply  to  suggest  that  one  frequently  has  to 
separate  the  real  primary  peripheral  pro- 
blem from  a peripheral  manifestation  of  a 
spinal  problem. 

In  order  to  delineate  how  one  might  make 
this  separation,  consider  just  what  referred 
pain  means.  In  particular,  why  does  a 
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herniated  nucleus  pulposus  at  the  L-5,  S-l 
level  cause  leg  pain?  The  quick  answer  is 
that  it  compresses  the  S-l  nerve  root.  This 
compression  presumably  produces  a nonfunc- 
tioning nerve.  A nonfunctioning  nerve  can 
lead  to  hypesthesia  and  paralysis.  Nowhere 
in  our  neurophysiological  background  does 
one  find  the  suggesion  that  compression  of 
the  S-l  nerve  root,  causing  it  to  malfunction, 
can  lead  to  pain.  Another  element  of  the 
herniated  nucleus  pulposus  is  the  production 
of  inflammation  with  fibrosis  of  the  dura  and 
nerve  root  sheath  at  the  site  of  the  hernia- 
tion. Inman,  among  others,  has  suggested  that 
the  presence  of  the  inflammation  is  the 
essential  ingredient  in  the  production  of  the 
leg  pain  and  that  the  leg  pain  is  referred 
pain.  Thus,  acceptance  of  the  principle  that 
herniated  nucleus  produces  leg  pain  may  be 
tantamount  to  accepting  the  principle  of 
referred  pain. 

It  is  widely  accepted  that  myocardial 
infarction  causes  chest  pain.  The  question 
again  is  how  does  it  produce  chest  pain.  There 
are  two  main  theories.  One  involves  the 
concept  that  the  autonomic  innervation  of 
the  heart  is  the  source  of  referral  into  the 
musculoskeletal  system  through  the  sinuvert- 
ebral  nerve.  A second  and  somewhat  over- 
lapping point  of  view  is  that  the  dorsal  root 
which  innervates  the  chest  wall,  correlates 
with  the  ventral  root,  which  innervates  the 
visceral  structures  in  and  about  the  heart. 
This  visceral  root,  of  course,  gives  rise  to 
some  of  the  autonomic  innervation  of  the 
heart.  Sensory  alterations  are  present  in 
myocardial  infarction  and  can  be  documented 
in  terms  of  changed  perception  of  pin  prick 
and  pressure.  Tenderness  in  the  parasternal 
region  is  also  present  in  myocardial  infarc- 
tion as  it  is  in  root  pain.  In  the  case  of  root 
pain,  some  authors  have  demonstrated  that 
the  points  of  tenderness  are  specifically  at 
the  motor  points  in  the  muscles. 

Finally,  consider  another  aspect  of  what 
referred  pain  means.  The  dermatomes  were 
detined  originally  in  monkeys  by  Sherrington 
in  1894  and  later  in  humans  by  Foerster  as 
well  as  others.  These  studies  consisted  at 
least  partly  of  cutting  nerve  roots  and 
studying  anesthesic  areas.  Of  course,  ana- 
tomical dissections  provided  a preliminary 
basis  for  these  approaches.  Further  studies 


were  carried  out  by  such  as  Kellgren  and 
Keegan,  who  injected  hypertonic  saline  and 
cut  nerve  roots  as  treatment  for  peripheral 
problems.  In  addition,  Smythe  put  silk 
sutures  around  nerve  roots  at  laminectomy 
and  tugged  on  them  in  the  postoperative 
period  to  define  radiation  patterns.  To  some 
extent  these  authors  were  trying  to  dispute 
the  findings  of  those  who  studied  derma- 
tomes, and  concluded  that  one  had  to  have 
more  than  one  nerve  root  nonfunctioning  in 
order  to  have  a peripheral  manifestation  of 
absent  sensation.  Doctor  Keegan,  in  Omaha, 
was  very  clear  in  his  refutation  of  this 
principle,  pointing  out  from  his  operative 
experience  that  one  needed  only  to  cut  one 
nerve  root  to  produce  a peripheral  manifes- 
tation of  numbness.  Another  radiation  pat- 
tern has  been  defined  by  Inman  as  well  as 
others.  This  is  sclerotome  radiation  from  the 
bones  and  joints  or  lesion  inside.  This  is  the 
least  well  defined  of  all  radiation  patterns  in 
the  literature.  It  must  be  said  that  the 
myotomal  radiation  pattern  is  not  well 
defined  either  because  root  innervation  for 
some  muscles  is  not  defined. 

Based  on  some  of  these  studies  and  clinical 
observations,  how  can  one  answer  the  ques- 
tion, “How  is  referral  recognized?"  Trigger 
points  were  defined  by  Steindler  and  others 
to  help  in  this  distinction;  he  and  other 
authors  have  given  some  guidelines  to  the 
definition  of  referral  as  the  primary  mech- 
anism in  production  of  peripheral  pain. 
Postural  abnormalities  are  frequently  associ- 
ated with  peripheral  manifestations  of  spinal 
problems;  an  abnormal  range  of  motion 
may  be  a clue  to  the  existence  of  referred 
pain.  Spinal  tenderness  is  the  hallmark  of 
referred  pain.  Particularly  when  root  irrita- 
tion is  present,  even  mild  pressure  may 
cause  acute  pain.  In  the  examination,  each 
lower  cervical  and  upper  thoracic  vertebra 
should  be  palpated  and  probably  percussed. 
Trigger  areas  in  the  extremities  which  cause 
radiation  from  the  tender  site  to  other 
regions  of  the  trunk  or  extremities  are  also 
manifestations  of  root  pain.  With  the  excep- 
tion of  herniated  nucleus  pulposus  causing 
hypesthesia  and  paralysis  secondary  to  nerve 
root  nonfunction,  one  finds  little  or  no 
weakness  or  reflex  changes  in  referred  pain 
problems.  Many  authors  insist  that  traction 
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is  a diagnostic  sign  as  well  as  a guide  to 
treatment  in  referred  pain  problems.  Cervi- 
cal traction  is  widely  recognized  as  being 
helpful,  but  lumbar  traction  has  fallen  into 
considerable  disrepute.  However,  Morris  and 
others  have  shown  that  lumbosacral  sup- 
port with  a tight  corset  can  achieve  the  same 
kind  of  beneficial  result  as  traction  does  in 
the  cervical  spine. 

This  material  has  been  presented  to 


stimulate  interest  in  the  concept  that  more 
than  a few  peripheral  problems  are  manifes- 
tations of  spine  disease  and  need  to  be 
elevated  and  treated  as  such.  This  is  not  to 
deny  the  existence  of  peripheral  lesions  or  to 
encourage  nonoperative  treatment,  but 
rather  to  suggest  that  one  should  be  sure 
whether  the  physical  manifestations  are 
pointing  to  a peripheral  lesion  or  a spinal 
lesion. 
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MEDICAL  SCHOOL  CORNER: 

Creighton  University  Department 
of  Obstetrics  and  Gynecology 


CREIGHTON  University  School 
of  Medicine’s  Department  of 
Obstetrics  and  Gynecology  now 
is  composed  of  four  full  time  faculty  members. 
In  addition,  twenty  volunteer  contributing 
obstetricians  and  gynecologists  are  from  the 
medical  community.  The  full  time  staff  in- 
cludes two  generalists  with  expertise  in  natural 
family  planning,  colposcopy,  and  neurologic 
evaluation  of  the  female  patient.  There  is  also 
a specialist  in  gynecologic  oncology,  who  is  the 
chairman  of  the  department,  and  one  full  time 
gynecologic  endocrinologist.  The  latter  is  the 
only  physician  with  such  subspecialty  training 
in  the  State  of  Nebraska  related  to  infertility 
and  gynecologic  microsurgery. 

The  staff  and  residents  (12  in  a 4 year 
training  program)  see  approximately  1300  to 
1500  outpatients  per  month.  They  are  involved 
in  75  University  deliveries  per  month  and  60 
private  patients  per  month,  plus  approxi- 
mately 100  surgical  procedures  per  month, 
both  major  and  minor.  These  procedures  are 
done  at  Creighton  Memorial  St.  Joseph's 
Hospital.  The  residents  also  rotate  through 
Archbishop  Bergan  Mercy  Hospital  and  Erh- 
ling  Bergquist  U.S.  Air  Force  Hospital  with  full 
participation  in  both  their  obstetric  and 
gynecologic  units. 

The  residents  and  staff  are  actively  involved 
in  educating  120  junior  medical  students  per 
year  in  a core  curriculum  of  obstetrics  and 
gynecology.  This  educational  experience  in- 
volves both  12  hours  per  week  of  lectures,  as 
well  as,  first  hand  experience  with  outpatient 


PATRICK  HEFFRON,  M.D. 

Acting  Chairman 

Department  of  Obstetrics  and  Gynecology 

Creighton  University 

Ob-Gyn  procedures,  gyn  surgery,  normal  and 
abnormal  obstetrics,  and  oncology. 

The  education  of  family  practice  residents  in 
the  field  of  obstetrics  and  gynecology  is  also 
the  responsibility  of  this  department.  Each 
family  practice  resident  rotates  through  the 
department  for  4 to  6 months  of  their  3 year 
training  program.  During  that  time  they  are 
exposed  to  the  clinical  aspects  of  outpatient 
obstetrics  and  gynecology,  are  actively  in- 
volved in  the  birth  process  and  gyn  surgery, 
and  participate  in  the.daily  clinical  conferences 
concerning  patient  management. 

Research  is  also  an  important  part  of  the 
department.  At  present  research  grants  have 
been  obtained  for  work  in  natural  family 
planning,  studying  the  role  of  beta  endorphins 
in  pre-eclampsia,  and  for  a study  of  Partusis- 
ten versus  Ritodrine  in  stopping  premature 
labor.  Other  grants  have  also  been  applied  for, 
i.e.,  prophylactic  antibiotics  for  cesarean  sec- 
tion. 

The  department  is  continuing  to  search  for  a 
peri-natologist,  so  that  all  subspecialties  can 
be  represented,  and  education  of  the  Ob-Gyn 
residents,  family  practice  residents,  and  medi- 
cal students  can  continue  at  the  high  level  that 
is  presently  obtained. 
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FEATURES 


President's  Page 


I should  like  to  dedicate  this  President’s 
Page  to  my  recently  departed  dear  friend  Rudy 
Schenken.  As  I write  these  words,  I know  that  I 
am  not  only  speaking  for  myself,  but  all 
Nebraska  physicians,  many  physicians  around 
the  country,  and  indeed,  around  the  world  who 
knew  and  respected  and,  yes,  loved  this  man  as 
I did.  I know  that  I also  speak  for  his  many  non- 
physician friends  and  employees  whose  lives 
he  touched  in  many  ways.  We  shall  all  miss  him 
sorely. 


John  R.  Schenken,  M.D. 

•John  R.  Schenken  was  born  in  Keystone, 
Iowa,  77  years  ago.  He  graduated  from  the 
University  of  Iowa  College  of  Medicine  and 
then  trained  and  practiced  in  Pathology  in 
Detroit,  Boston  and  Washington,  D.C.,  prior  to 
becoming  Chairman  of  the  Department  of 
Pathology  at  Louisiana  State  University.  In 
1945,  he  came  to  Omaha  as  Chairman  of  the 
Department  of  Pathology  at  Nebraska  Metho- 
dist Hospital.  In  1948,  he  became  Chairman  of 
the  Department  of  Pathology  at  Children’s 
Memorial  Hospital.  He  remained  in  those  posi- 
tions until  he  retired  in  1970.  He  was  Chairman 
of  the  Department  of  Pathology  at  the  Univer- 
sity of  Nebraska  Medical  Center  from  1954  to 


1965.  He  was  President  of  many  pathology 
organizations,  including  the  American  Society 
of  Clinical  Pathology  and  the  American  As- 
sociation of  Blood  Banks.  He  served  on  the 
Board  of  the  American  Board  of  Pathologists. 
He  was  a delegate  to  the  American  Medical 
Association  for  the  NMA  from  1964  to  1979.  I 
could  go  on  and  on  with  his  honors,  his 
memberships,  his  publications,  etc.,  but  space 
limitations  do  not  permit. 

If  one  were  to  single  out  his  two  most 
outstanding  attributes,  in  my  opinion,  they 
would  be  his  abilities  as  a teacher,  and  his 
unswerving  dedication  to  the  cause  of  free 
enterprise  and  conservatism  in  all  aspects  of 
medicine  and  government. 

It  was  he  who,  in  1953  as  I began  to  practice 
surgery  in  Omaha,  took  me  under  his  wing  and 
started  me  on  the  road  in  organized  medicine. 
He  taught  me  that  I had  an  obligation  and  a 
responsibility  not  only  to  my  patients,  but  to 
my  colleagues  and  my  community  as  well.  I 
have  tried  my  best  over  the  years  to  carry  out 
those  precepts. 

He  left  this  earth  for  a very  certain  and 
special  place  in  Heaven.  He  left  medicine  far 
better  off  as  a result  of  his  input,  not  only 
scientifically,  but  socioeconomically  and  polit- 
ically as  well.  He  left  behind  a heritage  of  many 
younger  men  such  as  myself  who,  hopefully, 
will  also  leave  behind  a heritage  of  younger 
physicians  to  carry  on  in  the  image  of  Rudy 
Schenken:  TEACHER,  HUMANITARIAN, 
PHILOSOPHER,  AUTHOR,  MEDICAL 
POLITICIAN,  PATHOLOGIST,  PHYSICIAN, 
AND  FRIEND. 

Carlyle  E.  Wilson,  Jr.,  M.D. 

President 
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Coming  Meetings 


CONTINUING  MEDICAL  EDUCATION 
COURSES 

UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 
CENTER  FOR  CONTINUING 
EDUCATION 


APRIL 

“EMERGENCY  MEDICINE  REVIEW”  — 
April  12-17,  1982,  Center  for  Continuing 
Education,  Omaha,  Nebraska. 

“STRESS  AND  LIFE  STYLE  BEHAVIOR: 
DETECTION  AND  MANAGEMENT  IN 
THE  PRIMARY  CARE  PATIENT”  — 
April  16-17,  1982,  Center  for  Continuing 
Education,  Omaha,  Nebraska. 

“DIABETES  ’82”  — April  29-30,  1982, 
Holling  Center  of  Immanuel  Hospital,  Oma- 
ha, Nebraska 

MAY 

“10TH  ANNUAL  FAMILY  PRACTICE  RE- 
VIEW” — May  10-21,  1982,  Center  for 
Continuing  Education,  Omaha,  Nebraska. 

“OBSTETRICS”  — May  19,  1982,  Holiday 
Inn,  Hastings,  Nebraska. 

JUNE 

“SPRING  PATHOLOGY”  — Date  to  be 
announced,  Center  for  Continuing  Educa- 
tion, Omaha,  Nebraska. 

SEPTEMBER 

“EMERGENCY  MEDICINE  REVIEW”  - 
Sept.  13-18,  1982,  Center  for  Continuing 
Education,  Omaha,  Nebraska. 

“ADVANCED  TRAUMA  LIFE  SUPPORT” 
— Sept.  20-21,  1982,  Center  for  Continuing 
Education,  Omaha,  Nebraska. 

For  specific  information  about  courses, 

contact  Marge  Adey  or  Roxanne  Pankonin, 

Center  for  Continuing  Education,  (402)  559- 

4152. 


CREIGHTON  UNIVERSITY  SCHOOL 
OF  MEDICINE 

APRIL 

“SPRING  MEDICINE  SYMPOSIUM”  — 
April  16,  1982,  Boys  Town  Institute  Audi- 
torium, Omaha,  Nebraska. 

MAY 

“PRACTICAL  CARDIOLOGY  FOR  THE 
FAMILY  PHYSICIAN  — May  12-14,  1982, 
Omaha,  Nebraska. 

“SURGERY  UPDATE  1982”  — May  12-14, 
1982,  Omaha,  Nebraska. 

“FAMILY  MEDICINE  UPDATE”  — May  21- 
23,  1982,  Okoboji,  Iowa. 


* 

UNIVERSITY  OF  NEBRASKA  - ALPHA 
OMEGA  ALPHA,  ALPHA  CHAPTER  - 
April  15,  1982,  UN  Medical  Center,  Omaha, 
Nebraska;  Speaker:  Merlin  K.  DuVal,  M.D., 
National  Center  for  Health  Education,  San 
Francisco,  California.  Convocation  at  12:00 
noon.  AOA  Banquet  at  6:30  p.m.,  Omaha 
Marriott  Hotel,  Omaha,  Nebraska. 


ADVANCED  CARDIAC  LIFE  SUPPORT  - 
Certification  Course:  April  20-21,  1982. 
Recertification  Course:  May  26,  1982. 

Completion  of  this  course  results  in 
American  Heart  Association  certification 
as  an  ACLS  Provider.  The  course  con- 
sists of  lectures  and  discussion,  and  in- 
struction and  practice  at  the  eight  skills 
stations.  Participants  must  successfully 
complete  a written  examination  and  a skills 
test  at  each  station.  The  recertification 
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course  does  not  include  the  lectures 
(individual  topics  may  be  reviewed  on  video- 
tape) but  includes  instruction  and  practice 
at  the  practical  skills  stations.  Participants 
in  the  recertification  courses  must  hold  a 
current  ACLS  certification.  Fees:  Certifica- 
tion Courses:  $125.00.  Recertification 

Courses:  $30.00.  UNMC. 

NEBRASKA  MEDICAL  ASSOCIATION 
Annual  Session,  April  30  - May  3,  1982, 
Omaha  Marriott,  Omaha,  Nebraska. 


UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Annual  Business  Meeting  — May  1,  1982, 
in  conjunction  with  NMA  meeting,  4:30 
p.m.,  Marriott  Hotel,  Omaha.  All  alumni 
invited. 

TWENTY-SIXTH  ANNUAL  POSTGRAD- 
UATE COURSE  ON  FRACTURES  AND 
OTHER  TRAUMA  — Sponsored  by  the 
Chicago  Committee  on  Trauma  of  the 
American  College  of  Surgeons,  will  be  held 
on  May  12,  13,  14,  1982.  Speaker  will  be  Dr. 
Charles  C.  Edwards,  Chief  of  Orthopaedics, 
University  of  Maryland,  Baltimore.  He  is  a 
world  renowned  authority  on  the  multiply 
injured  patient.  In  1982  we  will  return  to  our 
original  location  instead  of  a hotel  — the 
historic  John  B.  Murphy  Auditorium,  Ameri- 
can College  of  Surgeons,  55  East  Erie, 
Chicago.  For  further  information  contact: 
Executive  Secretary:  Mrs.  Lillian  Husa, 
11255  West  74th  Street,  Burr  Ridge,  Illinois 
60525,  246-3788 


III  NATIONAL  CONFERENCE  ON  EMO- 
TIONAL STRESS  AND  CARDIOVASCU- 
LAR DISEASE  — April  30,  May  1 & 2, 
1982.  St.  John’s  Inn,  Myrtle  Beach,  South 


Carolina.  Sponsor:  American  Heart  Associa- 
tion, South  Carolina  Affiliate,  P.O.  Box 
6604,  Columbia,  SC  29260. 


THE  FIFTH  ANNUAL  BLACK  HILLS 
SEMINAR  ON  ADVANCES  IN  CLINICAL 
PEDIATRICS  — June  16-18,  1982,  at 
Sylvan  Lake  Resort,  Custer,  South  Dakota, 
sponsored  by  the  Department  of  Pediatrics 
and  Adolescent  Medicine,  University  of 
South  Dakota  School  of  Medicine.  Guest 
faculty  include  Drs.  Hugh  Moffett,  Jane 
Schaller,  Sylvan  Stool  and  William  Strong. 
For  complete  conference  information  con- 
tact: Lawrence  R.  Wellman,  M.D.,  Program 
Coordinator,  Department  of  Pediatrics,  Uni- 
versity of  South  Dakota,  School  of  Medicine, 
1100  S.  Euclid,  Sioux  Falls,  South  Dakota 
57117-5039,  605-339-6578. 


THE  SECOND  ANNUAL  J.  JAY  KEEGAN 
MEMORIAL  LECTURE  of  the  Department 
of  Neurosurgery,  University  of  Nebraska 
College  of  Medicine  will  be  given  on  May  19, 
1982,  at  7:30  p.m.  at  the  Center  for  Con- 
tinuing Education.  Lecturer  will  be  Dr.  W. 
Kemp  Clark.  The  title  of  the  lecture  is, 
“Herniated  Lumbar  Discs,  Current  Con- 
cepts and  Thoughts.” 


AMERICAN  MEDICAL  ASSOCIATION  - 
Annual  Meeting,  June  13-17,  1982,  Chicago, 
Illinois. 


NEBRASKA  MEDICAL  ASSOCIATION  - 
1982  Fall  Session  — September  9-11, 
1982. 
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Welcome  New  Members 


John  I.  Cherry,  M.D. 

930  Stuart  Building 
Lincoln,  NE  68508 

J.  A.  Grubbe,  M.D. 

120  Wedgewood  Drive,  Suite  A 
Lincoln,  NE 

Jung  K.  Kim,  M.D. 

Lincoln  Regional  Center 
Lincoln,  NE  68501 

Richard  M.  Pitsch,  Jr.,  M.D. 

930  Stuart  Building 
Lincoln,  NE  68505 

Douglas  Pope,  M.D. 

Box  5559 

Lincoln,  NE  68505 

John  A.  Hansen,  M.D. 

901  Benefit  Life  Building 
Lincoln,  NE  68508 

G.  J.  Hustad,  M.D. 

600  North  Cotner 
Lincoln,  NE  68508 

Deanna  L.  Hutchins,  M.D. 

6911  Van  Dorn 
Lincoln,  NE  68506 

Paul  W.  Jewett,  M.D. 

5440  South  Street  #800 
Lincoln,  NE  68506 

John  A.  Otto,  M.D. 

Emergency  Room,  UNMC 
Omaha,  NE  68505 

Bernard  G.  Keown,  M.D. 

Ord,  NE  68862 


William  J.  Landis,  M.D. 

Box  550 

Grand  Island,  NE  68802 

Rand  C.  Ritchie,  M.D. 

231  South  Locust  #214 
Grand  Island,  NE  68802 

Linda  B.  Ford,  M.D. 

401  East  Gold  Coast  Road 
Papillion,  NE  68128 

Terry  Kellenberger,  M.D. 
Gordon,  NE  69343 

James  A.  Davis,  M.D. 

Nebraska  Psychiatric  Institute 
Omaha,  NE  68102 

John  L.  Dewey,  M.D. 

Box  912 

Downtown  Station 
Omaha,  NE  68102 

Bruce  D.  Gutnik,  M.D. 

Nebraska  Psychiatric  Institute 
Omaha,  NE  68102 

Gregory  L.  Hanson,  M.D. 

UNMC 

Omaha,  NE  68105 

Vincent  F.  Miscia,  M.D. 

734  Doctors  Building 
Omaha,  NE  68131 

Ralph  E.  Woods,  M.D. 
Department  of  OBG 
UNMC 

Omaha,  NE  68105 

Gary  L.  Chingren,  M.D. 

606  North  Minnesota 
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In  Memoriam 


By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

Michael  Crofoot,  M.D.  — Born,  September  6, 
1911,  died  February  6,  1982.  Harvard 
Medical  School  graduate  - 1937.  Member  of 
Omaha-Douglas  County  Medical  Society, 
Life  Member  of  Nebraska  Medical  Associa- 
tion (1978),  Member  of  the  AMA,  Nebraska 
Diabetes  Association,  American  Academy  of 


Pediatrics,  Past  President  of  the  Nebraska 
Pediatric  Society,  Vice-President  of  the 
Floyd  S.  Rogers  Camp  for  Diabetic  Children, 
and  Chief  of  Staff  of  Hattie  B.  Munroe 
Home  for  Convalescing  Children.  Specialty: 
Pediatrics. 


WashingtoN otes 


(Continued  from  page  18A) 

that  disputed  the  link  between  smoking  and 
cancer.  “While  statistical  associations  may 
raise  valid  questions  and  suggest  possible 
leads  for  further  research,  they  do  not  prove  a 
cause-and-effect  relationship,”  said  Institute 
chairman  Horace  Kornegay. 

* * * 

Federally-funded  clinics  will  have  to  notify 
parents  of  teenagers  within  10  days  after 
prescribing  contraceptive  drugs  or  devices, 
under  a proposed  regulation  of  the  Health  and 
Human  Services  Department  (HHS). 

HHS  Secretary  Richard  Schweiker  said 
“parents  should  know  when  a child  ...  is  being 
given  a prescription  drug  ...  so  they  can  be 
aware  of  any  health  risk  their  child  is  taking.” 

Supporters  of  the  federal  family  planning 
program  in  Congress,  led  by.  Rep.  Henry 
Waxman  (D-CA),  have  protested  that  the  new 
regulations  will  discourage  youths  from  seek- 
ing clinic  advice  and  that  the  effect  violates 
patient  confidentiality. 

“The  health  of  teenage  Americans  would  be 
endangered  if  proposed  regulations  are  en- 
acted forcing  clinics  to  notify  families  of  young 
people  who  are  seeking  family  planning  help, 
Luella  Klein,  M.D.,  of  the  American  College  of 
Obstetricians  and  Gynecologists,  told  the 
House  Subcommittee  on  Health.  ACOG  was 
joined  in  its  oppositon  to  such  regulations  by 


the  AMA  and  the  American  Academy  of 
Pediatrics. 

Dr.  Klein  quoted  an  ACOG  policy  which, 
while  urging  professionals  working  with  adoles- 
cents to  encourage  family  involvement,  states 
that  the  adolescent  should  not  be  denied  care 
and  services  by  reason  of  such  consideration. 
Dr.  Klein  said  the  proposed  regulations  would 
“deter  adolescents  from  seeking  care”  and 
“should  be  avoided  in  the  interest  of  the 
adolescents’  health.” 

* * * 

Health  care  providers  need  to  be  stronger 
and  more  purposeful  in  moderating  health  care 
cost  increases,  AMA  Executive  Vice  President 
James  Sammons,  M.D.,  told  the  American 
Hospital  Association. 

It  will  be  no  easy  task  to  do  this  while  at  the 
same  time  assuring  the  quality  of  care,  Dr. 
Sammons  said. 

The  New  Federalism  program  of  the  Reagan 
Administration  will  result  in  the  smallest 
proportionate  federal  health  care  “pie”  in 
history,  he  told  the  AHA’s  annual  meeting  in 
Washington,  D.C. 

One  example  of  the  private  sector  moving  to 
meet  the  challenge  is  the  new  national  effort  to 
aid  local  coalitions.  Unless  the  private  sector 
acts,  “surely  we  will  have  it  done  for  us,”  the 
physician  warned. 
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Spending  curbs  must  not  impede  progress  in 
medical  technology  and  research,  according  to 
Dr.  Sammons,  who  said  that  “a  greater  effort 
than  ever  expended  before”  is  needed  to  cope 
with  the  new  tides  of  government  spending. 
* * * 

A National  Institutes  of  Health  (NIH) 
Advisory  Committee  has  rejected  a plan  to  lift 
most  federal  regulations  on  gene  transplant 
experiments,  voting  to  maintain  some  govern- 
ment control  over  the  controversial  research. 

Three  types  of  experiments  would  require 
NIH  prior  review  and  approval;  those  that 
would  confer  drug  resistance  on  bacteria  that 
are  not  normally  resistant;  those  that  confer 
the  ability  to  make  deadly  toxins  on  bacteria 
that  cannot  ordinarily  do  so;  and  those  that 
would  deliberately  release  any  recombinant 
organisms  into  the  environment. 

* * * 

Stanley  Nelson,  Executive  Vice  President  of 
Chief  Executive  Officer  of  Detroit’s  Henry 
Ford  Hospital,  has  been  installed  as  the 
chairman  of  the  Board  of  Trustees  of  the 
American  Hospital  Association. 

Noting  proposals  to  reduce  federal  health 
spending,  Nelson  called  for  preservation  of 
“those  preventive  health  measures  and  early 
treatment  programs  which  are  so  vulnerable 
during  a budget  crisis.” 

“Abandonment  (of  the  programs)  could 
result  in  future  costs  to  society  many  times 
current  costs,”  he  said.  “These  programs 
represent  the  true  bargains  in  health  and  their 
elimination  would  prove  to  be  a false  econ- 
omy.” 

* * * 

Declaring  it  is  time  to  control  “runaway 
government  spending,”  President  Reagan  has 
said  he  will  name  a private  sector  task  force  on 
federal  government  cost  control. 

The  “no-nonsense,  results-oriented”  study 
will  begin  with  the  Defense,  Health  and 
Human  Services,  and  Housing  and  Urban 
Affairs  Departments,  the  President  told  a news 
conference. 

The  panel,  whose  members  are  scheduled  to 
be  named  soon,  will  bring  to  the  problem  of 
government  spending  “an  outsider’s  view  on 


improving  management  and  reducing  federal 
costs,”  Reagan  said. 

* * * 

A $16.2  million  private  effort  to  help 
communities  tackle  rising  health  care  costs  has 
been  announced  by  the  Robert  Wood  Johnson 
Foundation. 

The  program,  co-sponsored  by  the  American 
Hospital  Association  and  the  Blue  Cross  and 
Blue  Shield  Associations,  would  fund  such  cost 
containment  projects  as  new  methods  of 
reimbursing  hospitals  and  physicians,  possibly 
on  the  basis  of  a fixed  annual  amount  per 
person  treated. 

Other  possible  projects  cited  by  Robert 
Blendon,  M.D.,  Vice  President  of  the  Founda- 
tion, were  restructuring  of  insurance  benefits, 
conversions  and  mergers  of  existing  services  or 
facilities,  and  the  regionalization  of  high 
technology,  high  cost  services. 

* * * 

The  government  has  advised  that  the  use  of 
aspirin  to  treat  children  with  chicken  pox  or 
flu-like  illness  has  been  linked  with  “possible 
increased  risk”  of  Reye  syndrome. 

The  joint  statement  for  parents  and  phy- 
sicians was  issued  by  Edwardt  Brandt,  M.D., 
HHS  Assistant  Secretary,  and  the  Center  for 
Disease  Control,  following  a review  of  four 
scientific  studies  by  an  outside  advisory  group. 

The  Health  Research  Group  founded  by 
Ralph  Nader  charged  that  the  warning  was  too 
weak.  Aspirin  manufacturers  disputed  the 
studies  and  said  the  cautionary  statement  was 
“totally  unjustified.” 

* * * 

Warning  that  drug  abuse  among  young 
people  is  reaching  epidemic  proportions,  the 
White  House  has  scheduled  a conference  “to 
determine  ways  to  curb  the  staggering  amount 
of  drug  use  by  teenagers  and  young  adults.” 

The  one-day  conference  will  be  sponsored 
by  ACTION,  the  national  volunteer  agency, 
and  will  be  hosted  by  President  and  Mrs. 
Reagan. 

The  conference  was  announced  following  a 
two-day  trip  by  Mrs.  Reagan  to  Florida  and 
Texas  where  she  visited  schools  and  drug 
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treatment  programs.  Mrs.  Reagan  said  she 
wants  to  get  more  parents  involved  and  hopes 
that  by  calling  attention  personally  to  the 
problem  she  can  make  a difference. 

ACTION  direction  Tom  Pauken  said  the 
“enormous  assault”  of  drug  use  on  youth 
“must  be  reversed  at  the  local  level  by  parents 
and  teachers  who  can  tell  young  people  the 
truth  about  using  drugs.” 

At  the  conference,  corporate  leaders,  media 
officials,  religious  leaders  and  national  volun- 
teer association  officials  will  meet  with  AC- 
TION and  White  House  staff  and  parents 
groups’  representatives  to  “help  plan  national 
drug  abuse  strategies  and  discuss  ways  that 
the  private  sector  can  cooperate  with  parents 
to  eradicate  drug  abuse  . . .” 

*** 

An  Institute  of  Medicine  Committee  has 
recommended  that  the  public  be  given  un- 
restricted access  to  statistical  information 
gathered  by  Professional  Standards  Review 
Organizations  (PSROs)  on  the  federal  health- 
care services  provided  by  individual  hospitals 
and  other  institutions. 

The  committee  suggested  that  information 
on  care  provided  by  individual  physicians  and 
other  health-care  practitioners  be  provided  in 
coded  form  only. Such  statistical  information 
would  include  the  number  and  duration  of 
hospital  stays  for  patients  receiving  federal- 
health  care  benefits,  diagnosis  before  and  after 
treatment,  aggregate  demographic  data,  mor- 
tality rates,  etc. 

The  committee  stressed  that  any  public 
release  of  medical  statistics  should  guarantee 
the  privacy  of  individual  patients. 

The  Institute  report  was  given  to  the  House 
Subcommittee  on  Government  Information 
and  Individual  Rights  and  the  House  Subcom- 
mittee on  Health  and  the  Environment. 

Current  federal  regulations  require  PSROs 
to  provide  the  public  upon  request  with 
information  only  on  individual  institutions  and 
only  if  the  names  of  physicians  cannot  be 
determined  either  “directly  or  indirectly.” 
Federal  regulations  prohibit  public  release  of 
statistics  on  care  provided  by  individual 
physicians. 


The  Institute  committee’s  conclusions  were 
limited  to  disclosure  policies  for  PSRO  data  on 
federal  patients.  However,  the  importance  of 
“enhancing  consumer  choices  and  the  public 
accountability  of  medical  institutions,”  said 
the  committee,  is  “powerful  enough  to  warrant 
more  general  application  of  its  recommenda- 
tions.” to  other  medical  review  data  collected 
by  government  agencies  or  private  organi- 
zations. 

Recent  court  decisions  have  held  that 
PSROs  are  not  agencies  of  the  federal 
government  and  thus  subject  to  federal  public 
disclosure  requirements. 

*** 

The  American  Enterprise  Institute  (AEI)  is 
conducting  a one-year  project  to  determine 
how  the  private  sector  can  take  a bigger  role  in 
solving  fundamental  societal  problems  and 
providing  needed  human  services. 

President  Reagan  has  asked  for  a detailed 
report  on  the  findings  of  AEI’s  study  and  for 
policy  options  by  June  1982. 

The  AEI  said  it  will  look  at  a number  of 
specific  areas  of  need  including  health  care, 
child  welfare,  youth  employment,  housing, 
crime  prevention  and  economic  development. 

AEI  President  William  Baroody  said  private 
sector  initiatives  do  not  have  to  mean  that  the 
privat  sector  replaces  dollar  for  dollar  the 
money  cut  from  the  federal  government. 

“That  would  neither  be  feasible,  nor, in  my 
judgment,  desirable,”  said  Baroody.  “There  is 
a whole  range  of  contributions  that  govern- 
ment still  needs  to  make  and  that  the  private 
sector  through  business,  neighborhood  groups, 
labor  unions,  church  groups  and  voluntary 
associations  are  making  and  can  make  thta  do 
not  have  to  entail  large  sums  of  money.” 

*** 

George  Washington  U.  Medical  School  in 
Washington,  D.C.  will  raise  tuition  next  Fall  to 
$19,000  a year,  believed  to  be  one  of  the 
highest  in  the  country.  At  present,  the  G.W. 
tuition  is  $950  under  the  $15,950  charged  by 
Georgetown  U.  Medical  School  only  a short 
distance  away.  A Georgetown  spokesman  said 
his  school  expected  to  lift  its  tuition  to  about 
the  same  range  as  George  Washington’s. 
Among  the  reasons  cited  for  the  raise  was  the 
phasing  out  of  federal  support  and  the  lackof 
any  state  support  for  the  two  private  medical 
schools. 
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1 14TH  ANNUAL  SESSION 
NEBRASKA  MEDICAL 
ASSOCIATION 

PURPOSE: 

To  advance  the  science  and  art  of  medicine  and  to 
elevate  the  standards  of  medical  education.  Meetings 
of  the  Annual  Session  are  devoted  to  the  scientific 
work  of  the  members,  disseminating  to  members  and 
others,  facts  and  opinions  relating  to  medical  knowl- 
edge, treatment  and  procedures. 

The  overall  goal  of  this  scientific  program  is  to 
substantiate  or  change  the  attitude  and  approach  of 
the  physician  to  the  solution  of  a given  medical 
problem,  present  new  knowledge  in  a specific  area, 
update  data  and  introduce  new  specific  skills  and 
techniques. 

SPONSORSHIP: 

The  meeting  is  sponsored  by  the  Scientific  Sessions 
Committee  of  the  Nebraska  Medical  Association  in 
conjunction  with  the  Missouri  Valley  Dermatologic 
Society,  the  Nebraska  Academy  of  Neurologists  and 
Neurosurgeons,  the  Nebraska  Academy  of  Ophthal- 
mology, the  Nebraska  Academy  of  Otolaryngology, 
the  Nebraska  Affiliate  of  the  American  Heart 
Association,  the  Nebraska  Association  of  Nuclear 
Physicians,  the  Nebraska  Association  of  Pathologists, 
The  Nebraska  Chapter  of  the  American  Academy  of 
Family  Physicians,  the  Nebraska  Chapter  of  the 
American  Academy  of  Pediatrics  and  the  Nebraska 
Pediatric  Society,  the  Nebraska  Chapter  of  the 
American  College  of  Emergency  Physicians,  the 
Nebraska  Chapter  of  the  American  College  of 
Surgeons,  the  Nebraska  Perinatal  Organization,  the 
Nebraska  Psychiatric  Society,  the  Nebraska  Radi- 
ological Society,  the  Nebraska  Society  of  Internal 
Medicine,  and  the  Nebraska  Thoracic  Society. 

CREDIT: 

This  program  has  been  reviewed  and  is  acceptable 
for  21%  prescribed  hours  by  the  American  Academy 
of  Family  Physicians. 

As  an  organization  accredited  for  continuing  medical 
education,  the  Scientific  Sessions  Committee  of  the 
NMA  certifies  that  this  continuing  medical  education 
offering  meets  the  criteria  for  21%  hours  of  credit  in 
Category  I of  the  Physician’s  Recognition  Award  of 
the  American  Medical  Association,  provided  it  is 
used  and  completed  as  designed. 


GENERAL  INFORMATION 


The  host  facility  for  the  Annual  Session  is  the  Omaha 
Marriott  Hotel,  10220  Regency  Circle,  Omaha,  NE 
68114.  (402)  399-9000. 

REGISTRATION:  The  registration  desk  will  be  located 

in  the  lobby  of  the  Omaha  Marriott  Hotel.  Registration 
begins  at  7:00  a.m.  Friday,  April  30.  Identification  badges 
must  be  worn  by  all  persons  attending  the  session. 
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Nebraska  Academy  of  Ophthalmology 

Saturday,  May  1,  1982,  4:00  p.m.,  Fremont  Suite 

Nebraska  Academy  of  Otolaryngology 

Saturday,  May  1,  1982,  12:00  noon,  Beatrice  Suite 

Nebraska  Chapter,  American  Academy  of  Pediatrics 
and  the  Nebraska  Pediatric  Society 

Saturday,  May  1,  1982,  3:30  p.m.,  Salon  A 

Nebraska  Chapter,  American  College  of  Surgeons 

Saturday,  May  1,  1982,  4:30  p.m.,  Salon  E 

Nebraska  Perinatal  Organization 

Friday,  April  30,  1982,  4:45  p.m.,  Nebraska  Suites  A and  B 

Nebraska  Psychiatric  Society 

Saturday,  May  1,  1982,  4:00  p.m.,  Salon  B 
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1 14th  Annual  Session 


PROGRAM 


FRIDAY,  APRIL  30 

7:00  a.m.  General  Registration,  Ballroom  Foyer,  Omaha 
Marriott  Hotel 


8:00  a.m.  NEBRASKA  CHAPTER,  AMERICAN 
to  ACADEMY  OF  FAMILY  PHYSICIANS 

12:00  noon  Salons  A and  B 

Program  Chairman  — Stuart  Embury, 
M.D.,  Holdrege 

Moderator  — Paul  Plessman,  M.D.,  Seward 


8:00  a.m. 
8:55  a.m. 


“Emerging  Pathogens  in  Human  Disease” 

— Harry  W.  McFadden,  M.D.,  Omaha 
Questions  and  Answers 


9:00  a.m.  “Endometriosis  — An  Update” 

— Leon  McGoogan,  M.D.,  Omaha 
9:55  a.m.  Questions  and  Answers 


10:00  a.m.  “Great  Moments  in  Medicine” 

— Edward  A.  Holyoke,  M.D.,  Omaha 
10:55  a.m.  Questions  and  Answers 


11:00  a.m.  “A  Clinical  Pathology  Conference:  An 
Unusual  Death  of  a Teenager” 

— Robert  Grissom,  M.D.,  Omaha 
— Jerald  R.  Schenken,  M.D.,  Omaha 
11:55  a.m.  Questions  and  Answers 

12:00  noon  Adjourn 


This  course  is  designed  to  have  a certain  amount  of 
nostalgia  — many  middle-aged  physicians  were 
trained  under  these  men  and  have  a high  respect 
for  them. 


11:00  a.m.  BOARD  OF  COUNCILORS, 

NEBRASKA  MEDICAL  ASSOCIATION 

Columbus  Suite 

1:00  p.m.  HOUSE  OF  DELEGATES, 

NEBRASKA  MEDICAL  ASSOCIATION 

Salons  B,  C,  D,  and  E 

Recognition  of  Fifty-Year  Practitioners 

Ronald  C.  Anderson,  M.D.,  Columbus 
Werner  P.  Jensen,  M.D.,  Omaha 
J.  Milton  Margolin,  M.D.,  Omaha 
Claude  T.  Mason,  M.D.,  Superior 
N.  Richard  Miller,  M.D.,  Lincoln 
Carrol  C.  Nelson,  M.D.,  Fremont 
Floyd  C.  Nelson,  M.D.,  Sun  City,  Arizona 
Randolph  H.  Tibbels,  M.D.,  Oakland 
Clyde  W.  Wilcox,  M.D.,  Grand  Island 
Maynard  A.  Wood,  M.D.,  Lincoln 


2:00  p.m.  Reference  Committees, 

Nebraska  Medical  Association 


FRIDAY,  APRIL  30 


7:15  a.m.  NEBRASKA  PERINATAL 
to  ORGANIZATION 

6:00  p.m.  “SECOND  ANNUAL  NEBRASKA 
PERINATAL  WORKSHOP” 

Nebraska  Suites  A and  B 
Program  Chairman  — 

Lawrence  C.  Bausch,  M.D.,  Lincoln 

7:15  a.m.  Registration 
Moderator  — 

Lawrence  C.  Bausch,  M.D.,  Lincoln 


8:00  a.m.  “Use  and  Abuse  of  Cesarean  Sections” 
—John  R.  Evrard,  M.D. 

Providence,  Rhode  Island 


8:50  a.m.  “Genetic  Counselling  for  the  Obstetrician 
and  Pediatrician” 

— Bruce  A.  Buehler,  M.D.,  Omaha 


9:40  a.m.  Break  — Compliments  of  Ross  Laboratories 
Moderator  — Sheila  Ecklund,  R.N.,  Lincoln 


10:15  a.m. 


1 1:05  a.m. 


Intraventricular  Hemorrhage” 

— Louis  Gluck,  M.D.,  San  Diego,  California 

“General  Burnout  for  the  Health  Care 
Professional” 

— Mitzi  L.  Duxbury,  Ph.D., 

Minneapolis,  Minnesota 


12:00  noon  Lunch  — Sharing  Sessions 


1:30  p.m.  ROUND  TABLE  DISCUSSIONS 

(choice  of  one): 

SESSION  A 

“Techniques  of  Cesarean  Sections” 

Moderator  — Joseph  C.  Scott,  M.D.,  Omaha 
— John  R.  Evrard,  M.D.,  Providence 
— William  P.  Heidrick,  M.D.,  Lincoln 
— Robert  C.  Goodlin,  M.D.,  Omaha 
— Warren  T.  Kable,  III,  M.D.,  Omaha 

SESSION  B 

“New  Concepts  of  Respiratory 

Distress  Syndrome” 

Moderator  — Yoshio  Miyazaki,  M.D.,  Omaha 
— Louis  Gluck,  M.D.,  San  Diego 
— Robert  M.  Nelson,  Jr.,  M.D.,  Omaha 
— Neil  Kantor,  D.O.,  Omaha 

3:00  p.m.  Break 


3:30  p.m.  ROUND  TABLE  DISCUSSIONS 

(choice  of  one): 

SESSION  A 

“Economics  of  Perinatal  Medicine” 

Moderator  — Kenton  Shaffer,  M.D.,  Kearney 
— Dale  Ebers,  M.D.,  Lincoln 
— Robert  Grant,  M.D.,  Lincoln 
— David  Bolam,  M.D.,  Omaha 
— Senator  Sam  Cullan,  Hemingford 
— Blue  Cross/Blue  Shield  Representative 
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FRIDAY,  APRIL  30 


FRIDAY,  APRIL  30 


SESSION  B 

“Job  Specific  Burnout” 

Moderator,  Ruth  Youngberg,  R.N.,  Lincoln 
— Mitzi  Duxbury,  Ph.D.,  Minneapolis 
— Jean  Beyers,  R.N.,  Omaha 
— Dennis  Joslin,  R.N.,  Omaha 

The  Second  Annual  Nebraska  Perinatal  Workshop 
Program  has  been  designed  to  update  health  care 
professionals  in  regards  to  mother  and  newborn. 

4:45  p.m.  Business  Meeting  of  Nebraska  Perinatal 
Organization 

— Charles  A.  Field,  M.D.,  Omaha 

5:00  p.m.  Wine  and  Cheese  Party  — Salon  B 

— Compliments  of  Ross  Laboratories 


2:00  p.m.  MISSOURI  VALLEY  DERMATOLOGIC 
to  SOCIETY 

5:00  p.m.  Lincoln  Suite 

Program  Chairman  — 

John  R.  Luckasen,  M.D.,  Omaha 

“DERMATOLOGY  FOR  THE  PRIMARY 
PHYSICIAN” 

2:00  p.m.  “Recognition  and  Management  of 
Cutaneous  Tumors” 

Moderator  — 

John  R.  Luckasen.  M.D.,  Omaha 
— Richard  Q.  Crotty,  M.D.,  Omaha 
— Gordon  E.  Fredrickson,  M.D.,  Omaha 
— James  J.  Regan,  M.D.,  Omaha 
— Rudolf  Strnot,  Jr.,  M.D.,  Lincoln 

3:30  p.m.  “Management  of  Common  Dermatoses” 

Moderator  — 

Stephen  C.  Papenfuss,  M.D.,  Omaha 
—Robert  J.  Fonda,  M.D.,  Omaha 
— John  J.  Ferguson,  M.D.,  Omaha 
— Ann  Lott,  M.D.,  Lincoln 
— Rodney  S.W.  Basler,  M.D.,  Lincoln 


4:00  p.m.  NOMINATING  COMMITTEE, 

NEBRASKA  MEDICAL  ASSOCIATION 

Room  253 


2:00  p.m.  NEBRASKA  CHAPTER,  AMERICAN 
to  COLLEGE  OF  EMERGENCY 

5:00  p.m.  PHYSICIANS 

Fremont  Suite 

Program  Chairman  and  Moderator  — 
Steven  Schwid,  M.D.,  Omaha 

“MECHANISMS  AND  MANAGEMENT 
OF  FARM  ACCIDENTS” 

2:00  p.m.  “Mechanisms  of  Injury” 

— L.W.  Knapp,  Jr.,  Ph.D.,  Iowa  City,  Iowa 

2:40  p.m.  “Immediate  Care  of  Injuries” 

— James  Frans,  M.D.,  Lincoln 


3:00  p.m.  “Definitive  Management  of  Serious 
Injuries” 

— Richard  Murphy,  M.D.,  Omaha 
— Robert  Cochran,  II,  M.D.,  Omaha 


4:00  p.m.  “Management  of  Eye  Injuries” 

— Melvin  Bechtel,  M.D.,  Omaha 

4:15  p.m.  “Pesticide  Poisoning” 

— Robert  M.  Stryker,  M.D.,  Omaha 

4:30  p.m.  Questions  from  Audience 

—All  Speakers  on  Program 


The  Objective  of  this  course  is  to  acquaint  the 
audience  with  the  mechanisms  of  injury  from 
machinery  and  chemicals  used  in  agriculture  and  the 
principles  of  immediate  and  subsequent  management 
of  these  problems. 


3:00  p.m.  NEBRASKA  RADIOLOGICAL  SOCIETY 

to  Beatrice  Room 

5:00  p.m.  Program  Chairpersons  — 

Joseph  C.  Anderson,  M.D.,  Omaha 
Susan  M.  Williams,  M.D.,  Omaha 

Moderator  — 

W.  Benton  Copple,  M.D.,  Omaha 

“PRACTICAL  RADIOLOGY  FOR 
CLINICIANS” 


3:00  p.m.  “Emergency  Plain  Film  Diagnosis  of  the 
Acute  Abdomen” 

—Roger  K.  Harned,  M.D.,  Omaha 

3:20  p.m.  “Sports,  Superman,  and  Other  Skeletal 
Stresses  in  Childhood” 

— Michael  D.  Wilmot,  M.D.,  Omaha 

3:40  p.m.  “The  Perfect  Chest  X-Ray” 

— Charles  A.  Dobry,  M.D.,  Omaha 


4:00  p.m.  “Interventional  Radiology  — Current 
Status” 

— Murray  Mazer,  M.D.,  Omaha 

4:20  p.m.  “Practical  Applications  of  New  Imaging 
Techniques” 

— Richard  A.  Bunting,  M.D.,  Omaha 

4:40  p.m.  “Radiation  Safety” 

— Stanley  Jaeger,  Ph.D.,  Omaha 


This  course  is  designed  to  review  some  radiologic 
problems  commonly  encountered  by  clinicians  in 
everyday  practice;  and  to  acquaint  practitioners  with 
new  therapeutic  interventional  techniques  and  new 
imaging  techniques  which  are  now  available. 

5:00  p.m.  Movie  “Images  of  Life”  (DuPont) 

6:00  p.m.  Social  Hour  — Salons  C,  D,  and  E 

7:00  p.m.  Banquet  — Salons  C,  D,  and  E 

(Social  Hour  and  Banquet  for  members  of 
the  Radiological  Society) 


104  Nebraska  Medical  Journal  April  1982 


PROGRAM 


PROGRAM 


7:00  a.m. 

9:00  a.m 
to 

5:00  p.m. 

9:00  a.m. 
9:40  a.m. 

9:45  a.m. 
10:00  a.m. 

10:15  a.m. 

10:30  a.m. 

10:45  a.m. 

11:00  a.m. 
11:15  a.m. 

1 1:30  a.m. 

1 1:45  a.m. 


SATURDAY,  MAY  1 

General  Registration,  Ballroom  Foyer, 
Omaha  Marriott  Hotel 

NEBRASKA  CHAPTER,  AMERICAN 
COLLEGE  OF  SURGEONS 

Salon  E 

Program  Chairman  — 

D.  R.  Owen,  M.D.,  F.A.C.S.,  Omaha 

Meeting  Registration 

Call  to  Order  — Moderator, 

James  R.  Adwers,  M.D.,  F.A.C.S.,  Omaha 

“Alternatives  of  Pain  Management  in 
the  Surgical  Patient” 

— James  R.  Adwers,  M.D.,  F.A.C.S.,  Omaha 

“Presentation  of  Early  Colorectal 
Carcinoma” 

— Tom  Langdon,  Omaha 
— William  Albano,  M.D.,  F.A.C.S.,  Omaha 
— James  Edney,  M.D.,  Omaha 
— F.  William  Karrer,  M.D.,  F.A.C.S.,  Omaha 

“Pagets  Disease  of  the  Breast” 

— Alan  G.  Thorson,  M.D.,  Omaha 
— F.  William  Karrer,  M.D.,  F.A.C.S.,  Omaha 
— Burdette  J.  Moor,  M.D.,  F.A.C.S.,  Omaha 
— Scott  G.  Rose,  M.D.,  Omaha 

“Right-Sided  Valve  Replacement  in 
Congenital  Heart  Disease” 

— Steven  Clinch,  M.D.,  Omaha 
— Lynne  B.  Sarafin,  M.N.,  Omaha 
— William  H.  Fleming,  M.D.,  F.A.C.S.,  Omaha 

“Treatment  of  Malignant  Ascites  With 
LeVeen  Shunt” 

— Douglas  Duven,  M.D.,  Omaha 
— Joe  Roh,  M.D.,  Omaha 
— James  Edney,  M.D.,  Omaha 

“Intermittant  Self-Catheterization” 

— Michele  J.  Helzer,  P.A.-C.,  Omaha 
— Francis  F.  Bartone,  M.D.,  F.A.C.S.,  Omaha 

Coffee  Break 

Moderator  — 

John  W.  Smith,  M.D.,  F.A.C.S.,  Omaha 

“The  Anis  Posterior  Chamber  Capsular 
Lens” 

— Aziz  Y.  Anis,  M.D.,  F.A.C.S.,  Lincoln 

“What’s  New  in  Plastic  Surgery”  — 
Panel  Discussion 

Chairman  — John  Heieck,  M.D.,  F.A.C.S., 
Omaha 

—Ed  Baccari,  M.D.,  F.A.C.S.,  Omaha 
— Joel  Bleicher,  M.D.,  Omaha 
— Chester  Thompson,  M.D.,  F.A.C.S.,  Omaha 


12:30  p.m. 


1:45  p.m. 


2:00  p.m. 


2:15  p.m. 


2:45  p.m. 


3:00  p.m. 
3:15  p.m. 

3:30  p.m. 

3:45  p.m. 
4:00  p.m. 

4:15  p.m. 

4:30  p.m. 


SATURDAY,  MAY  1 

Luncheon 
Salon  C 

John  Hunter  Memorial  Lecture 
“Prevention  of  Venous  Thrombo- 
embolism in  the  Surgical  Patient” 

— John  J.  Hoesing,  M.D.,  Omaha 
Salon  E 
Moderator  — 

John  W.  Smith,  M.D.,  F.A.C.S.,  Omaha 

“Insertion  of  Hickman  Catheter: 
Comparison  of  Percutaneous  and 
Cutdown  Techniques” 

— Steve  Davis,  M.D.,  Omaha 
— Jon  S.  Thompson,  M.D.,  Omaha 
— James  Edney,  M.D.,  Omaha 

“Frequency  of  Hereditary  Breast 
Cancer:  A Consecutive  Series” 

— Douglas  Schmitz,  M.D.,  Omaha 
—William  Albano.  M.D.,  F.A.C.S.,  Omaha 
— Henry  T.  Lynch,  M.D.,  Omaha 

“Surgical  Nutrition  Symposium”  — 
Panel  Discussion 

Chairman  — Scott  G.  Rose,  M.D.,  Omaha 
— D.  R.  Owen,  M.D.,  F.A.C.S.,  Omaha 
— Anthony  Camazzo,  M.D.,  F.A.C.S.,  Omaha 
— Robert  Fitzgibbons,  Jr.,  M.D.,,  Omaha 

Moderator  — 

John  P.  Heinke,  M.D.,  F.A.C.S.,  Scottbluff 

“A  Clinical  Study  of  Whole  Gut  Lavage” 

— David  Matteucci,  M.D.,  Omaha 
— Claude  H.  Organ,  Jr.,  M.D.,  F.A.C.S., 
Omaha 

— Bonnie  Zelasney,  R.N.,  Omaha 
— Harry  Jenkins,  M.D.,  Omaha 

Break 

“Experience  With  Gracilis  Muscle  Flap, 
Closure  of  the  Persistent  Perineal  Sinus” 

—Timothy  K.  Kingston,  M.D.,  Omaha 

“Latissimus  Dorsi  Myocutaneous  Flap  - 
A Versatile  Technique” 

— James  Recabaren,  M.D.,  Omaha 
— John  Heieck,  M.D.,  F.A.C.S.,  Omaha 
— Ed  Baccari,  M.D.,  F.A.C.S.,  Omaha 
— Carl  Dahl,  M.D.,  F.A.C.S.,  Omaha 

“I125  Implants  For  Carcinoma  of  the 
Pancreas” 

— V.  J.  Philben,  M.D.,  Omaha 

“Experience  With  the  Artificial  Urinary 
Sphincter” 

— Stephen  Holt,  D.O.,  Omaha 
— Francis  Bartone,  M.D.,  F.A.C.S.,  Omaha 

“Anatomic  Distribution  of  Colorectal 
Adenocarcinoma” 

—John  F.  Buckley,  M.D.,  Omaha 
— Mark  Christensen,  M.D.,  Omaha 

Business  Meeting 
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SATURDAY,  MAY  1 


7:00  a.m.  General  Registration,  Ballroom  Foyer, 
Omaha  Marriott  Hotel 


9:00  a.m.  NEBRASKA  THORACIC  SOCIETY 

to  Salon  D 

1:00  p.m.  Program  Chairman  — 

Russell  Novak,  M.D.,  Lincoln 


“DIAGNOSTIC  AND  THERAPEUTIC 
CHALLENGES  IN  CHEST  MEDICINE” 


Moderator  — Thomas  Tinstman,  M.D.,  Omaha 

9:00  a.m.  “Evaluation  of  the  Solitary  Pulmonary 
Nodule” 

— John  Roehrs,  M.D.,  Omaha 

9:30  a.m.  "Pulmonary  Fibrosis  — To  Treat  or  Not 
To  Treat” 

— Russell  Novak,  M.D.,  Lincoln 


10:00  a.m.  Break 


Moderator  — Vito  Angelillo,  M.D.,  Omaha 

10:15  a.m.  “The  Problem  Asthmatic:  Avoiding 
Steroid  Side-effects” 

— Thomas  Nilsson,  M.D.,  Omaha 


10:45  a.m.  “Update  — Immunotherapy  for  Asthma” 

— Fred  Kiechel,  M.D.,  Lincoln 

11:15  a.m.  “The  Challenge  of  Pediatric  Pneumonia” 
— John  Columbo,  M.D.,  Omaha 


12:00  noon  Luncheon 

Lincoln  Suite 

“Sleep  Apnea” 

— Bruce  Staats,  M.D.,  Mayo  Clinic 


This  program  is  intended  to  provide  information 
regarding  new  clinical  tools  which  have  recently 
become  available  in  the  field  of  pulmonary  medicine. 
Specific  tools  include:  gallium  scan  and  alveolar 
lavage,  percutaneous  needle  biopsy,  correct  use  of 
Vanceril  and  alternate  day  steroids,  techniques  to 
arrive  at  an  etiologic  diagnosis  in  pneumonia,  and 
sleep  apnea. 


SATURDAY,  MAY  1 

9:30  a.m.  NEBRASKA  CHAPTER,  AMERICAN 
to  ACADEMY  OF  PEDIATRICS  AND  THE 

4:30  p.m.  NEBRASKA  PEDIATRIC  SOCIETY 

Salon  A 

Program  Chairman  — 

Dale  W.  Ebers,  M.D.,  Lincoln 

“ANNUAL  SCIENTIFIC  SESSION” 

Moderator  — Matilda  Mclntire,  M.D.,  Omaha 


9:30  a.m.  “New  Ideas  in  Ureteral  Reflux” 

— Francis  F.  Bartone,  M.D.,  Omaha 

10:00  a.m.  “Morbidity  and  Mortality  of  Kearney 
Secondary  Neonatal  Nursery” 

— K.  L.  Shaffer,  M.D.,  Kearney 

10:30  a.m.  “Progress  Report  on  First  Year  of 

Infantile  Apnea  Screening  and  Home 
Monitoring  Program” 

— Patricia  Stivrins,  M.D.,  Lincoln 

11:00  a.m.  “The  Special  Medical  Problems  of  South 
East  Asia  Refugees” 

— Ai  Lan  Kobayashi,  M.D.,  Omaha 

11:30  a.m.  “Left  Ventricular  Function  in  Pulmonary 
Valve  Stenosis” 

— Jan  Strasburger,  M.D.,  Omaha 

11:45  a.m.  “Myoglobins  Levels  in  Newborns” 

— John  Kasik,  M.D.,  Omaha 

12:00  noon  Luncheon  for  Nebraska  Chapter  Members 

1:00  p.m.  “What’s  New  in  Neonatology” 

— Louis  Gluck,  M.D.,  San  Diego,  California 

2:00  p.m.  “The  Effect  of  Galactose  on  Neonatal 
Neutrophil  Function” 

— Roger  H.  Kobayashi,  M.D.,  Omaha 

2:30  p.m.  “Type  II-A  Hyperlipidema  in  a Child  and 
Treatment  with  Plasmapheresis” 

—David  Danford,  M.D.,  Omaha 

2:45  p.m.  “Pseudomonas  Sepsis  in  the  Neonate” 

— Scott  McKercher,  M.D.,  Omaha 

3:00  p.m.  “Human  Milk  and  Breast  Feeding” 

— John  S.  Campbell,  M.D.,  Lincoln 

3:30  p.m.  Business  Meeting 

— Warren  G.  Bosley,  M.D.,  Grand  Island, 
Presiding 

4:30  p.m.  Adjournment 
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SATURDAY,  MAY  1 


SATURDAY,  MAY  1 


10:00  a.m.  NOMINATING  COMMITTEE, 

NEBRASKA  MEDICAL  ASSOCIATION 

Room  253 

10:00  a.m.  NEBRASKA  ACADEMY  OF 
to  OTOLARYNGOLOGY 

12:00  noon  Fremont  Suite 

Program  Chairman  — 

Barbara  B.  Heywood,  M.D.,  Papillion 

“WHAT’S  NEW  IN  NEURO-OTOLOGY” 

Moderator  — 

Anthony  J.  Yonkers,  M.D.,  Omaha 

10:00  a.m.  “Vertigo” 

— Alan  J.  Nissen,  M.D.,  Nashville, 
Tennessee 

10:30  a.m.  Questions  and  Answers 
10:45  a.m.  Break 

Moderator  — Barbara  B.  Heywood,  M.D., 
Papillion 

11:00  a.m.  “Facial  Nerve  Paralysis” 

— Alan  J.  Nissen,  M.D.,  Nashville, 
Tennessee 


11:30  a.m.  Questions  and  Answers 
11:45  a.m.  Break 


“Vertigo”:  This  course  will  highlight  the  surgical 
treatment  of  vertigo.  “Facial  Nerve  Paralysis":  This 
course  will  present  the  surgical  approaches  as  they 
relate  to  the  area  of  facial  nerve  injury. 

12:00  noon  Luncheon  and  Business  Meeting  for  members 
of  the  Nebraska  Academy  of  Otolaryngology 
Beatrice  Suite 

Presiding  — Thomas  Waring,  M.D., 
Fremont,  President 

12:00  noon  NEBRASKA  ACADEMY  OF 
to  OPHTHALMOLOGY 
5*00  d m 

' Program  Chairman  and  Moderator  — 
Howard  A.  Dinsdale,  M.D.,  Lincoln 

12:00  noon  Luncheon 

Nebraska  Suites  A and  B 
(Sponsored  by  the  Nebraska  Society  to 
Prevent  Blindness) 

Scientific  Program  — Fremont  Suite 

2:00  p.m.  “ANTERIOR  SEGMENT  SURGERY” 

— John  D.  Hunkeler,  M.D.,  Kansas  City, 
Missouri 

— Fred  Hyde,  M.D.,  Kansas  City, 

Missouri 

Questions  and  Answers  at  end  of  each  hour  - 
10  minutes  each 


This  course  is  designed  to  provide  the  latest  in- 
formation on  techniques  and  instrumentation  for 
anterior  segment  surgery.  A particular  surgical 
technique  of  the  speakers  for  extracapsular  cataract 
extraction  and  intraocular  lens  insertion  will  be 
presented. 

4:00  p.m.  Business  Meeting 

— Howard  A.  Dinsdale,  M.D.,  Lincoln 


1:00  p.m.  General  Registration  — Ballroom  Foyer, 
Omaha  Marriott  Hotel 

1:00  p.m.  NEBRASKA  SOCIETY  OF  INTERNAL 
to  MEDICINE 

4:00  p.m.  Salon  D 

Program  Chairman  — 

Vernon  G.  Ward,  M.D.,  Omaha 


1:00  p.m. 


2:15  p.m. 
2:30  p.m. 


3:30  p.m. 


Moderator  — 

Vernon  F.  Garwood,  M.D.,  Lincoln 

PANEL  DISCUSSION:  “Compensation 
for  Thinking  versus  Doing” 

—John  F.  Farrington,  M.D.,  Boulder, 

— Warren  G.  Bosley,  M.D.,  Grand  Island 
—Robert  S.  Long,  M.D.,  Omaha 

Break 

PANEL  DISCUSSION:  “Your  Compen- 
sation in  the  New  Era  of  Competition” 

—John  F.  Farrington,  M.D.,  Boulder 
—Warren  G.  Bosley,  M.D.,  Grand  Island 
— Robert  S.  Long,  M.D.,  Omaha 

ROUND  TABLE  DISCUSSION 


This  course  is  designed  to  acquaint  the  physicians 
with  recent  developments  in  the  socio-economic 
aspects  of  medical  practice. 


4:30  p.m.  UNIVERSITY  OF  NEBRASKA 

COLLEGE  OF  MEDICINE  ALUMNI 
MEETING  AND  SOCIAL  HOUR 

Beatrice  Suite 
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PROGRAM 


PROGRAM 


SATURDAY,  MAY  1 


SATURDAY,  MAY  1 


1:00  p.m.  NEBRASKA  PSYCHIATRIC  SOCIETY 

to  Salon  B 

5:00  p.m.  Program  Chairman  and  Moderator  — 
William  H.  Reid,  M.D.,  Omaha 

“PSYCHIATRY  IN  GENERAL  MEDICAL 
PRACTICE” 

1:00  p.m.  “Issues  in  Liaison-Consultation 
Psychiatry” 

— Chase  P.  Kimball,  M.D.,  Chicago,  Illinois 

2:00  p.m.  “New  Views  in  Psychiatry:  Techniques 
for  Relating  to  the  Troubled  Patient  in 
the  Uneasy  Eighties” 

— Beverley  Mead,  M.D.,  Omaha 

3:00  p.m.  “The  Use  of  Psychotropic  Medications 
in  the  Nonpsychiatric  Practice” 

— William  H.  Reid,  M.D.,  Omaha 

4:00  p.m.  Nebraska  Psychiatric  Society  Business 
Meeting 


FUN  NIGHT 

A WESTERN  ROUNDUP 
AT  THE  MARRIOTT  CORRAL 


Eugene  M.  Zweiback,  M.D.,  Co-Chairman 
James  W.  Chapin,  M.D.,  Co-Chairman 


6:00  p.m.  Cocktails  By  The  Pool 
7:00  p.m.  DINNER 

Superb  authentic  western  cuisine 
cooked  in  the  great  outdoors. 


The  objective  of  this  course  is  to  present  practical 
guidelines  for  the  evaluation  and  management  of 
psychiatric  problems  in  nonpsychiatric  medical  prac- 
tice. The  speakers  will  address  both  psychiatric 
consultation  and  direct  treatment  by  the  attending 
physician. 

Appreciation  is  expressed  to  McNeil  Pharmaceuticals 
and  Squibb  Pharmaceuticals  for  their  contributions. 


1:00  p.m.  NEBRASKA  ASSOCIATION  OF 
to  PATHOLOGISTS 

5:00  p.m.  Columbus  Suite 

Program  Chairman  — 

David  A.  Katz,  M.D.,  Omaha 


1:00  p.m. 

1:45  p.m. 
2:15  p.m. 

3:00  p.m. 
3:30  p.m. 

4:15  p.m. 


“PRACTICAL  USES  OF  LABORATORY 
MEDICINE” 

Moderator  — Robert  Shapiro,  M.D.,  Lincoln 

“Use  of  Toxicology  in  the  Laboratory” 

— Wayne  Markus,  M.D.,  Omaha 
Questions  and  Answers 

“Practical  Application  of  Fine  Needle 
Aspiration” 

— George  Gamrr.el,  M.D.,  Lincoln 
Questions  and  Answers 

“Therapeutic  Drug  Monitoring” 

— Martin  R.  Lohff,  M.D.,  Omaha 
Questions  and  Answers 


This  course  is  designed  to  demonstrate  practical  uses 
of  laboratory  medicine  for  the  practicing  clinician. 


COUNTRY/WESTERN  ENTERTAINMENT 
AT  ITS  BEST  WITH 


Allen  Childress 
and  the 

Butterfield  Express 


Door  prizes  from  Sheplers. 


ANTED?? 


Y’all  come  to  this 
Hoe-Down  . . . 
there’s  a little  bit 
of  cowboy 
in  each  of  us. 
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PROGRAM 


PROGRAM 


SUNDAY,  MAY  2 


SUNDAY,  MAY  2 


7:00  a.m.  General  Registration,  Ballroom  Foyer, 
Omaha  Marriott  Hotel 

7:00  a.m.  PRAYER  BREAKFAST 

Salon  A 

For  Physicians  and  their  Spouses 

Presiding  — Carlyle  E.  Wilson,  Jr.,  M.D  , 
Borrego  Springs,  California 

— Guest  Speaker 

“Healing  All  Manner  of  Disease” 

— Chaplain  Jack  Kouth 
Methodist  Hospital 
Omaha 

8:00  a.m.  HOUSE  OF  DELEGATES,  NEBRASKA 
MEDICAL  ASSOCIATION 

Salons  B,  C,  D,  and  E 

11:00  a.m.  NOMINATING  COMMITTEE, 

NEBRASKA  MEDICAL  ASSOCIATION 

Room  253 


11:30  a.m. 
to 

4:00  p.m. 


PROGRAM  ON  ATHLETIC  MEDICINE 

Nebraska  Suites  A and  B 
Program  Chairman  — 

Patrick  E.  Clare,  M.D.,  Lincoln 


11:30  a.m.  Athletic  Medicine  Luncheon 

— For  Physicians  and  their  Spouses 

Presiding  — Carlyle  E.  W’ilson,  Jr.,  M.D., 
Borrego  Springs,  California 

— Guest  Speaker 
“Gymnastics  Today” 

— Francis  Allen 

Gymnastics  Coach,  University  of 
Nebraska-Lincoln 

Head  Coach,  United  States  Olympic 
Gymnastics  Team 


Francis  Allen 

Lincoln,  Nebraska 


1:00  p.m.  “SYMPOSIUM  ON  ATHLETIC 
to  MEDICINE” 

4:00  p.m.  Moderator  — 

Patrick  E.  Clare,  M.D..  Lincoln 

1:00  p.m.  “Anatomic  Basis  of  Sports  Injuries” 

— Ernest  D.  Prentice,  Ph.D..  Omaha 

1:30  p.m.  “Nutrition  for  the  Athlete” 

— Arnold  E.  Schaefer,  Ph.D.,  Omaha 


2:00  p.m.  “Drugs  and  the  Athlete” 

— Jack  Lewis,  M.D.,  Omaha 

2:30  p.m.  “Emergencies  in  Athletic  Medicine” 

— Betty  Bryson,  M.D.,  Omaha 

3:00  p.m.  “Psychology  in  Sports” 

— Jack  Stark,  Ph.D.,  Omaha 

3:30  p.m.  PANEL  DISCUSSION:  Athletic  Medicine 

— Charles  Newman,  M.D.,  Lincoln 
— Patrick  E.  Clare,  M.D.,  Lincoln 
— Mike  Walsh,  M.D.,  Omaha 
— Topic  Speakers 


This  course  is  designed  to  enhance  knowledge  in 
sports  related  topics.  There  will  be  a variety  of 
athletic  medicine  subjects  covered,  plus  a panel 
for  discussion. 


1:00  p.m.  NEBRASKA  AFFILIATE,  AMERICAN 
to  HEART  ASSOCIATION 

5:00  p.m.  Beatrice  Suite 

Program  Chairman  — 

Joseph  Omato,  M.D.,  Omaha 

“Basic  Life  Support  Training  & 
Recertification” 

The  objective  of  this  session  is  to  train  the  participant 
in  the  skills  of  Basic  Cardiac  Life  Support. 


1:00  p.m.  NEBRASKA  ACADEMY  OF 
to  NEUROLOGISTS  AND 
4:00  p.m.  NEUROSURGEONS 

Columbus  Suite 

Program  Chairman  and  Moderator  — 
Arnold  H.  Greenhouse,  M.D.,  Omaha 

1:00  p.m.  “Brain  Death” 

— Donald  R.  Bennett,  M.D.,  Omaha 

1:30  p.m.  “Acute  Management  of  Head  Injury” 

— Robert  Baker,  M.D.,  Kearney 

2:00  p.m.  “Office  Management  of  Parkinsonism” 

— Ronald  Pfeiffer,  M.D.,  Omaha 


2:30  p.m.  “Extracranial-Intracranial  Bypass 
Surgery” 

— Charles  Taylor,  M.D.,  Bellevue 

3:00  p.m.  “Panel  Discussion  of  Neurological  and 
Neurosurgical  Questions  from  Audience” 

— Donald  R.  Bennett,  M.D.,  Omaha 
— Robert  Baker,  M.D.,  Kearney 
— Ronald  Pfeiffer,  M.D.,  Omaha 
— Charles  Taylor,  M.D.,  Bellevue 
— Benjamin  R.  Gelber,  M.D.,  Lincoln 


This  program  will  present  the  management  of  some 
neurological  and  neurosurgical  problems  of  general 
interest  and  the  panel  will  also  discuss  problem  cases 
presented  by  the  audience. 
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PROGRAM 


PROGRAM 


SUNDAY,  MAY  2 


MONDAY,  MAY  3 


1:00  p.m.  NEBRASKA  ASSOCIATION  OF 
to  NUCLEAR  PHYSICIANS 

4:30  p.m.  Lincoln  Suite 

Program  Chairman  — 

Richard  J.  Petersen,  M.D.,  Omaha 

“MEDICAL  EVALUATION  & MANAGE- 
MENT OF  A RADIATION  ACCIDENT” 

Moderator  — Stanley  S.  Jaeger,  M.S.,  Omaha 

1:00  p.m.  “General  Physics  Considerations  of  a 
Radiation  Accident” 

— William  Hendee,  Ph.D.,  Denver,  Colorado 

Moderator  — Merton  E.  Quaife,  M.D.,  Omaha 

2:00  p.m.  “Medical  Aspects  of  a Radiation 
Accident” 

— C.  C.  Lushbaugh,  M.D.,  Oak  Ridge, 
Tennessee 

Moderator  — Stanley  S.  Jaeger,  M.S. 

3:00  p.m.  PANEL  DISCUSSION 

— William  Hendee,  Ph.D.,  Denver 
— C.  C.  Lushbaugh,  M.D.,  Oak  Ridge 
— Merton  E.  Quaife,  M.D.,  Omaha 
— Stanley  S.  Jaeger,  M.S.,  Omaha 


The  objective  of  this  course  is  to  familiarize  the 
physicians  in  the  State  of  Nebraska  with  the  general 
physical  considerations  of  radiation  accident 
planning  and  the  general  medical  aspects  of  caring 
for  such  patients. 


7:00  a.m.  General  Registration,  Ballroom  Foyer, 
Omaha  Marriott  Hotel 

7:00  a.m.  PAST  PRESIDENT’S  BREAKFAST, 

NEBRASKA  MEDICAL  ASSOCIATION 

Beatrice  Suite 

7:00  a.m.  UNIVERSITY  OF  NEBRASKA 
PRECEPTOR  BREAKFAST 

Columbus  Suite 

8:30  a.m.  “PHYSICIAN  VULNERABILITY: 
to  A SYMPOSIUM” 

11:00  a.m.  Salons  C,  D,  and  E 
Program  Chairman  — 

James  E.  Kelsey,  M.D.,  Omaha 
Keynote  Speaker  — 

Ralph  S.  Crawshaw,  M.D.,  Portland,  Ore. 
Using  a series  of  vignettes,  case  analyses,  debates 
and  panel  discussions,  this  symposium  will  present 
just  how  vulnerable  we  physicians  are;  how  we 
achieved  this  state;  and  what  we  can  do  to  help 
ourselves  and  each  other.  “Anyone  not  interested 
really  needs  help.  ” 

Panel 

Charles  Brannen,  M.D.,  Omaha  Roger  S.  Jernstrom,  M.D.,  Omaha 
Leslie  E.  Collins,  Ph.D.,  Omaha  Edward  Langdon,  M.D.,  Omaha 
Michael  M.  Collins,  M.D.,  Omaha  Keith  McCormick,  M.D.,  Omaha 
J.  Calvin  Davis  III,  M.D.,  Omaha  Paul  H.  McDermott,  M.D.,  Omaha 
Francis  D.  Donahue,  M.D.,  Omaha  Frank  Menolascino,  M.D.,  Omaha 
Ernest  A.  Haffke,  M.D.,  Omaha  Harlan  L.  Papenfuss,  M.D.,  Lincoln 
Fr.  James  Hoff,  S.J.,  Omaha  Carlyle  E.  Wilson,  M.D.,  Borrego 

Springs.  CA 


4:00  p.m.  HOUSE  OF  DELEGATES,  NEBRASKA 
MEDICAL  ASSOCIATION 

Salons  B,  C,  D,  and  E 
Presentation  of  AMA  Education  and 
Research  Foundation  Checks 
Presentation  of  Nebraska  Medical 
Foundation  Student  Research 
Scholarship  Checks 

6:00  p.m.  PRESIDENT’S  RECEPTION 

For  Physicians  and  their  Spouses 
Nebraska  Suites  A and  B 
Honoring  the  President  of  the  Nebraska 
Medical  Association  and  the  President  of 
the  Nebraska  Medical  Association  Auxiliary 

7:00  p.m.  INAUGURAL  BANQUET 

Grand  Ballroom 

For  Physicians  and  their  Spouses 

Presiding  — 

John  R.  Mitchell,  M.D. 

President,  Metropolitan  Omaha  Medical 
Society 


Installation  of  Allan  C.  Landers,  M.D. 

“Exercise  Equally  Your  Heart  With 
Your  Head” 

Speaker  — Ronald  W.  Roskens,  Ph.D. 
President,  University  of  Nebraska 


SPORTSMAN’S  DAY 

7:00  a.m.  NMA  Mini  Marathon 

Around  and  through  Regency 
(Participation  by  Preregistration  Only) 
Eugene  M.  Zweiback,  M.D.,  Chairman 


12:00  noon  Tennis  Tournament 

to  Brandeis  Indoor  Tennis  Center 

6:00  p.m.  Han'scom  Park 

3200  Ed  Creighton  Blvd. 
(Participation  by  Preregistration  Only) 
John  C.  Sage,  M.D.,  Co-Chairman 
Daniel  G.  Bohi,  M.D.,  Co-Chairman 


12:30  p.m.  Golf  Tournament 

Highland  Country  Club 
128th  & Pacific 
(Shotgun  Tee  Off) 

(Participation  by  Preregistration  Only) 
Luncheon  11:30  a.m.  to  12:30  p.m. 
Thomas  Frank,  M.D.,  Co-Chairman 
Eugene  M.  Zweiback,  M.D.,  Co-Chairman 

5:30  p.m.  Sportsman’s  Day  Social  Hour 
Highland  Country  Club 
128th  & Pacific 

Eugene  M.  Zweiback,  M.D.,  Chairman 

7:00  p.m.  Sportsman’s  Annual  Award  Dinner 
Highland  Country  Club 
128th  & Pacific 

Eugene  M.  Zweiback,  M.D.,  Chairman 
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PROGRAM 


MRS.  L.  PALMER 
JOHNSON 

Lincoln.  Nebraska 
President  1981-82 


MRS.  BRYCE  SHOPP 
Imperial,  Nebraska 
President  1982-83 


' - * 


MRS.  PHILLIP  SMITH 
First  Vice-President 

American  Medical 
Association  Auxiliary, 
Inc. 

Fort  Wayne,  Indiana 


57th  Annual  Meeting 
of  the 

Nebraska  Medical  Association 
Auxiliary 

A CORDIAL  INVITATION  IS  EXTENDED  TO  EACH 
AUXILIARY  MEMBER  IN  NEBRASKA.  WE  URGE 
YOU  TO  REGISTER  AND  ATTEND  ALL  OF  OUR 
ACTIVITIES.  WELCOME  TO  OMAHA! 

Registration:  Ballroom  Foyer,  Omaha  Marriott  Hotel 
Friday,  April  30,  1982  — 12:00  noon  to  2:00  p.m. 

and  4:00  p.m.  to  6:00  p.m. 

Saturday,  May  1,  1982  — 8:30  a.m.  to  10:30  a.m. 

and  1:30  p.m.  to  4:30  p.m. 

Sunday,  May  2,  1982  — 10:00  a.m.  to  12:00  noon 
Monday,  May  3,  1982  — 8:30  a.m.  to  10:30  a.m. 

Hospitality  Room,  Displays  and  AMA-ERF  Boutique: 
Room  254 

Friday,  April  30,  1982  — 12:00  noon  to  2:00  p.m. 

and  4:00  p.m.  to  5:00  p.m. 

Saturday,  May  1,  1982  — 2:00  p.m.  to  4:00  p.m. 
Monday,  May  3,  1982  — 8:30  a.m.  to  10:30  a.m. 

Convention  Committee  Chairmen  — 1982 
General  Chairman: 

Mrs.  John  Haggstrom  (Janis) 

General  Co-Chairman: 

Mrs.  Robert  Kruger  (Bev) 

Registration: 

Mrs.  Thomas  Gallagher  (Nancy) 

Reservations: 

Mrs.  Stephen  Nielsen  (Nancy) 

Brunch: 

Mrs.  Milton  Stastny  (Gayle) 

Style  Show: 

Mrs.  John  Hoesing  (Pam) 

Mrs.  William  Schlichtemeier  (Jeanette) 
Decorations: 

Mrs.  0.  Douglas  Osterholm  (Joan) 

Luncheon: 

Mrs.  Allen  Dvorak  (Carol) 

Mrs.  Carl  Sasse  (Barbara) 

Mrs.  William  DeRoin  (JeJe) 

Designer  Showhouse  Tour: 

Mrs.  P.  Wayne  Marsh  (Marilyn) 

Monday  No  Host  Dinner: 

Mrs.  Fay  Smith  (Jo) 

Publicity: 

Mrs.  Peter  Chilian  (Chris) 

Courtesy: 

Mrs.  Colin  Shack  (Betty) 

Transportation: 

Mrs.  Robert  Long  (Velma) 

Correspondence: 

Mrs.  Herbert  Hartman  (Cyndi) 

Artist: 

Mrs.  James  Chapin  (Phyllis) 

Resolutions: 

Mrs.  Fay  Smith  (Jo) 
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FRIDAY,  APRIL  30,  1982 


SATURDAY,  MAY  1,  1982 


12:00  noon  Registration,  Ballroom  Foyer,  Omaha 
Marriot  Hotel 

12:00  noon  to  2:00  p.m.  and  4:00  p.m.  to 
6:00  p.m. 

1:00  p.m.  Pre-Convention  Board  Meeting 
Salon  A 

All  Members  Welcome 

Mrs.  L.  Palmer  -Johnson,  NMA  Auxiliary 

President,  Presiding 

5:30  p.m.  Members-at-Large  Cocktail  Party  at  426 
South  96th  Street 
Hostess,  Mary  Ann  Harry 
Please  sign  at  Registration  Desk  if  trans- 
portation is  needed.  Meet  in  the  Marriott 
lobby  at  5:30  p.m.  for  transportation. 
Maps  are  available  at  Registration  Desk. 

7:15  p.m.  Auxiliary  No  Host  Dinner 
Rusty  Scupper 
444  Regency  Parkway 


SATURDAY,  MAY  1,  1982 

8:30  a.m.  Registration,  Ballroom  Foyer,  Omaha 

Marriott  Hotel,  8:30  a.m.  to  10:30  a.m.  and 
1:30  p.m.  to  4:30  p.m. 

10:00  a.m.  Annual  Meeting 

Brunch  and  Installation  of  Officers 
Highland  Country  Club 
12627  Pacific  Street 

Please  sign  at  Registration  Desk  if  trans- 
portation is  needed.  Meet  in  the  Marriott 
lobby  at  9:45  a.m.  for  transportation.  Maps 
are  available  at  Registration  Desk. 

Style  Show  by  The  Avenue 
Presentation  of  Awards 
Special  Guest 

Mrs.  Phillip  Smith,  First  Vice  President, 
AMAA,  Fort  Wayne,  Indiana 

Installation  of  New  Officers 
Guest  Speaker: 

“Parents  Can  Make  A Difference” 

Mary  Jacobson 

President,  Co-Founder,  PRIDE-Omaha 
(Parent  Resources  & Information  for  Drug 
Education) 

Consultant,  National  Institute  on  Drug 
Abuse 

Secretary-Treasurer,  National  Federation 
of  Parents  for  Drug  Free  Youth 
Board  of  Directors,  Nebraska  Prevention 
Network 

2:30  p.m.  Tour  of  new  Children’s  Memorial  Hospital 
8301  Dodge  Street 

Please  sign  at  Registration  Desk  if  trans- 
portation is  needed.  Meet  in  the  Marriott 
lobby  at  2:15  p.m.  for  transportation. 
Maps  are  available  at  Registration  Desk. 
Tour  will  begin  in  lobby  of  Children’s 
Hospital. 


6:00  p.m.  Fun  Night  for  Physicians  and  their  Spouses 
Grand  Ballroom,  Omaha  Marriott  Hotel 


10:00  a.m. 
to 

12:00  noon 
7:00  a.m. 


11:30  a.m. 


1:00  p.m. 
1:00  p.m. 

1:00  p.m. 
4:00  p.m. 


6:00  p.m. 


7:00  p.m. 


SUNDAY,  MAY  2,  1982 

Registration,  Ballroom  Foyer,  Omaha 
Marriott  Hotel 

Prayer  Breakfast 
Salon  A 

For  Physicians  and  their  Spouses 
Presiding  — Carlyle  E.  Wilson,  Jr.,  M.D., 
Borrego  Springs,  California 
Guest  Speaker  — 

“Healing  All  Manner  of  Disease” 

— Chaplain  Jack  Kouth 

Methodist  Hospital,  Omaha 

Athletic  Medicine  Luncheon 
Nebraska  Suites  A and  B 
For  Physicians  and  their  Spouses 
Guest  Speaker  — 

“Gymnastics  Today” 

— Francis  Allen 

Gymnastics  Coach,  University  of 
Nebraska-Lincoln 

Head  Coach,  United  States  Olympic 
Gymnastics  Team 

Symposium  on  Athletic  Medicine 
Nebraska  Suites  A and  B 

Nebraska  Association  of  Nuclear  Physicians 
Lincoln  Suite 

Nebraska  Affiliate,  American  Heart 
Association 
Beatrice  Suite 

House  of  Delegates,  Nebraska  Medical 
Association 

Salons  B,  C,  D,  and  E 
Presentation  of  AMA  Education  and 
Research  Foundation  Checks 
Presentation  of  Nebraska  Medical 
Foundation  Student  Research 
Scholarship  Program  Checks 

President’s  Reception 

Nebraska  Suites  A and  B 

Honoring  the  President  of  the  Nebraska 
Medical  Association  and  the  President 
of  the  Nebraska  Medical  Association 
Auxiliary 

Inaugural  Banquet 
Grand  Ballroom 

Installation  of  Allan  C.  Landers,  M.D. 
Speaker  — Ronald  W.  Roskens,  Ph.D. 
President,  University  of  Nebraska 
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8:30  a.m. 
to 

10:30  a.m. 
8:30  a.m. 

9:00  a.m. 


1:00  p.m. 


2:30  p.m. 
6:00  p.m. 


MONDAY,  MAY  3,  1982 

Registration,  Ballroom  Foyer,  Omaha 

Marriott  Hotel 

Continental  Breakfast 
Nebraska  Suites  A and  B 

Post-Convention  Board  Meeting 
Nebraska  Suites  A and  B 
All  Members  Welcome 
Mrs.  Bryce  Shopp,  Presiding 

Luncheon  at  the  home  of  Mrs.  Allen  Dvorak 
9733  Brentwood  Road 
Please  sign  up  at  Registration  Desk  if 
transportation  is  needed.  Meet  in  Marriott 
lobby  at  12:50  for  transportation.  Maps 
are  available  at  the  Registration  Desk. 

Omaha  Symphony  Designers  Showhouse 

Tour 

400  South  39th  Street 

Auxiliary  No  Host  Dinner 
Sidewalk  Cafe 
Regency  Fashion  Court 
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Past  Presidents 

Nebraska  Medical  Association 


Gilbert  C.  Moneli,  M.D.,  Omaha  1868-69 

James  H.  Peabody,  M.D.,  Omaha  1869-70 

N.  B.  Larsh,  M.D.,  Nebraska  City  1870-71 

R.  R.  Livingston,  M.D.,  Plattsmouth 1871-72 

A.  Bowen,  M.D.,  Nebraska  City  1872-73 

H.  P.  Mathewson,  M.D.,  Omaha  1873-74 

John  Black,  M.D.,  Plattsmouth 1874-75 

L.  H.  Robbins,  M.D.,  Lincoln  1875-76 

J.  P.  Peck,  M.D.,  Omaha  1876-77 

L.  J.  Abbott,  M.D.,  Fremont 1877-78 

E.  M.  Whitten,  M.D.,  Nebraska  City 1878-79 

Harvey  Link,  M.D.,  Millard  1879-80 

S.  D.  Mercer,  M.D.,  Omaha  1880-81 

M.  W.  Stone,  M.D.,  South  Omaha  1881-82 

A.  H.  Sowers,  M.D.,  Lincoln  1882-83 

Victor  H.  Coffman,  M.D.,  Omaha  1883-84 

F.  G.  Fuller,  M.D.,  Grand  Island  1844-85 

W.  W.  Knapp,  M.D.,  Lincoln 1885-86 

Richard  C.  Moore,  M.D.,  Omaha  1886-87 

George  H.  Peebles,  M.D.,  Lincoln  1887-88 

Milton  Lane,  M.D.,  Kearney  1888-89 

J.  C.  Denise,  M.D.,  Omaha  1889-90 

D.  A.  Walden,  M.D.,  Beatrice  1890-91 

Charles  Inches,  M.D.,  Scribner  1891-92 

M.  L.  Hildreth,  M.D.,  Lyons  1892-93 

A.  S.  von  Mansfelde,  M.D.,  Ashland  1893-94 

H.  B.  Lowry,  M.D.,  Lincoln 1894-95 

J.  E.  Summers,  M.D.,  Omaha  1895-96 

F.  D.  Haldeman,  M.D.,  Ord  1896-97 

Wilson  O.  Bridges,  M.D.,  Omaha  1897-98 

A.  R.  Mitchell,  M.D.,  Lincoln  1898-99 

Robert  McConaughy,  M.D.,  York  1899-00 

H.  M.  McClanahan,  M.D.,  Omaha  1900-01 

Wm.  B.  Eby,  M.D.,  Ainsworth 1901-02 

A.  B.  Anderson,  M.D.,  Pawnee  City  1902-03 

B.  F.  Crummer,  M.D.,  Omaha  1903-04 

R.  C.  McDonald,  M.D.,  Fremont 1904-05 

A.  F.  Jonas,  M.D.,  Omaha  1905-06 

F.  A.  Long,  M.D.,  Madison  1906-07 

Harold  Gifford,  M.D.,  Omaha  1907-08 

L.  M.  Shaw,  M.D.,  Osceola  1908-09 

P.  H.  Salter,  M.D.,  Norfolk  1909-10 

J.  P.  Lord,  M.D.,  Omaha  1910-11 

A.  D.  Nesbit,  M.D.,  Tekamah  1911-12 

I.  N.  Pickett,  M.D.,  Odell 1912-13 

D.  C.  Bryant,  M.D.,  Omaha  1913-14 

J.  P.  Gilligan,  M.D.,  O’Neill  1914-15 

E.  W.  Rowe,  M.D.,  Lincoln  1915-16 

W.  F.  Milroy,  M.D.,  Omaha 1916-17 

(to  12-31-17) 

C.  L.  Mullins,  M.D.,  Broken  Bow  1918 

J.  M.  Bannister,  M.D.,  Omaha  1919 

H.  W.  Orr,  M.D.,  Lincoln  1920 

M.  S.  Moore,  M.D.,  Gothenburg  1921 

B.  B.  Davis,  M.D.,  Omaha  1922 


(Past  Presidents  Continued) 


B.  F.  Bailey,  M.D.,  Lincoln  1923 

Morris  Nielsen,  M.D.,  Blair  1924 

Palmer  Findley,  M.D.,  Omaha  1925 

H.  J.  Lehnhoff,  M.D.,  Lincoln  1926 

H.  E.  Potter,  M.D.,  Fairbury  1927 

B.  R.  McGrath,  M.D.,  Grand  Island  1928-29 

(to  5-14-29) 

F.  S.  Owen,  M.D.,  Omaha  1929-30 

K.  S.  J.  Hohlen,  M.D.,  Lincoln  1930-31 

Lucien  Stark,  M.D.,  Norfolk  1931-32 

A.  E.  Cook,  M.D.,  Randolph  1932-33 

Adolph  Sachs,  M.D.,  Omaha  1933-34 

Joseph  Bixby,  M.D.,  Geneva  1934-35 

Claude  A.  Selby,  M.D.,  North  Platte  1935-36 

George  W.  Covey,  M.D.,  Lincoln  1936-37 

R.  W.  Fouts,  M.D.,  Omaha  1937-38 

Homer  Davis,  M.D.,  Genoa  1938-39 

A.  L.  Miller,  M.D.,  Kimball  1939-40 

Clayton  F.  Andrews,  M.D.,  Lincoln  1940-41 

W.  P.  Wherry,  M.D.,  Omaha  1941-42 

Dexter  D.  King,  M.D.,  York  1942-43 

A.  L.  Cooper,  M.D.,  Scottsbluff  1943-44 

Floyd  L.  Rogers,  M.D.,  Lincoln  1944-45 

Charles  McMartin,  M.D.,  Omaha  1945-46 

Earle  G.  Johnson,  M.D.,  Grand  Island  1946-47 

G.  E.  Charlton,  M.D.,  Norfolk  1947-48 

J.  E.  M.  Thomson,  M.D.,  Lincoln  1948-49 

J.  D.  McCarthy,  M.D.,  Omaha  1949-50 

C.  H.  Sheets,  M.D.,  Cozad  1950-51 

D.  B.  Steenburg,  M.D.,  Aurora  1951-52 

Harold  S.  Morgan,  M.D.,  Lincoln  1952-53 

James  F.  Kelly,  M.D.,  Omaha  1953-54 

Earl  F.  Leininger,  M.D.,  McCook  1954-55 

Wm.  E.  Wright,  M.D.,  Creighton  1955-56 

J.  M.  Woodward,  M.D.,  Lincoln  1956-57 

R.  Russell  Best,  M.D.,  Omaha  1957-58 

Fay  Smith,  M.D.,  Imperial  1958-59 

E.  E.  Koebbe,  M.D.,  Columbus  1959-60 

Fritz  Teal,  M.D.,  Lincoln  1960-61 

A.  J.  Offerman,  M.D.,  Omaha  1961-62 

O.  A.  Kostal,  M.D.,  Hastings  1962-63 

R.  F.  Sievers,  M.D.,  Blair  1963-64 

R.  E.  Garlinghouse,  M.D.,  Lincoln  1964-65 

Willis  D.  Wright,  M.D.,  Omaha  1965-66 

Dan  A.  Nye,  M.D.,  Kearney  1966-67 

Robert  J.  Morgan,  M.D.,  Alliance  1967-68 

Frank  H.  Tanner,  M.D.,  Lincoln  1968-69 

J.  Whitney  Kelley,  M.D.,  Omaha  1969-70 

Clarence  R.  Brott,  M.D.,  Beatrice  1970-71 

Roger  D.  Mason,  M.D.,  McCook  1971-72 

Frank  P.  Stone,  M.D.,  Lincoln  1972-73 

John  D.  Coe,  M.D.,  Omaha  1973-74 

James  H.  Dunlap,  M.D.,  Norfolk  1974-75 

Warren  G.  Bosley,  M.D.,  Grand  Island  1975-76 

Harlan  L.  Papenfuss,  M.D.,  Lincoln  1976-77 

Arnold  W.  Lempka,  M.D.,  Omaha  1977-78 

Houtz  G.  Steenburg,  M.D.,  Torrington,  Wyo 1978-79 

Charles  W,  Landgraf,  Jr.,  M.D.,  Hastings 1979-80 

Russell  L.  Gorthey,  M.D.,  Lincoln 1980-81 
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Plan  to  Attend  The 

Nebraska  Medical  Association  1 982  Annual  Session 


Friday,  April  30 

Nebraska  Chapter,  American  Academy 
of  Family  Physicians 
Nebraska  Perinatal  Organization 
Board  of  Councilors 
House  of  Delegates 
Nebraska  Chapter,  American  College 
of  Emergency  Physicians 
Nebraska  Radiological  Society 
Missouri  Valley  Dermatologic  Society 

Saturday,  May  1 

Nebraska  Thoracic  Society 
Nebraska  Chapter,  American  College 
of  Surgeons 

Nebraska  Academy  of  Otolaryngology 
Nebraska  Society  of  Internal  Medicine 
Nebraska  Chapter,  American  Academy  of 
Pediatrics  and  the  Nebraska  Pediatric 
Society 

Nebraska  Academy  of  Ophthalmology 
Nebraska  Psychiatric  Society 
Nebraska  Association  of  Pathologists 
University  of  Nebraska  College  of 
Medicine  Alumni  Association 
Business  Meeting 


Sunday,  May  2 

Medicine  and  Religion  Breakfast 
House  of  Delegates  (2  Sessions) 
Symposium  on  Athletic  Medicine 
Nebraska  Affiliate,  American  Heart 
Association 

Nebraska  Academy  of  Neurologists  and 
Neurosurgeons 

Nebraska  Association  of  Nuclear 
Physicians 

President's  Reception 
Inaugural  Banquet 


Monday,  May  3 

Past  President’s  Breakfast 
University  of  Nebraska  Preceptor 
Breakfast 

“Physician  Vulnerability  — A Symposium” 
Sportsman’s  Day 

APRIL  30  thru  MAY  3 


Fun  Night 

Omaha  Marriott  Hotel 
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CARE  FOR  YOUR  COUNTRY. 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment 
of  your  time.  You  will  broaden  your  professional  expe- 
rience by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 

ARMY  RESERVE.  BE  ALLYOU  CAN  BE. 

Call  Collect:  Capt.  John  Bray 
(612)  854-7702 
-7328 


ADVERTISERS’  INDEX 


B 

Burroughs  Wellcome  Company 9 

D 

Donley  Medical  Supply 24 

I 

Immanuel  Village 8 

L 

Eli  Lilly  & Company 12 

M 

Medical  Protective .15 

N 

National  Medical  Enterprises -. 6 

Norfolk  Printing  Company 18 

P 

Parke-Davis 12,  13 

R 

Roche  Laboratories 2,  3,  4,  21,  22 

U 

The  Upjohn  Company 10 

U.S.  Air  Force  Recruiting 18 

U.S.  Army  Recruiting 15 

University  of  South  Dakota  School  of  Medicine 17 


Physicians'  Classified— 

Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal.  1512 
First  National  Bank  Building,  Lincoln,  Nebraska  68508. 

PRACTICE  OPPORTUNITIES  - Health  Re- 
sources has  long-term  career  opportunities  and 
short-term  locum  tenems  positions  available. 
Please  send  CV  in  confidence  to:  Dr.  Ron  Ham- 
merle,  Health  Resources,  Ltd.,  River  Road  Pro- 
fessional Bldg.,  Box  12220,  Kansas  City,  MO 
64152.  (816)  587-0920. 

WOULD  YOU  SELL  YOUR  PRACTICE  FOR 
A YEAR’S  SALARY  OR  MORE?  Physicians  with 
an  established  practice  in  key  areas  can  receive 
excellent  returns  if  they  decide  to  sell  their 
practice.  For  more  information,  call  FirstCare,  Inc., 
816-587-1850. 

NEW  MEDICAL  BUILDING  situated  4 blocks 
North  - West  of  Nebraska  Methodist  Hospital, 
Omaha,  office  space  of  1300  sq.  ft.  and  700  sq.  ft. 
Good  tax  benefits  for  owner  occupant.  Call  390- 
1244.  Mr.  Broadbent,  Manager. 

FOR  SALE.  Burdick  EK5A  purchased  1979. 
Made  50  tracings.  $900,000  or  best  offer.  Ask 
about  other  equipment  you  may  need  — chairs, 
typewriters,  3M  copy  machine,  etc.  CONTACT:  L. 

G.  Bunting,  M.D.,  225  North  5th,  Hebron,  NE 
68370. 
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Bactrim 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 


Expanding 


therapy 


Bactrim  is  useful  for 

the  following  infec-  w v 

!o  susceptible®  its  usefulness  in 
cateds organisms  antimicrobial 

(see  indications  section 
in  summary  of  product 
information): 
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in  recurrent 
UTI. . . 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume... on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella  Entero- 
bacter,  Proteus  mlrabills,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended  that 
initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note:  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  infection 
Is  due  to  ampicillin-resistant  Haemophilus  influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  is  not  indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician's 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  Hexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus:  infants  less  than  2 months  of  age. 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A /Themolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended:  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General.  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function.  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin;  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis.  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E  phenomenon  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN. 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis. 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  In  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children’s  dosage  table. 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


in  shigellosis... 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


ROCHE  LABORATORIES 
ROCHE  / Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Bactrim 

succeeds 

in  recurrent  urinary  tract  infections 


from  site  to  source  BdCtlilTI  DS 

n t.  t.  4 4 „ 160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

Bactrim  continues  to  demonstrate  high  clinical  effec-  

tiveness  in  recurrent  urinary  tract  infections.  Bactrim  DOUBLE  STRENGTH  TABLETS 

reaches  effective  levels  in  urine,  serum,  and  renal 


tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations1... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae1-2  with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN:  N Engl  J Med  303:426  432,  Aug  21,  1980. .2.  Data  on  file, 

Medical  Department,  Hoffmann-La  Roche  Inc. 

maximizes  results  with  B.1.1).  convenience 


* due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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VALIUM  (diazepam/Roche) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal:  ad- 
lunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis,  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy) 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is.  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma,  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adiunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation.  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy:  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz 
epmes  can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  laundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults  Anxiety  disorders,  symptoms  of  anxiety.  2 to  10 
mg  b i d.  to  q.i  d . alcoholism,  10  mg  t i d or  q i d.  in 
first  24  hours,  then  5 mg  t.i  d.  or  q.i  d,  as  needed, 
adiunctively  in  skeletal  muscle  spasm.  2 to  10  mg  t i d. 
or  q i d ; adiunctively  in  convulsive  disorders.  2 to  10  mg 
b i d . to  q i d Geriatric  or  debilitated  patients  2 to  2’/2 
mg.  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated  (See  Precautions  ) Children  1 to  2'/?  mg  t.i.d. 
or  q i d.  initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months) 

How  Supplied:  For  oral  administration,  Valium  scored 
tablets — 2 mg.  white;  5 mg,  yellow;  10  mg.  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50, 
available  in  trays  of  10  * Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  10.T 

♦Supplied  by  Roche  Products  Inc.,  Manati.  Puerto 
Rico  00701 

tSupplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the 
following  address:  Alan  D.  Forker,  M.D.,  5505  Ellendale  Road,  Lincoln, 
Nebraska  68510.  The  manuscript  should  be  typewritten,  double-spaced,  on 
8V4  x 1 1 in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in 
the  right  upper  comer  with  the  author's  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher's  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors'  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate  sheets 
of  8%  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations  should  be 
prepared  professionally  and  submitted  as  high-quality,  glossy,  unmounted 
black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send  original 
artwork.  Each  illustration  should  be  consecutively  numbered  and  cited  in 
the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278,  Norfolk.  Nebraska  68701. 
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The  NME 
"establish 
your 

practice" 

benefits 

package: 


‘Over  60  well  equipped  acute 
care  hospitals. 

‘Selected  financial  assistance. 

‘Management  consulting. 
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Was  hingtoNo  tes 

The  American  Medical  Association’s  seven- 
year  battle  against  the  Federal  Trade  Commis- 
sion on  the  issue  of  physician  advertising 
ended  in  a draw  before  the  Supreme  Court. 

The  4-4  tie  vote  on  the  historic  case  leaves 
standing  a lower  court  decision  upholding  the 
FTC. 

The  brief  “per  curiam”  order,  with  Justice 
Harry  Blackmun  abstaining  from  the  case,  did 
little  to  settle  the  large  legal  questions  raised 
in  the  AMA’s  appeal.  Justice  Blackmun  did 
not  participate,  apparently  because  he  had 
represented  medical  societies  in  the  past. 

As  a consequence,  the  1980  decision  by  the 
U.S.  Court  of  Appeals  in  New  York  upholding 
the  FTC’s  order  against  the  AMA  is  left 
standing.  The  Supreme  Court  decision  said 
simply:  “The  judgment  is  affirmed  by  an 
equally  divided  Court.” 

“The  AMA  is  disappointed  by  the  Supreme 
Court  decision  that  failed  definitively  to 
resolve  the  important  issues  raised  by  the 
FTC’s  attempt  to  regulate  the  medical  pro- 
fession,” said  Joseph  F.  Boyle,  M.D.,  AMA 
Board  Chairman.  “This  has  been  a long  drawn- 
out  case  stretching  over  seven  years.  The  AMA 
had  hoped  that  the  Supreme  Court  would 
decide  the  important  issues  itself.  It  may  now 
be  appropriate  for  Congress  to  consider  the 
issues  the  Court  failed  to  resolve  and  to  clarify 
the  law.” 

The  AMA’s  appeal  to  the  high  court 
concerned  an  FTC  order  relating  to  the 
promulgation  and  enforcement  of  ethical 
guidelines  in  physician  advertising  and  solici- 
tation and  physicians’  contractual  relationship 
with  HMO’s  and  group  prepaid  plans.  A split 
decision  by  the  U.S.  Supreme  Court  means 
that  no  opinion  is  written,  the  names  of  the 
Justices  who  voted  on  either  side  are  not 
disclosed  and  the  decision  of  the  U.S.  Court  of 
Appeals  for  the  Second  Circuit  (N.Y.)  is 
allowed  to  stand. 

The  New  York  Court’s  Appeals  Panel  by  a 
two  to  one  vote  in  1980  upheld  the  FTC’s  1979 
order  barring  medical  associations  from  inter- 
fering with  physicians’  attempts  to  advertise. 

(Continued  on  page  8A) 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary. 

Consult  the  package  literature  for  prescribing  Information 
Indications  and  Usage:  Ceclor*  (cefaclor,  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae). 
Haemophilus  influenzae,  and  S pyogenes  (group  A beta -hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIOENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS,  TO  BOTH  ORUG  CLASSES 
Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Precautions:  if  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and.  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  e g . pressor  amines,  antihistamines, 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  sate  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  ano'Fehling's  solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip, 

USP  Lilly i 

Usage  in  Pregnancy- Although  no  teratogenic  or  antiferfility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

Usage  in  Infancy- Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90) 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor 
Hypersensitivity  reactions  have  been  reported  in  about  1 5 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthntis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor*  (cefaclor)  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included  eosmophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients) 

Causal  Relationship  Uncertain-  Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic- Slight  elevations  in  SGOT.  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic- Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200)  (100281R) 

•Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae 8 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor. V6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


tBfaclor 


Pulvules®,  250  and  500  mg 


Additional  information  available  lo 
the  profession  on  request  Irom 
Eli  Lilly  and  Company. 
Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


A great  way  of  life 


A SPECIAL  PRACTICE 
FOR  SPECIALISTS 


If  you’re  a General  Surgeon,  Orthopedic  Surgeon, 
Obstetrician  and  Gynecologist,  or  Otolaryngologist  in 
your  final  two  years  of  residence,  the  Air  Force  may 
have  a special  practice  for  you. 

It's  special  because  you  can  serve  up  to  the  last  two 
years  of  your  residency  as  an  Air  Force  officer. 

It’s  special  because  your  pay  and  benefits  package  as 
a medical  officer  is  excellent.  Your  regular  working 
hours  will  allow  you  more  time  with  your  family,  and 
time  to  pursue  Air  Force  sponsored  advanced  educa- 
tional opportunities.  Plus,  you  will  receive  30  days  of 
vacation  with  pay  each  year. 

It’s  special  because  you  will  work  with  modern 
equipment  and  some  of  the  most  highly  trained  pro- 
fessionals in  the  world. 

To  find  out  just  how  special  your  practice  can  be,  call 
your  Air  Force  recruiter. 


Archie  Summerlin 
116  South  42nd  Street 
Omaha,  NE  68131 
Call  Collect:  402/221-4319 


WashingtoN otes 

(Continued  from  page  6A) 

The  legal  issue  arose  in  1975  when  the  FTC 
filed  a complaint  against  the  AMA,  the 
Connecticut  State  Medical  Society  and  the 
New  Haven  County  Medical  Association 
charging  that  their  principles  of  ethics  for- 
bidding false  and  misleading  advertising  were 
a restraint  of  trade.  Cited  by  the  FTC  was  a 
1975  court  decision  that  for  the  first  time 
strictly  applied  the  antitrust  statutes  to  pro- 
fessional associations  in  a case  involving  the 
Virginia  Bar  Association  and  minimum  fees. 

The  American  Dental  Association,  which 
supported  the  AMA’s  position,  was  also 
affected  by  the  Supreme  Court  decision,  since 
it  has  agreed  to  abide  by  the  rules  set  out  by 
the  FTC  in  the  AMA  case. 

As  a result  of  the  high  court’s  tie  vote,  the 
original  FTC  order  remains  in  effect.  Under 
the  FTC’s  order,  the  AMA  can  not  involve 
itself  in  any  way  with  the  advertising  practices 
of  physicians  unless  they  are  clearly  false  and 


deceptive.  The  position  of  the  AMA  has  not 
been  that  dissemination  of  fee  information  and 
other  non-deceptive  information  which  will 
help  enable  patients  to  make  an  informed 
choice  among  competing  professionals  is  ethi- 
cal, but  that  misleading  promotional  practices, 
described  as  “solicitation,”  are  unethical. 

The  Supreme  Court  heard  arguments  on  the 
case  last  January.  The  AMA  urged  the  justices 
to  rule  that  the  FTC  doesn’t  have  the  power  to 
interfere  with  ethical  standards  propounded 
for  a professional  association. 

The  AMA’s  warnings  to  the  FTC  of  the 
impact  of  improper  advertising  on  patients 
went  unheeded,  said  AMA  counsel  Newton 
Minnow  of  Chicago.  “Why  should  the  govern- 
ment try  to  stop  guidelines  intended  to  protect 
and  benefit  the  public?”  he  asked. 

In  its  appeal  to  the  Supreme  Court,  the 
(Continued  on  page  12A) 
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First  Gass 
First  Aid 


Broad-spectrum  antibacterial  • Handy  applicator  tip 


DESCRIPTION:  Each  gram  contains:  Aerosporin®  (Polymyxin  B Sultate)  5,000  units, 
bacitracin  zinc  400  units,  neomycin  sultate  5 mg  (equivalent  to  3 5 mg  neomycin  base); 
special  white  petrolatum  qs;  in  tubes  of  1 oz  ana  % oz  and  V32  oz  (approx.)  foil  packets. 
INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated),  for 
topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in  • infected 
burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary  pyodermas  (impetigo, 
ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily  infected  dermatoses  (eczema,  herpes, 
and  seborrheic  dermatitis)  • traumatic  lesions,  inflamed  or  suppurating  as  a result  of 
bacterial  infection  Prophvlactically,  the  ointment  may  be  used  to  prevent  bacterial  contami- 
nation in  burns,  skin  grafts,  incisions,  and  other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 
permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  in  the  external  ear  canal 
if  the  eardrum  is  perforated.  This  product  is  contraindicated  in  those  individuals 
who  have  shown  hypersensitivity  to  any  of  its  components 
WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due 
to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of  neo- 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


mycin  is  possible.  In  burns  where  more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other  aminoglycoside 
antibiotics  concurrently,  not  more  than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control  secondary  infection  in  the  chronic 
dermatoses,  it  should  be  borne  in  mind  that  the  skin  is  more  liable  to  become  sensitized  to 
many  substances,  including  neomycin  The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching;  it  may  be  manifest  simply 
as  a failure  to  heal.  During  long-term  use  of  neomycin-containing  products,  periodic  exami- 
nation for  such  signs  is  advisable  and  the  patient  should  be  told  to  discontinue  the  product 
if  they  are  observed.  These  symptoms  regress  guickly  on  withdrawing  the  medication 
Neomycin-containing  applications  should  be  avoided  for  that  patient  thereafter 
PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may  result  in 

3awth  of  nonsusceptible  organisms,  including  fungi.  Appropriate  measures 
be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer  Articles 
in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin  Ototoxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section) 
Complete  literature  available  on  request  from  Professional  Services  Dept  PML 
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IMMANUEL  VILLAGE 

FOR  THE  FINEST  IN  AFFORDABLE 
RETIREMENT  LIVING 


A FULL  SERVICE  RETIREMENT  COMMUNITY  LOCATED  ON  THE  SPACIOUS  AND 
SECURE  CAMPUS  OF  IMMANUEL  MEDICAL  CENTER  IN  BEAUTIFUL 

NORTHWEST  OMAHA 

(402)  572-2333 

6901  NORTH  72ND  STREET  OMAHA,  NEBRASKA  68122 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Stanley  M. 
Truhlsen,  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  L.  D.  Cherry, 
Lincoln.  Counties:  Cass,  Lancaster, 
Otoe. 

Third  District:  Councilor:  Myron  E 

Samuelson,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha,  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  L.  J.  Chadek, 
West  Point.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madi- 
son, Pierce,  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor:  Warren  R. 

Miller,  Columbus.  Counties:  Boone, 
Burt,  Colfax,  Dodge,  Merrick.  Nance. 
Platte.  Washington. 

Sixth  District:  Councilor:  Richard  M. 
Pitsch,  Seward.  Counties:  Butler. 

Hamilton,  Polk,  Saunders,  Seward. 
York. 

Seventh  District:  Councilor:  Clarence 

Zimmer.  Friend.  Counties,  Clay.  Fill- 
more, Jefferson,  Nuckolls,  Saline, 
Thayer. 

Eighth  District  Councilor:  Thomas  H 
Wallace,  Gordon  Counties:  Boyd, 

Brown,  Cherry,  Holt,  Keyapaha,  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Boslev,  Grand  Island  Counties:  Blaine. 
Buffalo,  Custer,  Dawson,  Garfield, 
Grant,  Greeley,  Hall,  Hooker,  Howard. 
Loup,  Sherman.  Thomas,  Valley, 
Wheeler 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham,  McCook.  Counties:  Adams, 
Chase,  Dundy.  Franklin,  Frontier. 
Furnas,  Gosper,  Harlan,  Hayes,  Hitch- 
cock, Kearney,  Phelps.  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson,  North  Platte.  Counties: 
Arthur,  Deuel,  Garden.  Keith.  Lincoln, 
Logan,  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff.  Counties:  Banner.  Box 

Butte,  Cheyenne,  Dawes,  Kimball, 
Morrill  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 
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South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt  

York 


PRESIDENT  SECRETARY-TREASURER 

George  Osborne,  Hastings Tom  Tonniges,  Hastings 

Robert  E.  Kopp,  Plainview David  Johnson,  Osmond 

Audrey  Paulman,  Albion Paul  Paulman,  Spalding 

Gary  Vandewege,  Alliance John  Ruffing,  Hemingford 

William  W.  Lyons,  III,  Kearney  ....  Mark  H.  Meyer,  Kearney 

Lawrence  Rudolph,  David  City Victor  J.  Thoendel,  David  City 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

A.  H.  Shamberg,  Kimball Chris  Bitner,  Sidney 

Eugene  Sucha,  West  Point L.  J.  Chadek,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Larry  Wilson,  Gothenburg Mark  Jones,  Lexington 

Martin  F.  Sears,  Fremont Wm.  B.  Eaton,  Fremont 

Henry  J Billerbeck,  Randolph Robert  B.  Benthack,  Wayne 

R.  S.  Cram,  Burwell Ben  R.  Meckel,  Burwell 

Patrick  C.  Gillespie,  Beatrice Klemens  E.  Gustafson,  Beatrice 

S.  K.  Woodman,  Grand  Island Gordon  D.  Francis,  Grand  Island 

John  C.  Wilcox,  Aurora Kenneth  R.  Treptow,  Aurora 


Gordon  Johnson,  Fairbury R.  A.  Blitz,  Fairbury 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

Bowen  Taylor,  Lincoln Paul  Collicott.  Lincoln 

Mark  Sorensen,  North  Platte Gerald  Rounsborg,  North  Platte 

Joseph  David,  Jr.,  Norfolk Charles  Hinkel,  Norfolk 

John  R.  Mitchell,  Omaha John  F.  Fitzgibbons,  Omaha 

D.  J.  Nagengast,  Bloomfield G.  Tom  Surber,  Norfolk 

A.  J.  Alderman,  Chadron R.  H.  Rasmussen,  Chadron 

C.  R.  Williams,  Syracuse Paul  R.  Madison,  Nebraska  City 

Bryce  Shopp,  Imperial Clifford  Colglazier,  Grant 

Warren  R.  Miller,  Columbus Ronald  Klutman,  Columbus 

Walter  E.  Gardner,  Crete Walter  E.  Gardner,  Crete 

Richard  Tempero,  Papillion William  R.  Marsh,  Papillion 

John  E.  Hansen,  Jr.,  Wahoo Robert  E.  Morris,  Wahoo 

Robert  Calkins,  Scottsbluff David  Imes,  Gering 

Robert  Jacobs,  Seward William  Bailey,  Seward 

Carrol  Verhage,  Geneva Chas.  F.  Ashby,  Geneva 


Elizabeth  D.  Edwards,  McCook . . . . David  A.  Allerheiligen,  McCook 

Richard  Gentry,  Blair Hans  Rath,  Omaha 

James  D.  Bell,  York B.  N.  Greenberg,  York 
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CARE  FOR  YOUR  COUNTRY 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment 
of  your  time.  You  will  broaden  your  professional  expe- 
rience by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You'll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 

ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 

Call  Collect:  Capt.  John  Bray 
(612)  854-7702 
-7328 


Since  1925 


Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


Donley  medical 

SUPPLY  COMPANY 

P.O.  Box  83108.  Lincoln.  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


WashingtoNotes 

(Continued  from  page  8A) 

AMA  said  the  case  is  of  “enormous  import- 
ance” because  it  allows  the  government  “to 
prevent  professionals  who  have  voluntarily 
associated  together  from  taking  a position 
against  promotional  practices  which  they 
believe  to  be  deceptive.” 

The  high  court’s  decision  had  not  been 
expected  until  July,  but  when  it  became  clear 
the  Court  was  deadlocked  on  the  issue,  and 
that  there  could  be  no  final,  definitive  opinion, 
the  Justices  decided  to  dispose  of  the  case 
with  the  one  sentence  statement. 

The  AMA  also  had  argued  that  the  FTC 
doesn’t  have  the  legal  authority  to  move 
against  non-professional  associations  such  as 
the  AMA  because  Congress  has  carefully 
limited  the  agency’s  jurisdiction  to  profit 
organizations. 

The  AMA  advertising  case  has  been  regard- 
ed as  a leading  test  of  the  federal  antitrust 
powers  in  the  health  field,  a burgeoning  legal 

(Continued  on  page  15A) 
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Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Carlyle  E.  Wilson,  Jr.,  M.D.,  Borrego  Springs,  CA President 

Allan  C.  Landers,  M.D..  Scottsbluff President-Elect 

Orin  R.  Haves.  M.D.,  Lincoln Secretary-Treasurer 

Kenneth  E.'  Neff.  Lincoln Executive  Director 

William  L.  Schellpeper.  Lincoln Assistant  Executive  Director 

BOARD  OF  DIRECTORS 

Carlyle  E.  Wilson,  Jr.,  M.D.,  Chm Borrego  Springs,  CA 

Allan  C.  Landers.  M.D..  Vice-Chm Scottsbluff 

Orin  R Hayes.  M.D  . Secretary Lincoln 

Herbert  E.  Reese.  M.D Lincoln 

Frederick  F.  Paustian.  M.D Omaha 

Dwaine  J.  Peetz,  M.D Neligh 


Ex-Officio: 

Harry  W McFadden.  Jr..  M.D Omaha 

Alvin  A.  Armstrong.  M.D Scottsbluff 

Stanley  M.  Truhlsen,  M.D Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Dwaine  J.  Peetz,  M.D.,  Chm Neligh 

John  D.  Coe,  M.D Omaha 

Richard  D.  Gentry,  M.D Blair 

Jon  J.  Hinrichs,  M.D Lincoln 

Joseph  M.  Holthaus,  M.D Omaha 

Edward  M.  Malashock,  M.D Omaha 

Joseph  C.  Scott,  M.D Omaha 

Bowen  E.  Taylor,  M.D Lincoln 

Richard  L.  Tollefson,  M.D Wausa 


AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D., 
Sidney;  John  D.  Coe,  M.D.,  Omaha.  AMA  Alternate 
Delegates  — Louis  J.  Gogela,  M.D.,  Lincoln;  Blaine 
Y.  Roffman,  M.D.,  Omaha.  Delegate  to  the  North 
Central  Medical  Conference  — Dwaine  J.  Peetz, 
M.D.,  Neligh 
SCIENTIFIC  SESSIONS  COMMITTEE 

Robert  M.  Stryker.  M.D  . Chm Omaha 

Richard  A Cottingham,  M.D  McCook 

Dale  W.  Ebers.  M.D Lincoln 

Stuart  P Embury,  M.D Holdrege 

Richard  A Hranac.  M.D  Kearney 

Darroll  J.  Loschen.  M.D  York 

John  C.  Sage.  M.D Omaha 


Chester  Q Thompson.  Jr..  M.D Omaha 

Bernard  F Wendt.  M.D Lincoln 

COMMISSION  ON  GOVERNMENTAL  AFFAIRS 

Jerald  R.  Schenken,  M.D.,  Chm Omaha 

Christopher  C.  Caudill,  M.D Lincoln 

Monroe  D.  Dowling,  M.D Lincoln 

John  F.  Fitzgibbons,  M.D Omaha 

Darroll  J.  Loschen,  M.D York 

Robert  Sidner,  M.D Kearney 

Todd  Sorensen,  M.D Scottsbluff 

Wesley  G.  Wilhelm,  M.D Omaha 

Eugene  M.  Zweiback,  M.D Omaha 

Ex-Officio: 

Herbert  E.  Reese,  M.D Lincoln 


LIAISON  SUB-COMMITTEE  OF  THE  COMMISSION 


ON  ASSOCIATION  AFFAIRS 

Joseph  C.  Scott,  M.D.,  Chm Omaha 

William  Doering,  M.D Franklin 

Daniel  S.  Durrie,  M.D Omaha 

Michael  Haller,  M.D Omaha 

Bernard  Kratochvil,  M.D Omaha 

David  C.  McMaster,  M.D ■: . . . Auburn 

R.  C.  Rosenlof,  M.D Kearney 

Joseph  E.  Stitcher,  M.D Lincoln 

COMMISSION  ON  CLINICAL  MEDICINE 

Robert  M.  Stryker,  M.D.,  Chm Omaha 

John  H.  Bancroft,  M.D Kearney 

Jackson  Bence,  M.D Grand  Island 

James  S.  Carson,  M.D McCook 

Patrick  E.  Clare,  M.D Lincoln 

Francis  D.  Donahue,  M.D Omaha 

Dean  McGee,  M.D Omaha 

Robert  G.  Osborne,  M.D Lincoln 

WTilliam  L.  Rumbolz,  M.D Omaha 


AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 


Patrick  E.  Clare,  M.D.,  Chm Lincoln 

Stanley  M.  Bach,  M.D Omaha 

Jackson  Bence,  M.D Grand  Island 

S.  I.  Fuenning,  M.D Lincoln 

Jack  K.  Lewis,  M.D Omaha 

Charles  W.  Newman,  M.D Lincoln 

W.  Michael  Walsh,  M.D Omaha 

George  F.  Sullivan,  R.P.T Lincoln 

Wayne  Wagner,  A.T.C Omaha 


AD-HOC  COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICES 


Dean  A.  McGee,  M.D.,  Chm Omaha 

K.  Don  Arrasmith,  M.D Omaha 

Stephen  W.  Carveth,  M.D Lincoln 

M.  L.  Chaloupka,  M.D Broken  Bow 

Paul  E.  Collicott,  M.D Lincoln 

Michael  J.  Ginsburg,  M.D Omaha 

Kenneth  F.  Kimball,  M.D Kearney 

Richard  B.  Svehla,  M.D Omaha 


AD-HOC  COMMITTEE  ON  MATERNAL  AND  CHILD  HEALTH 


William  L Rumbolz,  M.D.,  Chm Omaha 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Charles  A.  Field,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Bruce  E.  Taylor,  M.D Lincoln 

Larry  Wilson,  M.D Gothenburg 

Section  on  Perinatal  Mortality  Review 

Lawrence  C.  Bausch,  M.D Lincoln 

Robert  S.  Grant,  M.D Lincoln 

Robert  Nelson,  M.D Omaha 

Peggy  Rapoport,  M.D Omaha 

Kenton  L.  Shaffer,  M.D Kearney 

AD-HOC  COMMITTEE  ON  PSYCHIATRY 

Robert  Osborne.  M.D  . Chm Lincoln 

Robert  Burlingame.  M.D Beatrice 

Jon  J.  Hinrichs.  M.D Lincoln 

Harry  C Henderson.  M.D Omaha 

Bulent  Tunaken.  M.D Omaha 

William  B Long.  M.D  Omaha 


COMMISSION  ON  LEGISLATION  AND  LEGAL  AFFAIRS 


Herbert  E.  Reese,  M.D.,  Chm Lincoln 

James  H.  Dunlap,  M.D Norfolk 

Clinton  D.  Heine,  M.D Columbus 

John  T.  McGreer,  III,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Craig  L.  Urbauer,  M.D Lincoln 

Ex-Officio: 

Jerald  R.  Schenken,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Robert  D.  Harry,  M.D.,  Chm Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

David  R.  Dyke,  M.D Lincoln 

Harvey  A.  Konigsberg,  M.D Omaha 

Robert  L.  Kruger,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

John  P.  O’Gara,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chm Grand  Island 

Robert  B.  Benthack,  M.D Wayne 

S.  I.  Fuenning,  M.D Lincoln 

Eileen  C.  Vautravers,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf,  M.D.,  Chm Omaha 

Edward  E.  Gatz,  M.D Omaha 

Donald  T.  Glow,  M.D Omaha 

Johp  J.  Hoesing,  M.D Omaha 

Donald  E.  Matthews,  M.D Lincoln 

Craig  R.  Nolte,  M.D Lincoln 

Joseph  M.  Rapoport,  M.D Omaha 

F.  Thomas  Waring,  M.D Fremont 

STUDY  COMMITTEE  ON  COST  AWARENESS 

Clarence  A.  McWhorter,  M.D.,  Chm Omaha 

Russell  E.  Beran,  M.D Omaha 

Stanley  L.  Davis,  M.D Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Stephen  R.  Grenier,  M.D Lincoln 

William  T.  Griffin,  M.D Lincoln 

F.  William  Karrer,  M.D Omaha 

Theo.  J.  Lemke,  Jr.,  M.D Columbus 

Robert  E.  Lovgren,  M.D Omaha 

Russell  Mclntire,  M.D Hastings 

COMMITTEE  ON  HEALTH  PLANNING 

C.  J.  Cornelius,  Jr.,  M.D.,  Chm Sidney 

Gordon  Adams,  M.D Norfolk 

James  Carson,  M.D McCook 

Donald  Prince,  M.D Minden 

Eugene  Sucha,  M.D West  Point 

Thomas  H.  Wallace,  M.D Gordon 

Lewiston  W.  Birkman,  M.D Lincoln 

Dale  Ebers,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D Beatrice 

Roger  Jacobs,  M.D Seward 

Craig  Urbauer,  M.D Lincoln 

Allen  Dvorak,  M.D Omaha 

Duane  Krause,  M.D Fremont 

Morton  H.  Kulesh,  M.D Omaha 

Roger  D.  Mason,  M.D Omaha 

C.  Lee  Retelsdorf,  M.D Omaha 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure.  Exec.  Vice  President 
8502  West  Center  Road,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson.  Executive  Director 
7377  Pacific  St.,  Oak  Park  Plaza.  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  “E"  St.,  Lincoln  68501 

Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Fr.  James  Hoff.  S.J.,  Acting  Dean 
2500  California.  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
JoAnn  Lewis,  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

Ste.  103,  Hillcrest  Bldg..  76th  & Main.  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Bldg.,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Charles  H.  Borchman,  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

740  Keeline  Bldg.,  319  South  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton,  M.D.,  President 
Regional  Center,  Hastings,  NE  68901 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D.,  Dept,  of  Neurology, 

601  North  30th  Street,  Omaha,  Nebraska  68131 
Nebraska  Academy  of  Ophthalmology 
John  T.  Ramsell,  M.D.,  President 

247  Doctors  Bldg.,  North  Tower,  Omaha,  Nebraska  68131 
Nebraska  Academy  of  Otolaryngology 
F.  Edward  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 

Nebraska  Association  of  Home  & Community  Health  Agencies 

Sharon  Feller,  President 
810  N.  22nd  St..  Blair  68008 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen.  M.D.,  Secretary-Treasurer.  N.A.P. 

8303  Dodge  Street.  Omaha  68114 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 

K.  Don  Arrasmith.  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen.  Executive  Secretary 
10840  Old  Mill  Rd.,  Suite  5.  Omaha  68154 

Nebraska  Chapter  — American  College  of  Pediatrics 

W'arren  G.  Bosley,  M.D.,  Chairman 
1811  West  2nd.  #360,  Grand  Island,  Nebraska  68801 
Nebraska  Chapter  — American  College  of  Physicians 

Bowen  E.  Taylor.  M.D..  F.A.C.P..  Governor 
Box  81009.  Lincoln  68501 

Nebraska  Chapter  — American  College  of  Surgeons 

John  W.  Smith,  M.D.,  President-Elect 
8300  Dodge  St.,  #124,  Omaha  68114 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Charlotte  Kern  R.D.,  President 
7629  Grover  St..  Omaha  68124 
Nebraska  Epilepsy  League,  Inc. 

3610  Dodge  St.,  Ste.  201,  Omaha  68131 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “O"  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount.  Executive  Director 
Box  94833,  1335  “L"  St..  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach.  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 

8301  Dodge  St..  Omaha  68114 
(402)  390-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff.  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E Neff.  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26.  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
No.  322,  2446  Nye  Avenue,  Fremont,  NE  68025 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C Bruns,  M.D.,  President 
Suite  404,  Dodge  Professional  Center 
8701  W.  Dodge  Road,  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton.  Jr.,  M.D.,  Director 
602  South  45th  St..  Omaha  68106 
Nebraska  Public  Health  Association 
Tom  Dittrick.  President 
105  East  First  St.,  Grand  Island  68801 
Nebraska  Radiological  Society 

W.  Benton  Copple,  M.D.,  President 
6801  No.  72nd  St..  Omaha  68122 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
G.  L.  McLean.  M.D..  President 
2300  South  16th  St.,  Lincoln  68502 
Nebraska  Society  of  Internal  Medicine 
Vernon  G.  Ward,  M.D.,  President 
302  No.  54th  St.,  Omaha  68132 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
4600  Valley  Road.  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
Ken  Draper,  RRT.  President 
Southeast  Community  College 
8800  “O"  Street,  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Diana  Milkowski,  CMA.  President 
1052  Park  Ave.,  Omaha  68102 
Nebraska  Urological  Association 
Gerald  C.  Felt.  M.D.,  President 
6801  No.  72nd.  Omaha  68152 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-WTest  Clinical  Society 

Ms.  Lorraine  E.  Seibel.  Executive  Secretary- 
7363  Pacific  St.,  #210-A.  Omaha  68114 
LTnited  Cerebral  Palsy  of  Nebraska 
Mrs.  Carole  Boles.  Executive  Director 
4600  Valley  Road,  Suite  D.  Lincoln  68510 
University  of  Nebraska  Medical  Center 
Neal  A.  Vanselow,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 
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Doctor,  is  it  time  for  a change? 


• You’re  spending  too  much  time  on  paperwork. 

• You  want  to  live  in  Europe,  not  just  vacation  there  for  a couple  of  weeks. 

• You  want  to  get  involved  with  academic  medicine,  full-time. 

• You  want  to  subspecialize,  but  can’t  support  your  family  on  a fellow’s  stipend. 

It’s  time  for  a change. 

If  you  are  seriously  considering  changing  your  situation,  you  owe  it  to  yourself  to  consider 
the  Army  Medical  Department.  We  have  an  amazingly  wide  variety  of  practice  situations 
available  to  qualified  physicians.  Clinical  and  hospital-based  practices  in  small  towns,  cities, 
major  metropolitan  areas.  Sunbelt,  Snowbelt,  Europe,  Asia,  Panama.  Full-time  academic 
positions.  Full-time  research  and  development  positions.  Fellowships  that  pay  like  practice 
positions. 

For  a confidential  evaluation,  compensation  estimate,  and  vacancy  projection,  call  (collect) 
(916)  684-4898/4860  today.  Ask  for  Major  Story,  your  Army  Medical  Department  Personnel 
Counselor. 

(Inquiries  held  in  strict  confidence;  position  guaranteed  before  commitment.) 
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area  with  scores  of  cases  at  the  lower  court 
level.  Hopes  that  the  Supreme  Court  would 
cast  definitive  legal  guidelines  and  clear  up 
much  existing  confusion  were  dashed  by  the 
Justices’  failure  to  reach  a majority  decision. 

Legislation  has  been  introduced  in  the 
Congress  that  would  weaken  the  FTC’s  author- 
ity. In  the  House,  170  representatives  are  co- 
sponsoring a bill  (H.R.  3722)  by  Reps.  Tom 
Luken  (D-OH)  and  Gary  Lee  (R-NY)  that 
would  impose  a moratorium  on  FTC  actions 
against  state-regulated  professional  associa- 
tions or  their  state  and  national  non-profit 
associations.  A Senate  measure  (S.1984)  re- 
authorizing the  FTC  contains  provisions 
exempting  state-regulated  professions  from 
the  scope  of  the  FTC  jurisdiction. 

* * * 

A basic  restructuring  of  federal  programs  is 
(Continued  on  page  16 A) 
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required  to  solve  the  nation’s  health  problems, 
the  AMA  has  told  Congress. 

Calling  for  a “new  course”  setting  priorities 
for  the  future  rather  than  “quick-fix  expedi- 
ency,” the  AMA  declined  to  take  a position  on 
the  Administration’s  proposed  budget  cuts  for 
Medicare. 

“We  believe  that  addressing  individual 
items  in  particular  programs  does  not  provide 
the  direction  and  leadership  necessary  to  chart 
a course  for  the  delivery  of  health  care  in  this 
country  for  this  and  future  decades,”  said 
Daniel  Cloud,  M.D.,  AMA  President. 

Accompanied  by  Fred  Rainey,  M.D.,  Chair- 
man of  the  AMA’s  Council  on  Legislation,  Dr. 
Cloud  addressed  both  the  House  Ways  and 
Means  Health  Subcommittee  and  the  Senate 
Finance  Committee  in  March  on  hearings 


concerned  with  Administration  proposals  to 
reduce  Medicare/Medicaid  expenditures.  The 
two  committees  are  charged  with  preparing 
estimates  for  the  first  budget  resolution  due  in 
May. 

Here  are  excerpts  from  the  testimony  of  the 
two  AMA  spokesmen: 

“ — It  is  now  time  to  step  back  from  the 
pattern  of  looking  at  individual  program 
budgets  and  attempt  to  place  in  perspective 
the  role  of  the  federal  government  in  financing 
and  delivering  medical  services  in  the  future. 
Now  is  the  time  to  set  priorities  for  the  future 
and  not  continue  to  deal  with  crises  on  an 
annual  basis.” 

Outlining  to  the  lawmakers  the  sweeping 

(Continued  on  page  141) 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 

Sudden  Infant  Death  Syndrome 


Two  recent  articles  have  been  published  in 
the  Nebraska  Medical  Journal  (April  and 
May,  1982)  on  the  topic  of  Infantile  Apnea 
(Sudden  Infant  Death  Syndrome)  and  Home 
Monitoring.  Both  are  review  articles  with 
considerable  redundancy.  The  most  disap- 
pointing feature  is  the  lack  of  concise  direction 
to  physicians  who  provide  primary  pediatric 
care. 

Such  guidelines  have  been  very  clearly  set 
out  by  the  Ad  Hoc  Advisory  Committee  of  the 
National  Sudden  Infant  Death  Syndrome 
(SIDS)  Foundation: 

WHO  SHOULD  BE  EVALUATED? 

1.  SYMPTOMATIC  INFANTS  (“near  miss” 
and  premies  with  apnea  not  responding  to 
low  dose  of  theophylline.) 

2.  INFANTS  WITH  FAMILY  HISTORY  OF 
SIDS  AND/OR  APNEA 

3.  INFANTS  WHOSE  PARENTS  ARE  AN- 
XIOUS EVEN  THOUGH  THE  INFANT 
HAS  BEEN  ASYMPTOMATIC 

HOW  TO  EVALUATE 

1.  MEDICAL  HISTORY 

2.  FAMILY  HISTORY 

3.  PHYSICAL  EXAMINATION 

4.  FORMAL  EVALUATION  OF  INFANT 
PERCEIVED  TO  BE  AT  RISK  (this  may 
necessitate  a two-tiered  approach  of  com- 
munity and  a recognized  referral  center.) 

COMMUNITY-BASED  EVALUATION 

1.  ADMIT  TO  LOCAL  HOSPITAL 

a.  Draw  blood  gases  stat  (to  get  determina- 
tion of  degree  of  hypercarbia) 

b.  Place  on  cardio-respiratory  monitor  where 
staff  is  trained  in  infant  CPR 

c.  Screen  for  identifiable  cause  of  apnea: 

1)  CBC 

2)  urinalysis 

3)  serum  levels  of  sodium,  potassium, 
chloride,  glucose,  BUN,  calcium  and 
phosphate 

4)  chest  x-ray 

5)  electrocardiogram 


6)  EEG,  if  necessary 

d.  Additional  tests  frequently  needed  in- 
clude: 

1)  sepsis  evaluation 

2)  lumbar  puncture 

3)  amino  acid  screen 

4)  barium  swallow 

5)  airway  fluoroscopy 

6)  CT  scan 

7)  transcutaneous  oxygen  monitoring 
while  feeding,  etc. 

8)  pneumocardiogram  at  home 

WHO  TO  MONITOR 

1.  SYMPTOMATIC  INFANTS 

2.  POSITIVE  FAMILY  HISTORY 

a.  2 previous  infants  lost  to  SIDS 

b.  1 SIDS  loss  and  then  a near-miss 

c.  1 SIDS  death  and  extreme  parental 
anxiety 

d.  twin  of  SIDS 

3.  OTHER  SYMPTOMATIC  INFANTS 

a.  infants  with  airway  abnormalities 

b.  pulmonary,  neurologic,  or  cardiac  prob- 
lems which  predispose  to  sudden  un- 
expected death  (should  have  consulta- 
tion with  referral  center) 

HOW  TO  MONITOR  AT  HOME 
Publications  will  be  available  from  your 
referral  center  which  might  include  “A  Hand- 
book for  Infant  Monitoring”  from  the  National 
Sudden  Infant  Death  Syndrome  Foundation  or 
others  chosen  by  the  director  of  the  center. 

HOW  TO  RESPOND  TO  AN 
ALARM  ON  THE  MONITOR 

1.  Go  to  the  infant  at  once  (never  be  more  than 
10  seconds  away). 

2.  Count  the  beeps  to  time  the  episode. 

3.  Determine  if  alarm  is  mechanical  or  real. 

a.  if  mechanical,  troubleshoot 

b.  if  real,  proceed  as  follows: 

1)  Assess  infant’s  color.  If  normal,  wait 
10  seconds  before  stimulating.  If 
color  change,  begin  stimulation. 

2)  Put  hand  on  back.  If  no  response 
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3)  Gently  shake.  If  no  response 

4)  Vigorously  shake.  If  no  response 

5)  CPR.  If  this  has  to  be  done,  infant 
should  be  taken  to  nearest  emergency 
setting  as  soon  as  stable  for  evalua- 
tion, blood  gases,  etc. 

After  the  decision  to  use  a monitor  is  made, 
the  parent  education  and  education  of  support 
persons  for  the  family  occurs  before  the  child 
goes  home  on  the  monitor.  This  includes: 

1.  understanding  the  components  of  the  moni- 
tor 

2.  understanding  the  electrodes  and  wires 

3.  troubleshooting  the  system  with  possible 
causes  for  common  problems 

4.  setting  up  the  child’s  room 

5.  answering  alarms 

6.  keeping  daily  journals 

7.  changes  in  daily  life 

8.  letters  to  electric  company,  phone  com- 
pany, nearest  emergency  service,  life  in- 
surance company,  etc. 

9.  important  phone  numbers 

Studies  on  the  quality  of  parent  education 
have  demonstrated  the  importance  of  this 
facet  of  home  monitoring  with  reduced  stress 
on  the  family  and  fewer  changes  in  daily  life. 
This  instruction  should  be  undertaken  only  in 
a referral  center  trained  to  provide  this  service. 

WHEN  TO  DISCONTINUE 
THE  MONITOR 

909c  of  infants  cared  for  in  major  referral 
centers  are  off  the  monitor  by  1 year  of  age. 
Criteria  are: 

1.  no  events  requiring  prolonged,  vigorous 


stimulation  of  resuscitation  for  3 months  (or 
2 months  if  no  critical  problems  since 
presenting  episode). 

2.  no  real  monitor  alarm  for  at  least  2 months 
with  monitor  settings  of  60  beats/minute 
for  heart  rate  and  20  seconds  for  apnea 
alarm. 

3.  stress  of  upper  respiratory  tract  infection  or 
DPT  experienced  without  symptoms  in  the 
no  alarm  period. 

4.  clinical  evaluation  shows  problems  or  initial 
reasons  behind  monitoring  have  been  re- 
solved. 

5.  infant  shows  no  persistent  abnormalities  on 
pneumocardiogram. 

Nebraska  physicians  have  demonstrated 
sincere  eagerness  to  learn  about  infantile 
apnea  and  home  monitoring,  and  to  provide 
optimal  diagnosis  and  home  monitoring  care.  A 
1 hour  video  cassette  on  this  topic  is  available 
free  of  charge  from  the  Pulmonary  Function 
Laboratory  at  Bryan  Memorial  Hospital,  Lin- 
coln. Any  questions  or  inquiry  regarding  the 
SIDS  screening  program  and/or  interpretation 
of  pneumocardiograms  can  be  directed  to  me 
via  telephone  (#800-742-7844)  within  Ne- 
braska. 

Patricia  Cole  Stivrins,  M.D. 

Fellow  with  Dr.  Dorothy  Kelly, 
(Massachusetts  General  Hospital, 
May-June,  1981) 

Director  of  Regional  Infant 
Apnea  Program* 

^Designated  Regional  Infant  Apnea  Program  by  Medical  Program  Board  of 
National  Sudden  Infant  Death  Syndrome  Foundation,  February  1982. 
** Affiliate  Apnea  Evaluation  Center  - Good  Samaritan  Hospital,  Kearney, 
Nebraska.  Director,  Dr.  Kenton  Shaffer. 
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ORIGINAL  ARTICLES 


Apnea  and  Sudden  Infant  Death 
Syndrome:  Proposals  for  a Home 
Apnea  Monitoring  Program 


SUDDEN  Infant  Death  Syndrome 
(SIDS)  is  defined  as  “The 
sudden  death  of  any  infant  or 
young  child,  which  is  unexpected  by  history, 
and  in  which  a thorough  postmortem  examina- 
tion fails  to  demonstrate  an  adequate  cause  for 
death.”  SIDS  affects  8 to  10  thousand  infants 
per  year  in  the  United  States  and  is  the 
number  one  cause  of  death  in  infants  one  week 
to  one  year.  Although  the  exact  etiology  of 
SIDS  is  not  known  at  this  time,  some  of  the 
most  productive  research  has  involved  pro- 
longed apnea.  Programs  of  home  apnea  moni- 
toring have  been  developed  with  encouraging 
results.  The  purpose  of  this  paper  is  to  review 
apnea  research,  evaluate  reports  of  early  home 
apnea  monitoring  programs  and  finally,  make 
recommendations  for  the  establishment  and 
implementation  of  an  organized  home  apnea 
monitoring  program. 

History  of  apnea  research: 

Of  all  aspects  of  research  on  Sudden  Infant 
Death  Syndrome  in  the  decade  of  the  seven- 
ties, none  has  received  more  attention  than  the 
topic  of  sleep  apnea.  The  work  of  Stein- 
schneider  in  1972  marked  the  origination  of 
the  concept  that  sleep  apnea  is  related  to 
SIDS,  and  hypothesized  that  prolonged  apnea 
is  part  of  the  final  pathway  resulting  in  SIDS, 
and  that  upper  respiratory  infections  increase 
the  frequency  of  prolonged  apnea.  Rigato  in 
the  same  year  found  that  preterm  infants  who 
breathe  periodically  will  hypoventilate,  leading 
to  hypoxemia.  This  is  directly  opposed  to  the 
situation  present  in  adults  who  periodically 
breathe  such  as  in  Cheyne-Strokes  respiration 
in  which  the  patient  tends  to  hyperventilate. 

Naeye  published  data  gathered  at  autopsy  of 
infants  who  died  of  SIDS  which  showed  that 
they  had  remarkable  histologic  similarities  to 
infants  who  were  chronically  hypoxic  for  other 
reasons.  These  tissue  markers  of  hypoxia  are 
as  follows:  1)  pulmonary  arteriolar  hypertrophy 


STEVEN  J.  LUEBBERT 
Senior  Medical  Student 
Creighton  University  School  of  Medicine 
601  North  30  Street 
Omaha,  NE  68131 

MATILDA  S.  MclNTIRE,  M.D. 

Professor  of  Pediatrics 
Creighton  University  School  of  Medicine 
601  North  30  Street 
Omaha,  NE  68131 

National  Sudden  Infant  Death  Syndrome  Foundation 
Fellow  Funded  by  Nebraska  Chapter 

and  hyperplasia;  2)  right  ventricular  hyper- 
trophy; 3)  high  proportion  of  brown  fat  cells  in 
the  periadrenal  fat;  4)  abnormal  retention  of 
hepatic  erythropoesis;  5)  abnormal  prolifera- 
tion of  astroglial  fibers  in  the  brainstem;  6)  an 
enlarged  mass  of  chromaffin  cells  in  the 
adrenals  in  some  SIDS  victims;  7)  an  in  a 
portion  of  SIDS  victims,  hyperplasia  of  the 
carotid  bodies.  All  of  these  morphological 
changes  are  said  to  represent  recurrent  as- 
phyxial  episodes  prior  to  death. 

Guilleminault  described  three  types  of  ap- 
nea: central,  upper  airway,  and  mixed.  Of 
these,  upper  airway  apnea  causes  the  most 
severe  and  longest  episodes  of  bradycardia 
and  severe  arrythmias.  Infants  who  survived 
near  miss  for  SIDS  were  found  to  have  a 
greater  number  of  mixed  and  obstructive 
apneic  episodes  during  sleep.  He  found  that 
apneic  spells  occurred  most  frequently  in 
infants  with  upper  respiratory  infections  al- 
though they  occurred  most  commonly  in  non- 
REM  sleep. 

Further  documentation  of  apnea  was  re- 
ported by  Stein  and  Shannon  in  1975  who 
described  a method  of  evaluating  respiratory 
activity  known  as  the  pediatric  pneumogram. 
This  procedure  permits  the  continuous  re- 
cording of  heart  rate  and  respiratory  activity 
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for  up  to  thirteen  hours.  This  technique,  as  will 
be  seen  later,  has  become  a vital  apparatus  for 
current  diagnosis  and  follow  up  of  children 
with  apneic  episodes. 

Steinschneider  in  1975  reported  on  a 
program  of  home  monitoring  for  investiga- 
tional purposes.  This  study  again  found  that 
the  frequency  of  prolonged  apneic  episodes 
was  greater  in  children  who  had  nasopharyn- 
gitis. Furthermore,  apnea  spells  tend  to 
decrease  in  frequency  with  increasing  post 
natal  age  until  the  episodes  finally  cease  to 
occur. 

Another  hypothesis  for  the  development  of 
apnea  leading  to  SIDS  is  based  on  the  work  of 
Kelly  and  Shannon,  who  found  that  infants 
who  have  suffered  aborted  SIDS  hypoventilate 
during  sleep  and  do  not  make  the  normal 
hyperventilatory  response  to  increased  con- 
centrations of  carbon  dioxide  in  ambient  air. 
This  finding  caused  speculation  that  there  is 
immaturity  of  the  cardiorespiratory  system 
and  its  neurologic  control  which  leads  to  SIDS. 
In  1978,  they  recommended  therapeutic  home 
apnea  monitoring  for  all  infants  who  had 
experienced  at  least  one  apneic  episode.  Their 
recommendations  were  based  on  a study  in 
which  84  infants,  who  had  history  of  apnea, 
were  monitored  on  a long  term  basis  at  home. 
Additionally,  the  parents  were  instructed  in 
the  techniques  of  cardiopulmonary  resuscita- 
tion. They  found  that  43%  of  the  infants  in  the 
study  needed  resuscitation,  and  their  mortality 
rate  was  6.6%,  a significant  improvement  over 
previously  reported  mortality  of  20-100%.  In 
addition  to  recommendations  that  all  apneic 
infants  be  monitored,  they  advised  that  super- 
vision of  home  monitoring  should  include  24 
hour  availability  of  medical,  technical,  and 
counseling  assistance. 

In  that  same  year,  the  American  Academy  of 
Pediatrics  published  its  recommendations  for 
prolonged  apnea,  which  stated  that  24-hour 
surveillance  is  critical  to  the  management  of 
prolonged  apnea.  Moreover,  it  is  suggested 
that  care  givers  be  trained  in  cardiopulmonary 
resuscitation  and  be  provided  with  continuing 
medical,  technical  and  psychosocial  support. 
This  report  particularly  stressed  the  psycho- 
logic impact  on  all  the  members  of  a family  of 
an  infant  with  prolonged  apnea,  and  recom- 
mended that  families  be  evaluated  before 
decisions  are  made  and  implemented.  Finally, 


the  statement  urged  continued  research  in 
SIDS  because  of  a definite  causal  relationship 
between  prolonged  apnea  and  SIDS  had  not 
been  established. 

Evaluation  of  near-miss  infants,  their  fami- 
lies, and  families  of  SIDS  has  dominated 
medical  literature  since  1972.  The  ultimate 
goal  of  this  research  is  to  identify  physiologic 
parameters,  which  would  be  a reliable  screen- 
ing test  to  identify  infants  who  are  at  increased 
risk  for  SIDS.  In  apparently  normal  siblings  of 
SIDS  victims,  Kelly  et  al  have  found  evidence 
of  an  abnormal  breathing  pattern  manifested 
by  episodes  of  periodic  breathing  which 
are  longer  and  more  numerous  than  episodes  in 
normal  infants  the  same  age. 

This  review  of  apnea  research  has  shown 
that  there  are  many  factors  involved  in  the 
etiology  of  infantile  apnea  as  in  relation  to 
sudden  infant  death.  A summary  of  character- 
istics which  are  constantly  found  in  near  miss 
infants  include:  1)  hypoventilation  and  de- 
pressed ventilatory  response  to  breathing 
carbon  dioxide;  2)  prolonged  sleep  apnea;  3) 
frequent  short  apnea  and  4)  periodic  breathing. 

The  final  component  of  this  review  of  apnea 
research  will  deal  with  one  of  the  most 
important  aspects  of  home  apnea  monitoring, 
namely,  the  effects  of  monitoring  on  family 
integrity. 

Black,  in  1978,  reported  on  the  impact  of  the 
apnea  monitor  on  family  life  based  on  experi- 
ence of  50  infants  who  were  monitored  in  a 
program  in  Syracuse,  New  York.  The  author 
found,  by  the  use  of  questionnaires,  that  more 
than  60%  of  the  parents  thought  their  lives 
were  either  significantly  or  drastically  affected 
by  the  presence  of  the  apnea  monitor  in  the 
home.  A number  of  factors  contributed  to  the 
overall  change  on  these  individuals'  lives. 
Many  found  shortcomings  in  the  function  of 
the  monitor  to  be  a contributing  factor.  Nearly 
two  thirds  of  the  families  reported  frequent  or 
serious  mechanical  problems,  usually  related 
to  fragility  of  the  leads.  Furthermore,  many 
families  felt  that  the  false  alarm  rate  of  the 
machine  was  inordinately  high. 

When  the  apnea  monitor  was  initially 
installed  in  the  home,  parents  worried  even  if 
the  monitor  did  not  go  off,  wondering  whether 
the  machine  was  malfunctioning.  When  the 
alarm  would  sound,  usually  both  parents  would 
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respond.  Often  they  would  stimulate  the  baby 
without  waiting  to  determine  whether  he  had 
resumed  breathing  spontaneously  or  to  check 
for  mechanical  failures. 

The  mother  was  the  family  member  whose 
life  was  most  severely  affected.  Three  fourths 
of  the  mothers  thought  their  efficiency  was 
decreased.  The  mother  often  had  to  delay 
certain  daily  tasks  until  someone  else  was 
present  in  the  household  to  listen  for  the 
alarm.  However,  remote  alarms  are  now 
available. 

Nearly  90%  of  the  parents  reported  that 
general  anxiety  or  tension  was  increased 
during  the  monitoring  period.  One  quarter  of 
the  parents,  especially  mothers,  thought  their 
physical  health  was  affected.  In  spite  of  these 
findings,  retrospectively  most  parents  thought 
that  the  monitor  was  well  worth  the  trouble 
and  the  monitor  was  not  seen  as  a deterrent  to 
normal  parent-child  relationships. 

The  Massachusetts  General  Hospital  pro- 
gram has  now  supervised  230  families  who 
have  monitored  an  infant  at  home.  Its  program 
is  sub-divided  into  hospital  and  home  divisions. 
The  hospital  program  begins  once  the  medical 
decision  has  been  reached  that  the  infant 
requires  continuous  surveillance.  It  consists  of: 
1)  evaluation  of  families’  strengths  and  weak- 
nesses 2)  determination  of  family  and  com- 
munity resources  to  offset  weaknesses; 
3)  education  of  parents  and  extended  family 
and  friends  in:  a)  mechanical  aspects  of 
monitoring,  b)  techniques  in  observation, 
stimulation  and  CPR,  and  c)  alterations  in 
home  life  designed  to  minimize  family  disrup- 
tion. The  home  program  includes:  1)  24  hour 
availability  of:  pediatrician,  technician,  repair- 
man, nurse,  psychiatrist  and  Monitor  Parents 
Association  Contact  (“800”  WATS  Line  avail- 
able in  some  states);  2)  support  services 
include:  a)  phone  contact  by  monitor  tech- 
nician, nurse  or  social  worker  daily  until 
anxiety  decreases  and  then  weekly  or  twice 
weekly,  b)  home  visit  by  public  health  or 
visiting  nurse  and  monitor  nurse  during  first 
week  at  home  and  then  whenever  necessary;  3) 
relief  services  consist  of  homemaker  services 
through  VNA  and  baby-sitting  services  by 
members  in  the  community  trained  in  CPR. 

Hospital  evaluation 

There  are  no  set  guidelines  regarding 


diagnosis  and  management  of  infantile  apnea. 
The  purpose  of  the  following  recommenda- 
tions is  to  exclude  the  more  familiar  causes  of 
apnea.  The  infant  usually  comes  to  the 
attention  of  medical  staff  after  he  is  found 
limp,  cyanotic,  unresponsive  or  apneic  and 
sometimes  requiring  cardiopulmonary  resus- 
citation. LIpon  arrival  to  the  hospital,  a 
detailed  history  and  thorough  physical  is 
essential.  The  physician  should  ask  specifically: 

I)  When  was  baby  last  seen,  last  fed?  2)  Was 
he  asleep  or  awake?  3)  What  was  the  position 
the  child  was  occupying  when  found?  4)  Was 
vomitus,  mucus,  blood  present  in  mouth? 

5)  What  was  baby’s  color  when  found? 

6)  Describe  respiratory  effort  when  found. 

7)  Body  tone  during  and  after  episode;  8)  What 
was  eye  behavior  during  episode?  9)  Body 
movement  during  the  episode;  10)  Was  there 
any  noise  heard  before  or  during  the  event? 

II)  Duration  of  the  episode,  and  finally, 
12)  Did  the  baby  require  any  intervention  to 
terminate  the  event? 

Upon  admission  to  the  hospital  the  child 
should  be  placed  in  a private  room  with  24 
hour  nursing  available.  A room  in  the  intensive 
care  unit  is  not  desirable  since  it  has  been 
suggested  that  the  level  of  sensory  stimulation 
is  such  in  the  ICU  to  diminish  the  likelihood  of 
recurrence.  Physiologic  parameters  of  heart 
rate  and  respiratory  activity  should  be  moni- 
tored for  a minimum  of  24-48  hours  following 
the  event. 

Differential  diagnosis  of  apnea  includes  a 
variety  of  disorders:  sepsis,  pneumonia,  seizure 
disorders,  intracranial  hemorrhage,  hypocal- 
cemia, hyponatremia,  congestive  heart  failure, 
gastro-esophageal  reflux,  and  respiratory  de- 
pression. 

Table  I is  adapted  from  an  article  written  by 
Weinstein  and  Steinschneider  entitled  “Pro- 
longed infantile  apnea:  Diagnostic  and  Thera- 
peutic dilemma.” 

Laboratory  work  up  should  include:  1)  CBC 
with  differential;  2)  metabolic  profile  including 
sodium,  chloride,  potassium,  carbon  dioxide, 
magnesium,  calcium,  glucose,  BUN  and  creati- 
nine; 3)  .arterial  or  capillary  blood  gases; 
4)  Chest  x-ray;  5)  EKG;  6)  blood  and  urine 
cultures. 

Further  studies  should  be  undertaken  if 
indicated.  These  would  include:  1)  Esophageal 
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evaluation  consisting  of  barium  swallow, 
manometry,  and  continuous  pH  determinations 
for  diagnosis  of  lower  esophageal  sphincter 
incompetence.  2)  Neurologic  evaluation  con- 
sisting of  EEG  obtained  during  sleep  to  rule 
out  seizure  activity.  If  indicated,  a CAT  scan 
may  also  be  obtained.  3)  ENT  evaluation 
should  be  considered  especially  if  patient  has 
a history  of  stridorous  respirations.  4)  Car- 
diology evaluation  including  echocardiography 
and  cardiac  catheterization.  5)  Septic  work  up. 
7)  Pulmonary  evaluation  - to  measure  respon- 
siveness to  carbon  dioxide.  24  hour  sleep 
studies,  perform  and  interpret  pediatric 
pneumogram. 

Other  infants  who  are  evaluated  via  pedi- 
atric pneumogram  in  the  Massachusetts  Gen- 
eral Program  are  children  with  a family  history 
of  SIDS  or  apnea.  If  one  child  in  a family  has 
died  of  SIDS  or  had  apnea,  then  the  testing  of 
subsequent  SIDS  siblings  should  consist  of: 
pneumogram  at  2 weeks  of  age  to  be  followed 
by  a repeat  pneumogram  if  the  screening  at  2 
weeks  was  normal.  Abnormal  pneumogram 
constitutes  an  indication  for  monitoring. 


If  two  children  in  a family  died  of  SIDS  or 
had  apnea,  or  if  one  child  died  of  SIDS  and 
another  had  apnea,  then  subsequent  siblings 
should  definitely  be  monitored.  The  infants 
should  receive  a pneumogram  within  the  first 
ten  days  of  life  and  additional  work  up  may  be 
necessary. 

unce  tne  decision  nas  neen  made  to  monitor 
an  infant,  the  task  of  parent  and  family 
education  falls  on  the  referring  physician  and 
apnea  monitoring  staff. 

Education  should  consist  of:  1)  Instructions 
on  monitor  function/malfunction.  Ideally  the 
monitor  should  be  installed  while  both  parents 
are  at  home.  2-3  days  before  the  infant  is 
discharged  from  the  hospital.  This  allows  the 
family  to  begin  to  become  accustomed  to  the 
monitor  before  the  infant  is  connected  to  it. 
2)  Explanation  to  the  family  the  nature  of  the 
physiologic  abnormality  of  their  infant.  Par- 
ents should  also  be  given  instructions  on  any 
medications  their  child  will  require.  3)  In- 
structions on  observation,  stimulation  and 
cardiopulmonary  resuscitation.  4)  Instruction 
on  record-keeping. 


Table  I 

Major  Types  of  Infantile  Apnea 


Time  of 
Occurrence 

Prolonged  Sleep  Apnea 

During  sleep 

Feeding  Induced 
Apnea 

During  nipple  feeding 

Gastroesophageal 
Reflux  Induced 
Apnea 

Usually  post-feeding 
but  may  occur 
at  any  time 

Seizure 

Associated 

Apnea 

Anytime 

Appearance 

Apneic  or  dyspneic. 

Apneic  or  dyspneic. 

Apneic  or  dyspneic, 

At  times  may  ap- 

of  Infant 

pale,  cyanotic,  limp 

Usually  cyanotic, 
inspiratory  stridor, 
gagging,  choking 

coughing  or  gagging 
occurs  suddenly, 
limp,  facial  rubor, 
pale,  cyanotic 

pear  as  other 
apneic  classifica- 
tions; a sudden 
atypical  cry  fre- 
quently marks  the 
start  of  the  epi- 
sode; drooling, 
sucking,  mouthing 
movements;  extra- 
ocular  deviations 

Useful 

Somnogram,  pneumogram 

Record  cardiovascular  Demonstrate  GE 

Record  EEG  & 

Diagnostic 

and  24  hour  study 

activity  during 

reflux  or 

respiratory 

Tests 

X-ray  studies  of  airway 
Fiberoptic 

bronchoscopy  studies 

feeding 

X-ray  studies  during 
sucking  and  nipple 
feedings 

hyperactive 
respiratory  reflux 
Measure  esophageal 
pH 

Radionucleide 
scanning  after 
feeding  with  marker, 
record 

cardiorespiratory 
activity  during 
nipple  feeding 

activity  while 
awake  and  asleep 
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The  primary  care  physician  is  responsible 
for  the  hospital  work  up,  initiation  and 
discontinuance  of  monitoring.  However,  the 
apnea  monitoring  committee  can  offer  sug- 
gestions as  to  optimize  care. 

Kelly  and  Shannon  further  advocate  avail- 
ability of:  1)  a psychiatrist  and  2)  contact  with 
Monitor  Parents  Association  which  is  an 
organization  of  previous  and  current  monitor 
families.  The  major  goal  is  to  help  other 
monitor  families  through  support.  Additional 
individuals  necessary  for  the  maintenance  of  a 
home  monitor  program  include:  1)  nurses 
employed  by  the  hospital  who  are  familiar  with 
monitors  and  could  answer  any  questions  the 
parents  should  have  at  any  time  of  the  day  or 
night.  Parents  should  have  a toll-free  number 
which  they  can  call  to  have  any  questions 
answered.  2)  Respiratory  therapist  or  pul- 
monary lab  technician  to  perform  carbon 
dioxide  challenge  tests,  and  pediatric  pneumo- 
gram. 3)  Visiting  Nurse  Association  (VNA) 
services  would  be  available  with  doctors’ 
orders.  This  service  would  help  in  education, 
and  serve  as  a liaison  between  parents  and 
physicians.  County  government  sponsored 
public  health  nursing  is  available  in  thirteen 
Nebraska  counties  although  the  remaining 
areas  receive  service  from  visiting  nurses  from 
hospital  staff.  In  general,  insurance  companies 
will  pay  for  rental  or  purchase  of  the  monitor 
and  supplies. 

On  the  day  of  discharge,  a nurse  from  the 
hospital  should  be  in  contact  with  the  family  on 
arrival  home.  In  addition,  the  monitor  tech- 
nician should  visit  the  family  on  the  first  day  to 
make  any  final  adjustments  on  the  monitor  and 
answer  any  questions  the  family  might  have. 
The  parents  should  be  encouraged  to  call  the 
hospital  at  any  time  of  day  or  night  should 
problems  develop. 

In  the  first  week,  there  should  be  daily 
phone  contact  by  both  nurse  and  monitor 
technicians.  In  addition,  Visiting  Nurses  could 
make  one  or  two  home  visits  to  answer  any 
questions  and  reassure  the  family  of  their 
competency  in  handling  stressful  situations. 
Homemaking  services  are  also  available 
through  VNA.  Home  health  aides  should  be 
utilized  at  weekly  or  biweekly  intervals  to  help 
the  mother  out  with  housework  if  needed. 

The  goal  to  be  achieved  during  the  first 


month  of  monitoring  is  to  decrease  anxiety  of 
parents  and  get  the  family  as  close  to  normal  as 
possible.  A Monitor  Parents  Association  can 
be  developed  whereby  parents  who  have  had  a 
child  monitored  can  yield  support  to  new 
families  in  the  monitor  program. 

Answering  an  alarm  for  the  first  time  is  by 
the  nature  of  the  event  an  extremely  stressful 
time.  It  is  not  unusual  for  a parent  to  start 
shaking  the  baby  immediately  before  any 
observations  have  been  made. 

When  the  alarm  sounds,  the  parent  should 
respond  as  quickly  as  possible.  Upon  arrival  to 
the  room,  they  must  look  at  the  baby  and 
determine  if  the  alarm  is  mechanical  or  real.  If 
real  proceed  as  follows: 

A)  If  baby  is  noted  to  have  a color  change, 
stimulate  immediately. 

B)  If  baby  has  not  started  to  breathe  after  10 
seconds,  begin  to  stimulate  with  a gentle 
touch. 

C)  If  there  is  no  color  change,  wait  10  seconds 
from  the  start  of  the  alarm  before  stimulat- 
ing. 

D)  If  this  doesn’t  work,  gently  shake  the  baby. 

E)  Proceed  to  shaking. 

F)  Begin  CPR. 

Any  alarm  should  be  recorded  in  a daily 
journal.  Additional  information  which  should 
be  kept  includes:  medications,  changes  in 
activities,  signs  of  illness  or  behavior  change. 
This  record  is  extremely  helpful  if  the  child  has 
frequent  apnea  spells. 

If  the  baby  has  required  resuscitation,  he 
should  be  transported  to  the  nearest  emer- 
gency room  and  the  primary  care  physician 
should  be  notified. 

Discontinuing  the  Monitor 

An  infant  can  be  discontinued  from  the 
monitor  when  these  general  guidelines  have 
been  met:  1)  No  sign  of  clinical  apnea  or  heart 
rate  changes  for  two  months.  2)  No  episodes 
requiring  stimulation  for  three  months;  3)  a 
normal  pneumogram  and  4)  two  stress  periods 
with  no  alarm.  If  the  infant  is  on  Theophyline 
or  Phenobarbital,  then  criteria  are  modified. 
As  with  the  initiation  of  monitoring,  the  anxiety 
level  is  usually  high  at  the  time  of  discontinu- 
ance. These  parents  should  be  in  frequent 
contact  with  the  nurse  at  the  hospital  or 
visiting  nurse  to  help  allay  their  fears. 
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Conclusions 

Hopefully  in  clinical  study  and  research,  a 
definite  cause  or  causes  and  eventual  cure  or 
treatment  will  be  found  for  SIDS. 

Prolonged  apnea  has  been  found  to  be  a 
major  cause  of  SIDS.  Mortality  may  be  greatly 
decreased  through  the  use  of  home  apnea 


monitoring  of  susceptible  infants.  Monitoring 
procedures  require  a number  of  individuals 
including  medical,  social,  nursing  and  technical 
services.  The  ultimate  goal  of  monitoring  is 
prevention  of  death  while  preserving  family 
integrity. 

References  available  upon  request. 


Monitoring  Quality  of  Care  in  Urban 
and  Rural  Medical  Centers  in  Nebraska* 


THIS  article  deals  with  an  effort 
to  compare  the  quality  of 
medical  care  in  urban  and 
rural  health  centers.  A chart  review  was 
conducted  in  four  different  institutions, 
identifying  the  recognition  of  abnormal 
hemoglobin  values  and  elevated  blood  pres- 
sures. A literature  review  was  completed 
and  although  attempts  have  been  made  to 
determine  the  quality  of  health  care,  no 
researcher  has  used  this  specific  method.  Of 
special  interest  to  us  in  this  study  were  the 
results  of  the  hypertension  recognition  re- 
view. 

Methods 

Many  methods  are  suggested  for  means  of 
measuring  quality  of  health  care:  outcome  of 
treatment,  PSROs,  utilization  review  and 
audits,  morbidity  and  mortality  data,  patient 
satisfaction,  and  staff  reviews.  The  method 
chosen  for  this  study  was  chart  review  of  lab 
data  and  blood  pressure  readings  from 
otherwise  unselected  patients.  A literature 
review  was  performed  for  acceptable  criter- 
ia. Systolic  blood  pressure  greater  than  140 
mm  Hg  and/or  diastolic  blood  pressure 
greater  than  90  mm  Hg  was  considered 
significantly  elevated.1  Hemoglobin  values 
lower  than  the  recommended  13.5  gm/dl  for 
males  and  11.5  gm/dl  for  females  were 
considered  the  lower  limits  of  normal.'  11.5 
gm/dl  for  males  and  9.5  gm/dl  for  females 
was  used  for  this  study  to  allow  for  varying 
clinical  judgement. 


JANET  BERNARD-STEVENS 
WILLIAM  F.  GUST,  M.D. 

GERALD  MOORE,  M.D. 

ROWEN  ZETTERMAN,  M.D. 
from  the 

Omaha  V A Medical  Center  and 
Department  of  Internal  Medicine 
University  of  Nebraska  Medical  Center 

The  objective  in  collecting  the  above  data 
was  to  compare  the  follow-up  of  abnormal 
values  in  urban  and  rural  settings  as  they 
would  correlate  with  the  quality  of  care.  The 
propriety  of  a certain  method  of  care  was  not 
judged,  but  whether  an  abnormal  value  had 
been  recognized  by  repetition  or  chart 
notation.  For  abnormal  hemoglobin  and  blood 
pressure  values  notation  was  required  due  to 
the  tendency  for  repetition.  In  determining 
abnormal  blood  pressure  elevations,  the 
entire  chart  was  reviewed,  especially  noting 
the  problem  list  and  the  history  and  physical. 
If  no  mention  was  made  there  of  an 
abnormality,  the  physician’s  progress  notes 
were  scanned.  When  the  admission  blood 
pressure  value  was  recorded  above  the 
standard  140/90  mm  Hg,  readings  taken 
later  were  considered.  If  the  reading  de- 
creased and  remained  low,  it  was  regarded 
as  a normal  reading.  If,  however,  the 
readings  remained  elevated,  the  patient  was 
considered  to  be  hypertensive. 

To  attain  a fair  cross-section  of  institution 
sizes,  two  urban  hospitals,  a hospital  in  a 

•Supported  by  a Student  Research  Fellowship  from  the  Department  of 
Internal  Medicine,  University  of  Nebraska  Medical  Center. 
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smaller  city  and  one  in  a rural  community 
were  chosen.  Comparative  characteristics 
may  be  found  in  table  1. 

TABLE  1. 

Comparative  Characteristics  of  Institutions 


of  379  charts.  At  institution  D,  404  charts 
were  reviewed  and  48%  anemia  was  ident- 
ified. The  prevalence  of  anemia  was  also 
tested  with  the  Chi-square  test  and  the 
values  found  to  be  significantly  different, 
with  a higher  prevalence  in  the  urban 
hospitals. 
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354,389 
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191 

67.4 

11,930 

11,906 

6.8 

C 

32,358 

122 

50 

72.0 

6,227 

5,235 

5.7 

D 

3,180 

43 

9 

57.5 

2,000 

1,989 

5.4 

Results 

Figures 

provided 

by 

the  review  of 

the 

hospital  charts  are  found  in  tables  2 and  3. 
As  can  be  seen  from  the  data,  some  large 
differences  do  exist  between  the  percentages 
of  abnormalities  reported.  The  Chi-square 
test  was  employed  to  ascertain  whether  the 
data  was  statistically  significant. 

Blood  pressure  data  was  significant  for  an 
institutional  difference  with  a p = 0.01.  At 
institution  A,  of  a total  278  charts  reviewed, 
58%  of  the  elevated  blood  pressures  were 
noted.  At  institution  B,  of  290  charts,  44% 
were  reported.  Institution  C reported  on 
35%  of  283  charts.  Institution  D had  the 
highest  percentage  of  recognition  with  66% 
of  315  charts  being  reported.  Overall,  ap- 
proximately one  half  (47%  ) of  all  the 
abnormal  blood  pressures  were  unidentified. 
The  majority  of  high  blood  pressures  were  in 
the  diastolic  range  of  90-100  mm  Hg  and  in 
the  systolic  range  of  140-180  mm  Hg.  Also, 
the  majority  of  the  unrecognized  elevated 
blood  pressures  were  in  the  same  ranges. 

Differences  in  hemoglobin  values  not  re- 
ported were  also  significant  with  a p less 
than  0.001.  At  institution  A,  277  charts  were 
reviewed,  with  95%  low  hemoglobin  values 
being  noted.  Institution  B was  very  similar, 
in  that  96%  of  the  abnormalities  were 
reported  from  the  281  charts  reviewed. 
Institution  C noted  80%  low  hemoglobin  out 
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Blood  Pressure  Data 
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Discussion 

These  figures  do  not  identify  one  institu- 
tion as  performing  consistently  better  than 
the  others.  Institution  D noted  considerably 
more  hypertension  than  the  others.  Low 
hemoglobin  values  were  noted  most  fre- 
quently in  institutions  A and  B,  least  of  all  in 
D.  Hospitals  A and  B,  being  approximately 
the  same  size  and  having  many  of  the  same 
characteristics,  performed  very  similarly  on 
most  of  the  reporting. 

It  is  possible  that  the  two  urban  teaching 
centers  are  more  attuned  to  identifying  the 
lab  abnormalities.  It  is  important  to  note 
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that  a high  percentage  of  abnormalities  were 
unidentified  altogether. 

Of  special  interest  was  the  finding  that 
overall.  47%  of  all  hypertension  was  not 
recognized.  While  a great  deal  of  public 
education  has  been  provided  in  recent  years 
on  hypertension,  it  is  questionable  whether 
the  information  has  made  a significant 
impact  on  the  medical  profession.  Many 
recent  studies  emphasize  the  correlation 
between  hypertension  and  an  increased  mor- 
bidity and  mortality.  The  National  High 
Blood  Pressure  Education  Program  released 
the  following  information:  Blood  pressures 
greater  than  140/90  mm  Hg  increase  the 
morbidity  and  mortality  in  men  one  and 
one  half  times  and  in  women  two  times.  Blood 
pressures  greater  than  165/95  mm  Hg 
increase  the  risk  in  men  two  times  and  in 
women  two  and  one-half  times  over  the 
normotensive  individual. 3 These  studies 
make  evident  the  urgent  need  for  early 
recognition  and  effective  treatment  of  hyper- 
tension. The  Joint  National  Committee  on 
Detection,  Evaluation,  and  Treatment  of 
High  Blood  Pressure  recommends  that  the 
diagnosis  of  hypertension  be  made  when  the 
average  of  multiple  blood  pressure  determi- 
nations on  two  or  more  visits  is  greater  than 
90  mm  Hg.  diastolic.4 

This  study  has  examined  a variable  in  the 
overall  subject  quality  of  health  care.  The 
correlation  of  these  figures  to  the  overall 
quality  of  care  at  a given  institution  can  not 
be  proven,  but  they  suggest  that  there  is 
very  little  overall  difference  in  the  care 
being  given  at  these  institutions.  However,  a 
follow-up  study  of  hypertension  recognition 
is  being  planned  and  will  include  various 
parameters  that  may  affect  recognition  in 
the  hospital  setting. 


Summary 

This  study  was  an  effort  to  correlate 
quality  of  health  care  with  the  follow-up  of 
abnormal  clinical  lab  values.  Charts  were 
reviewed  for  recognition  of  abnormal  blood 
pressures,  hemoglobin,  and  calcium  values  in 
four  medical  centers.  Two  of  the  centers 
were  in  a city  of  300,000  population,  one  in  a 
community  of  30,000  and  one  in  a com- 
munity of  3,000. 

Reporting  of  hypertension  occurred  most 
often  in  the  smallest  hospital  at  66%  . 47%  of 
all  abnormally  high  blood  pressures  were  not 
reported  in  all  the  hospitals  combined. 
Abnormally  low  hemoglobin  was  reported 
best  in  the  urban  centers  with  approximately 
95%  reported  there  as  opposed  to  80%  and 
47%  reported  in  the  smaller  centers.  Hyper- 
calcemia was  not  found  in  sufficient  numbers 
to  be  statistically  significant,  and  will  not  be 
discussed  here. 

In  our  study,  no  major  difference  in 
quality  was  found  between  the  urban  and 
rural  institutions. 
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Pale  Face  Syndrome  of 
Loss  of  Consciousness 


WHEN  evaluating  the  patient  with 
loss  or  near  loss  of  conscious- 
ness, it  is  frequently  rewarding 
to  interview  witnesses  that  have  observed  the 
episode  and  to  learn,  among  other  things,  the 
color  of  the  patient’s  face.  The  color  of  the 
patient’s  face  may  be  useful  in  narrowing  the 
differential  diagnosis,  and  ruling  in  or  out  a 
primary  seizure  disorder.  For  instance,  a red 
face  may  be  seen  early  on  during  a vigorous 
grand  mal  seizure;  a white  or  pale  face  does  not 
result  from  a primary  seizure,  although  a 
secondary  seizure  may  occur  once  the  patient 
is  unconscious;  a blue  or  cyanotic  face  may 
occur  with  a long  grand  mal  seizure  or  period 
of  apnea. 

To  date,  we  have  evaluated  14  patients  with 
loss  of  consciousness  or  near  loss  of  con- 
sciousness that  was  characterized  by  a pale 
face  according  to  witnesses,  (see  Table)  Once 
consciousness  was  lost,  6 of  these  patients  had 
brief  focal  or  generalized  grand  mal  seizures; 
in  our  experience,  these  secondary  seizures  are 
more  frequently  associated  with  hypotension 
(6  out  of  6 patients).  The  pale  face  syndrome 
of  loss  of  consciousness  was  secondary  to 


Etiology  of  Pale 
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hypotension  in  2 cases,  orthostatic  hypoten- 
sion in  2 cases,  micturition  syncope  and 
orthostatic  hypotension  in  1 case,  tussive 
syncope  in  1 case,  bowel  movement  syncope  in 
1 case,  orthostatic  hypotension  and  paroxy- 
smal atrial  tachycardia  (PAT)  in  1 case,  PAT 
alone  in  2 cases,  prolapsed  mitral  valve 
syndrome  in  3 cases,  and  unknown  cause  in  1 
case. 

The  facial  pallor  of  patients  with  pale  face 
syndrome  is  a peripheral  manifestation  of 
decreased  blood  flow  to  the  head  and  face.  The 
secondary  seizures  are  a central  manifestation 
of  acute  ineffective  blood  flow  to  the  head  and 
brain  and  are  due  to  the  sudden  cerebral 
ischemia. 

The  diminished  blood  flow  to  the  head,  face, 
and  brain  occurs  with  cardiac  disease  or 
hypotension.  The  hypotension  results  from 
lack  of  food,  fatigue,  hyponatremia,  carotid 

Face  Syndrome 

Vagovagal  reflex  PMV*  Tachycardia  Unknown 


+ 

+(PAT) 

-l-(micturition) 

+ 

+(PAT) 

+(PAT) 

+(tussive) 

+(bowel 

movement) 

+ 

* PMV  — Prolapsed  mitral  valve 
t PAT  = Paroxysmal  atrial  tachycardia 
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sinus  hypersensitivity,  hyperventiliation,  medi- 
cations, hypovolemia,  anemia,  a vagovagal 
response  with  micturition  (micturition  syn- 
cope), severe  paroxysms  of  coughing  (tussive 
syncope),  or  with  strenuous  bowel  movement. 
Or  it  may  result  from  metabolic  and  endocrine 
disturbances  (pheochromocytoma,  serontonin- 
secreting  tumor,  or  hyperbradykininemia),  or  it 
may  result  from  orthostatic  hypotension  whose 
origin  may  be  cerebral  or  systemic.  The 
systemic  orthostatic  hypotension  may  be  idio- 
pathic or  it  may  be  related  to  medications, 
underlying  illness,  weather,  anemia,  hypovol- 
emia, autonomic  neuropathy  (as  seen  with 
diabetes  mellitus,  alcoholism,  vitamin  de- 
ficiency syndromes),  Shy-Drager  syndrome, 
supine  hypotension  syndrome  of  pregnancy 
(obstruction  of  the  inferior  vena  cava,  de- 
creased venous  return,  and  decreased  cardiac 
output),  cardiovascular  deconditioning  follow- 
ing any  illness  with  prolonged  recumbency,  or 
to  disorders  which  effect  the  central  nervous 
systems  such  as  multiple  sclerosis,  tabes 
dorsalis,  Parkinson’s  disease,  vascular  disease 
of  the  brainstem,  neoplasms,  cysts  (especially 
parasellar  and  posterior  fossa),  Wernicke’s  en- 
cephalopathy, and  syringomyelia. 

Cardiac  dysfunction  producing  the  pale  face 
syndrome  would  include  disturbances  of  car- 
diac rate  and  rhythm  (e.g.  diverse  dysrhy- 
thmias including  severe  bradycardia  and  par- 
oxysmal tachycardia),  conduction  abnormali- 


ties producing  complete  heart  block  (e.g. 
structural  abnormalities  of  the  conduction 
system,  electrolyte  disturbance,  or  drug 
toxicity),  obstruction  to  flow  (e.g.  valvular 
stenosis,  atrial  myxoma  or  thrombus,  cardiac 
tamponade,  pulmonary  embolus,  primary  pul- 
monary hypertension,  or  idiopathic  hyper- 
trophic subaortic  stenosis),  and  impaired 
ventricular  function  as  seen  with  mycardial 
infarction  or  cardiomyopathy.  Disturbances  of 
cardiac  rate  or  rhythm  associated  with  the 
prolapsed  mitral  valve  syndrome  include: 
asystole,  bradycardia,  atrial  fibrillation,  par- 
oxysmal atrial  tachycardia  (PAT),  premature 
ventricular  contractions  (PVCs),  ventricular 
tachycardia,  and  ventricular  fibrillation. 

Thus,  the  identification  of  the  pale  face 
syndrome  in  patients  with  loss  or  near  loss  of 
consciousness  narrows  the  differential  diag- 
nosis to  cardiac  disease  or  hypotension  and 
rules  out  a primary  seizure  disorder. 
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Milk-Alkali  Syndrome  and 
Hypercalcemia:  A Case  Report 


MILK-ALKALI  Syndrome,  as  de- 
scribed by  Burnett  and  co- 
workers,1 is  an  unusual  cause  of 
hypercalcemia.  The  syndrome  is  characterized 
by  a history  of  excessive  intake  of  foods  high  in 
calcium  such  as  milk,  along  with  large  amounts 
of  absorbable  alkali,  such  as  sodium  bicar- 
bonate and  calcium  carbonate.  Laboratory 
tests  supporting  the  diagnosis  reveal  hyper- 
calcemia without  hypercalciuria  or  hypo- 
phosphatemia, normal  alkaline  phosphatase 
levels,  marked  renal  insufficiency  with  azo- 
temia, and  mild  alkalosis.  Burnett’s  original 
work  described  soft-tissue  calcification  as 
being  a necessary  part  of  the  diagnosis  of  Milk- 
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Alkali  Syndrome;  however,  there  are  now 
considered  to  be  two  different  forms  of  Milk- 
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Alkali  Syndrome,  acute  and  chronic.-  The 
acute  form  differs  from  the  chronic  form  of 
Milk- Alkali  Syndrome  in  that  there  is  an 
absence  of  soft  tissue  calcification,  it  responds 
better  to  treatment,  and  the  prognosis  is  much 
better  than  with  the  chronic  form.  The 
mechanism  of  the  hypercalcemia  involved  in 
the  syndrome  is  poorly  understood,  though  it  is 
generally  attributed  to  increased  calcium 
absorption.  The  alkalosis  is  generally  attri- 
buted to  the  increased  absorption  of  alkali  with 
a decreased  ability  of  the  kidneys  to  excrete 
alkali  secondary  to  nephrocalcinosis.  Other 
mechanisms  which  may  play  a role  in  alkalosis 
include  vomiting,  which  may  contribute  both 
by  metabolic  alkalosis  and  volume  depletion, 
increased  bicarbonate  reabsorption  secondary 
to  direct  calcium  action  on  renal  tubules,  or 
associated  hypokalemia. 

Case  report 

A 65  year  old  white  male  was  admitted 
for  gradually  increasing  fatigability  and 
somnolence.  He  had  been  sleeping  approxi- 
mately twenty  hours  per  day.  In  addition, 
he  had  noticed  a fine  tremor  with  generalized 
muscle  weakness,  constipation,  and  epigastric 
pain. 

His  past  medical  history  included  vagotomy 
and  pyloroplasty  for  a duodenal  ulcer,  in 
addition  to  benign  prostatic  hypertrophy. 
From  additional  questioning  of  the  patient  and 
his  family  it  was  learned  that  each  day  he 
consumed  30-40  calcium  carbonate-containing 
antacids,  approximately  V2- 1 gallon  of  milk,  1 
quart  of  ice  cream,  and  V2  teaspoon  of  sodium 
bicarbonate  for  stomach  distress. 

Physical  examination  revealed  a markedly 
lethargic  and  confused  65  year  old  white  male. 
Vital  signs  were  within  normal  limits.  Signifi- 
cant physical  findings  were  a fine  nonintention 
tremor,  uniformly  decreased  muscle  strength, 
moderate  abdominal  distention,  hypoactive 
bowel  sounds,  prostatic  enlargement,  band 
keratopathy  of  the  eyes,  dysequilibrium,  and 
emotional  lability.  Palpation  revealed  no  en- 
largment  of  the  thyroid  or  parathyroid  glands. 

Laboratory  testing  revealed  a markedly 
elevated  calcium  of  14.1  mg/dl,  phosphorus  of 
4.6  mg/dl,  blood  urea  nitrogen  of  66  mg/dl,  and 
serum  creatinine  of  7.9  mg/dl.  The  creatinine 
clearance  was  14  mg/dl.  (The  blood  urea 
nitrogen  and  creatinine  3 months  prior  to 


admission  had  been  normal).  Complete  blood 
count  and  electrolytes  were  normal.  Alkaline 
phosphatase  was  normal,  as  were  liver  function 
tests.  Uric  acid  level  was  elevated  at  9.5  mg/dl. 
Urinalysis  revealed  an  alkaline  pH  of  8.0. 
Renal  ultrasound  showed  bilaterally  enlarged 
kidneys  with  a moderately  dilated  collecting 
system. 

The  patient  was  given  intravenous  saline, 
alternating  normal  and  half-normal  concentra- 
tion, at  a rate  of  250  ml/hr.  A Foley  catheter 
placement  yielded  a large  postvoiding  residual 
volume  of  500  ml.  The  patient  showed 
remarkable  overnight  improvement  and  by  the 
next  morning  the  confusion,  weakness,  and 
obstipation  had  markedly  improved.  The 
antacids  were  changed  from  absorbable  alkali 
to  nonabsorbable  aluminum  hydroxide.  Over 
the  next  couple  of  days  he  continued  to 
improved,  with  his  calcium  dropping  to  10.0 
mg/dl  two  days  after  admission.  A cystoscopic 
examination  revealed  80%  enlargement  of  the 
lateral  lobes  of  the  prostate,  with  significant 
obstruction.  The  patient  was  given  bethan- 
echol  (Urecholine1- ) for  the  urinary  retention 
and  advised  to  limit  calcium  and  absorbable 
alkali  intake.  In  the  one  month  followup  visit  the 
patient  was  doing  quite  well  without  problems 
of  urinary  retention.  The  calcium  and  phos- 
phorus levels  were  9.6  mg/dl  and  3.0  mg/dl, 
respectively.  Blood  urea  nitrogen  was  9 mg/dl 
and  serum  creatinine  was  1.7  mg/dl. 

Discussion 

Hypercalcemia  is  a relatively  common  clini- 
cal problem  with  multiple  causes.  The  most 
common  cause  of  hypercalcemia  in  hos- 
pitalized patients  is  neoplasm,  while  the  most 
common  cause  of  hypercalcemia  in  the  general 
population  is  primary  hyperparathyroidism.1 
Other  causes  include:  immobilization,  sar- 
coidosis, recent  administration  of  calcium 
(such  as  with  cardiac  surgery  or  resuscitation), 
hyper-  and  hypothyroidism,  Addison’s  Disease, 
vitamin  A and/or  vitamin  D intoxication,  and 
thiazide  diuretic  administration.  Milk-Alkali 
Syndrome,  once  fairly  common,  is  now  an 
infrequent  cause  of  hypercalcemia.  A more 
extensive  list  may  be  found  in  reference  3. 

Signs  and  symptoms  of  hypercalcemia  may 
be  quite  variable  but  include  fatigability, 
lethargy,  somnolence,  confusion,  headache, 
emotional  disturbances,  decreased  auditory 
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acuity,  acute  cerebellar  ataxia,  epileptiform 
seizures,  proximal  muscle  weakness,  anorexia, 
nausea,  vomiting,  hypertension,  constipation, 
abdominal  pain,  polyuria  with  dehydration, 
conjunctivitis  and  band  keratopathy.  Electro- 
cardiogram changes  may  include  prolonged  PR 
and  shortened  QT  intervals,  depressed  T- 
waves  and  heart  block. 

In  treating  a patient  with  Milk-Alkali  Syn- 
drome it  is  obviously  imperative  to  lower  the 
serum  calcium.  Dehydration  and  electrolyte 
depletions  often  need  to  be  corrected  con- 
currently, typically  with  rehydration  by  alter- 
nating normal  and  V2  normal  saline  at  a rapid 
rate  of  250  ml/hr.  Medications  known  to 
increase  serum  calcium,  such  as  thiazide 
diuretics,  vitamin  A,  vitamin  D,  and  absorb- 
able alkali  should  be  discontinued.  After  the 
extracellular  fluid  volume  has  been  restored  a 
dramatic  increase  in  urinary  sodium  and 
calcium  excretion  will  occur  with  administra- 
tion of  furosemide  (Lasix  ®)  or  ethacrynic  acid 
(Edecrin®).  Mobilization  should  be  encouraged 
to  avoid  any  exacerbation  of  hypercalcemia 
which  may  occur  from  bed  rest.  If  the  patient  is 
refractory  to  the  initial  procedures,  other 
measures  may  be  taken  to  lower  serum 
calcium.  Calcitonin  (Calcimar®),  mithramycin 
(Mithracin®),  or  corticosteroids  may  be  used 
to  decrease  calcium  movement  from  bone  to 
extracellular  fluid,  but  usually  none  of  these 
are  necessary.  Calcium  intake  should  be 
decreased  and  oral  and/or  parenteral  inorganic 
phosphate  may  be  given  as  needed.  Obviously, 
the  ultimate  goal  is  to  correct  the  primary 
cause.  In  the  case  of  Milk-Alkali  Syndrome 
discontinuation  of  excess  milk  and  absorbable 
alkali  usually  proves  sufficient.  The  antacids 


which  typically  contribute  to  Milk-Alkali  Syn- 
drome contain  sodium  bicarbonate  and  cal- 
cium carbonate  as  their  primary  alkali.  While 
very  effective  in  acid  neutralization,  sodium 
bicarbonate  and  calcium  carbonate  are  well 
absorbed  and  thus  contribute  to  Milk-Alkali 
syndrome,  rebound  hyperacidity,  metabolic 
alkalosis,  and  renal  impairment.  Although  not 
as  effective  an  antacid  as  soluble  alkali, 
aluminum  hydroxide,  aluminum  phosphate, 
and  magnesium  hydroxide  are  less  likely  to 
contribute  to  systemic  effects  of  alkalosis 
because  of  their  poor  intestinal  absorption. 

Summary7 

Milk- Alkali  Syndrome  is  an  unusual  cause  of 
hypercalcemia.  Excessive  intake  of  milk  and 
absorbable  alkali,  particularly  in  conjunction 
with  impaired  urinary  excretion,  may  result  in 
symptomatic  hypercalcemia  without  hypo- 
phosphatemia or  hypercalciuria.  Symptomatic 
treatment  of  increased  calcium  with  elimina- 
tion of  excessive  milk  and  alkali  intake  usually 
leads  to  prompt  improvement  and  avoidance 
of  a potentially  lethal  situation. 
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HISTORY  OF  MEDICINE: 

Treatment  at  the  Nebraska  Asylum 
for  the  Insane  a Century  Ago 


WITH  the  formation  of  an  or- 
ganized state  on  March  1, 
1867,  Nebraska  was  faced  with 
many  tasks,  one  of  which  was  the  need  to  take 
care  of  its  mentally  ill.  The  first  structure  to  be 
built  for  that  purpose  was  the  Nebraska 
Asylum  for  the  Insane  in  Lincoln.  Unfortunate- 
ly, shortly  after  completion  on  April  17,  1871, 
the  building  burned  down  under  suspicious 
circumstances  but  was  quickly  replaced  through 
emergency  funds  lent  by  the  city  of  Lincoln. 

By  1887  the  replacement  building  had  been 
considerably  expanded.  The  quiet  and  orderly 
patients  were  generally  on  the  ground  floor  and 
lower  stories,  while  the  more  excited  patients 
were  housed  on  the  upper  floors,  the  fourth 
floor  housing  the  particularly  turbulent  and 
destructive. 

Bedrooms  were  provided  with  bedsteads 
about  four  and  a half  feet  wide  with  wire 
springs  and  mattresses  of  hair.  Two  patients 
occupied  one  bed  if  the  superintendent  saw  no 
reason  to  direct  otherwise.  Over  and  under  the 
doors  was  an  open  space  for  ventilation.  The 
windows  were  provided  with  iron  bars.  Outside 
were  separate  airing  courts  for  men  and 
women  with  high  wooden  fences  and  shrubs. 
Visiting  was  allowed  for  one-half  day  per  week. 
Nebraska  law  prohibited  any  mistreatment  of 
inmates  and  censorship  of  mail.10  Despite 
various  shortcomings  cited  by  several  biennial 
reports  of  the  superintendents,  J.  Sterling 
Morton  summarizes  conditions: 

“Nebraska  provides  for  all  her  insane  in  a 
generous  manner.  The  building  is  com- 
modius,  the  grounds  pleasant  and  well  kept, 
and  in  a few  years  will  be  picturesque  and 
inviting.”5 

The  superintendent,  Dr.  Mathewson,  in 
1880,  felt  that  200  patients  were  all  that  any 
superintendent  could  see  every  day  and  attend 
to  properly.  He  felt  that  at  least  one-half  of  the 
cases  of  insanity  were  due  to  heredity,  and 
others  due  to  overwork  and  want  of  proper 
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food.  His  treatment  was  to  give  ample  food  and 
attend  to  the  bowels  and  stomach.  Importance 
was  placed  on  cleanliness  of  surroundings  and 
patients,  with  insistance  on  bathing  at  proper 
times  and  at  specified  water  temperatures. 

American  mental  health  treatment  in  the 
early  and  mid-1800’s  was  guided  by  the 
precepts  of  moral  treatment.  It  generally 
meant  gentle,  individualized  care  in  a small 
hospital  with  occupational  therapy,  religious 
exercises,  amusements  and  games,  kind  treat- 
ment and  a repudiation  of  threats  of  physical 
violence  with  an  infrequent  resort  to  mechani- 
cal restraint.  Emphasis  was  on  a regular  living 
regime,  a substantial,  though  simple  diet, 
cleanliness,  and  sports,  rejecting  the  idea  of 
confining  patients,  permitting  a high  degree  of 
freedom  about  the  grounds  and  on  unsuper- 
vised town  visits.  Thorough  examinations  of  all 
patients  were  required,  and  each  hospital  was 
to  have  a laboratory.3 

The  Lincoln  Asylum  put  into  effect  some  of 
these  precepts  as  shown  by  the  1886  Biennial 
Report  of  the  Superintendent.  The  superin- 
tendent refers  to  Sunday  afternoon  song 
services,  weekly  Saturday  evening  dances,  and 
the  available  books,  periodicals,  and  maga- 
zines in  the  library.  He  also  alludes  to  the 
purchase  of  many  new  pictures.  Christmas 
Eve  and  the  Fourth  of  July  warranted  special 
celebrations. 

Toward  the  end  of  the  century,  considera- 
tions of  order  and  efficiency  tended  to  limit 
the  degree  of  innovation  and  flexibility.  Moral 
treatment  was  institutionalized  and  forced  into 
a regular  and  predictable  pattern,  losing  its 
inner  spirit  and  drive.  An  intangible  change  in 
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the  atmosphere  at  the  hospital  occurred  away 
from  the  initial  high  ideals  and  altruistic  goals. 
An  increasing  belief  in  incurability  of  mental 
illness  and  therapeutic  pessimism  set  in.  As 
the  institution  grew,  the  superintendent  no 
longer  knew  every  patient,  leading  to  feelings 
of  loss  of  control  and  hesitancy  to  discharge 
patients.  Fear  of  potential  violence  increased 
as  more  and  more  criminally  insane,  prisoners 
from  penal  institutions,  and  the  maniacally 
violent  had  to  be  accepted.  Recreational  and 
work  programs  were  gradually  curtailed  to 
prevent  patients  from  eluding  attendants. 

As  noted  in  medical  records  of  1887  at  the 
Lincoln  Asylum,  most  of  the  medical  treatment 
was  given  en  masse,  with  little  variation  from 
one  patient  to  the  other.  Many  medicines  were 
purgatives  as  the  lower  intestines  of  “maniacs” 
were  considered  to  be  generally  loaded  and  in 
need  to  be  emptied  by  whatever  means 
available,  including  large  enemata  of  water, 
repeated  until  successful.  Tonics  were  given  to 
improve  the  general  condition  of  patients. 
Also,  there  was  much  reliance  on  narcotics 
such  as  morphine  and  opium  to  quiet  the 
patient  and  make  him  amenable  to  moral 
treatment.  Bed  rest,  good  nutrition,  comfort, 
and  absence  from  occupational  pressures  were 
thought  to  be  curative  (rest  cure). 

One  compound  dispensed  was  Elixir  Pur- 
gous,  a sweetened,  aromatic  alcoholic  prepara- 
tion of  the  tincture  of  jalap  used  as  “an 
agreeable,  fairly  reliable,  but  slowly  active 
purgative.”8  Rheum  or  rhubarb  was  used 
principally  as  a purgative,  stomachic,  and 
astringent.  It  would  cause  bowel  evacuation 
within  four  to  eight  hours.  It  was  usually 
prescribed  to  “remove  irritant  material  from 
the  bowel.”8  It  was  also  used  with  an  antacid 
for  mild  attacks  of  indigestion  from  over- 
indulgence  besides  being  helpful  for  hemor- 
roids  due  to  constipation.  Potassium  Bromide 
was  given  every  one  to  two  hours  until  sleep 
would  occur.  It  was  described  as  “very  good  for 
hysterical  and  maniacal  wakefulness.”  It  was 
also  administered  with  narcotics  for  insanity 
with  excitement  and  insomnia.9  Ferric  Chlor- 
ide solution  was  applied  locally  as  a styptic  in 
controlling  bleeding  after  extraction  of  teeth, 
tonsils,  or  after  application  of  leeches.9  In 
tincture  form  it  was  used  as  a hematinic. 
Essence  of  Calesaya  Bark  served  as  a febrifuge 
and  tonic  in  the  treatment  of  malaria  and  lack 


of  appetite.7  Calomel  acted  as  a diuretic  and 
purgative.6  In  larger  doses,  it  was  used  as  a 
sedative.7  Compound  Tincture  of  Gentian  was 
helpful  to  increase  appetite  and  strengthen 
digestion.7  A beef  and  iron  wine  consisted 
essentially  of  the  juice  of  beef  when  cooked 
along  with  wine,  iron,  plus  some  cooked  beef 
blood.8  Wine  enjoyed  a number  of  obvious 
uses  and,  at  times,  malt  was  added  to  aid 
digestion. 

Other  substances  used  were  preparations  of 
phosphorus  as  a useful  adjuvant  to  iron. 
Strychnine  in  small  doses  served  as  a general 
tonic  to  the  vascular  nervous  system,  par- 
ticularly in  sluggishness  of  the  bowels.  Arsenic 
was  given  but  tended  to  irritate  the  stomach. 
Hydrochloric  acid  enjoyed  use  in  “fermenta- 
tive dyspepsia.”  Brandy  and  whisky  sometimes 
helped  promote  sleep  if  other  remedies  failed.2 

All  patients  were  entitled  to  equal  care, 
allowing  for  individual  needs.  Special  atten- 
dants were  permitted  if  paid  for  by  relatives  or 
friends.  Patients  at  the  state  hospital  were 
supported  by  the  government.  Hospital  rec- 
ords show  that  in  1873  the  weekly  cost  per 
patient  was  $10.36,  decreasing  to  $3.85  by  the 
year  1886. 4 No  statistical  material  is  available 
as  to  the  average  length  of  stay  in  various 
treatment  programs  or  patient  categories. 
However,  of  387  patients  admitted  during  the 
two  years  preceding  November  30,  1886,  149 
were  hospitalized  less  than  two  months;  65, 
two  to  five  months;  and  37,  five  to  nine  months. 

Immigrants  were  a large  class  of  unwelcome 
paupers  that  flooded  the  hospital.  Inadequate 
facilities  became  quickly  strained.  Weakened 
by  lengthy  journeys,  these  new  arrivals  were 
unusually  prone  to  febrile  illnesses,  nutritional 
deficiences,  and  alcoholism.  Several  reports  of 
superintendents  bespeak  the  bewilderment  of 
how  to  deal  with  these  presumably  illiterate, 
poverty  stricken  patients,  who  often  had  little 
command  of  the  English  language.  In  1886,  out 
of  387  patients,  222  were  native  born,  whereas 
165  were  foreign  born,  including  48  from 
Germany,  26  from  Ireland,  27  from  Sweden, 
and  one  from  as  far  away  as  Persia. 

Categorization  was  the  passion  of  late  19th 
Century  psychiatry,  as  patients  were  divided 
into  separate  wards  according  to  disease 
entities.  Nosological  studies  became  the  over- 
riding concern  in  an  effort  to  bring  order  into 
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the  chaos  of  cases  and  symptomatologies.  It 
was  expected  that  recognizable  and  distinct 
disease  entities  would  lead  to  specific  treat- 
ments. Individual  care  largely  was  subordi- 
nated to  mass  treatment  of  categories,  and 
idiosyncratic  symptoms  of  patients  tended  to 
be  ignored. 

Domestic  trouble,  disappointment  in  love, 
financial  trouble,  hepatic  dullness,  heredity, 
masturbation,  intemperance,  overwork,  over- 
study, religious  excitement,  sun  stroke,  saty- 
riasis, etc.  were  suspected  as  causes  of  mental 
illness.4  Diagnoses  were  listed  primarily  as 
variant  forms  of  mania,  e.g.,  acute,  sub-acute, 
chronic,  recurrent,  and  pure  paramania.  Cate- 
gories such  as  dementia,  general  paralysis,  and 
melancholia  appear  also.  After  the  opening  of 
the  Hastings  hospital  in  1889,  designed  to 
handle  those  incurably  insane,  physicians  at 
the  Lincoln  hospital  spent  much  time  in 
attempting  to  discriminate  between  those  few 
patients  who  were  curable  versus  the  many 
chronic,  incurable  patients.  The  indicators 
used  are  unclear  but  most  likely  the  duration 
of  the  illness  was  a deciding  factor.  Those 
determined  to  be  incurable  were  shipped  to 
Hastings  for  long-term  treatment. 

The  laws  of  Nebraska  stipulated  fairly 
precise  criteria  for  the  selection  of  a superin- 
tendent. He  had  to  be  a physician  of  knowl- 
edge, skill,  and  ability  in  his  profession,  and  be 
a graduate  of  a regular  medical  college. 
Superintendents,  frequently  chosen  from  with- 
in asylums,  isolated  from  the  rest  of  medicine, 
were  often  thought  to  be  inferior  and  less 
qualified  than  practitioners  outside.  While 
psychiatry  was  considered  a part  of  medicine, 
it  was  kept  in  a marginal  position.  The 
psychiatrist  was  primarily  a custodian,  rather 
than  a healer,  and  were  it  not  for  mental 
disturbances  apparently  due  to  physical 
causes,  the  alienist  would  have  had  no  contact 
with  his  fellow  physicians.1  In  the  1880’s  a 
pathologist  was  appointed  to  the  asylum  to 
conduct  research  on  a full-time  basis.  The 
supervising  board  realized  that  the  medical 
superintendents  had  already  acquired  a multi- 
plicity of  competing  roles  — they  were  held 
accountable  as  farmers,  stewards,  caterers, 
treasurers,  business  managers,  and  physicians. 


They  could  not  be  expected  to  be  scientists  as 
well. 

Even  during  its  early  years  the  asylum  was 
subject  to  considerable  public  controversy. 
Repeated  rumblings  of  neglect  and  mistreat- 
ment of  inmates  were  heard,  finally  leading  to 
formal  legislative  investigations  in  1883  and 
1885.  Even  though  the  accusations  were 
largely  substantiated,  the  superintendent  was 
personally  exonerated  and,  thus,  he  survived 
the  first  investigation.  The  second  investiga- 
tion added  to  the  charges  those  of  gross 
mismanagement  and  corruption  leading  to  the 
indictment  of  several  politicians  for  mis- 
demeanor in  office  and  to  criminal  trials  for 
businessmen.  The  superintendent  again  was 
personally  exculpated,  but  he  left  office  the 
next  year. 

Much  of  the  early  history  of  the  Nebraska 
Asylum  for  the  Insane  is  colorful  and  makes 
fascinating  reading.  Even  though,  according  to 
Edward  Gibbon,  history  may  be  little  more 
than  the  register  of  the  crimes,  follies,  and 
misfortunes  of  mankind,  a review  of  this  state’s 
early  efforts  to  provide  for  the  mentally  ill 
provides  much  evidence  of  ability  and  courage. 
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MEDICAL  SCHOOL  CORNER: 

Creighton  University  Department 
of  Pathology,  1981 


THE  Creighton  University  Depart- 
ment of  Pathology  is  presently 
in  the  process  of  reorganization. 
Robert  S.  Cox,  Jr.,  M.D.,  Ph.D.  joined  the 
faculty  as  Professor  and  Chairman  of  the 
Department  of  Pathology  in  November  1980. 
Dr.  Cox  is  primarily  a clinical  pathologist  and 
manager.  Dr.  Jack  Edland  from  Vanderbilt 
University  has  recently  been  recruited  to  be 
the  Chief  of  Anatomic  Pathology.  With  Dr. 
Edland  the  Department  consits  of  eight 
pathologists  and  four  Ph.D.s.  Dr.  Edland  is 
also  certified  and  has  extensive  experience  in 
forensic  pathology.  It  is  anticipated  that  it  will 
grow  to  approximately  ten  pathologists.  The 
major  thrusts  of  the  Department  are  the 
provision  of  Pathology  professional  services  to 
Saint  Joseph  Hospital,  the  teaching  of  Creigh- 
ton University  medical  students,  the  supervision 
of  a Pathology  residency  training  program  and 
a School  of  Medical  Technology,  and  the 
undertaking  of  investigational  activities.  The 
Saint  Joseph  Hospital  Laboratory  is  a new 
facility  of  22,000  sq.  ft.  and  employs  approxi- 
mately 120  full-time  equivalent  technologists, 
technicians,  phlebotomists,  and  clerks.  The 
annual  workload  is  approximately  8 Vi  million 
CAP  workload  units.  It  provides  a full-range  of 
clinical  and  anatomic  pathology'  services  in- 
cluding such  specialized  services  as  electron 
microscopy,  tissue  immunofluorescent  studies, 
radioimmunoassay,  therapeutic  drug  monitor- 
ing, cytogenetics,  diagnostic  virology,  my- 
cology, and  mycobacteriology.  The  laboratory 
works  in  close  coordination  with  the  Depart- 
ment of  Medical  Microbiology  under  Eugene 
Sanders,  M.D.  at  Creighton  University  in 
related  areas.  The  course  for  the  sophomore 
medical  students  runs  throughout  the  whole 
Sophomore  year  with  8 contact  hours  per 
week.  This  course  is  directed  by  William  J. 
Hunter,  M.D.  who  is  certified  in  anatomic  and 
clinical  pathology  as  well  as  blood  banking. 
Many  senior  students  take  elective  rotations  in 
pathology.  The  pathology  residency  program 
has  just  been  reviewed  and  reapproved  for  8 
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residents.  The  School  of  Medical  Technology 
is  run  in  coordination  with  the  Creighton 
University  School  of  Allied  Health  and  12 
students  are  trained  each  year.  The  present 
staffing  of  the  Pathology  Department  consists 
primarily  of  young  pathologists  and  the  De- 
partment has  grown  from  a staff  of  3 to  the 
present  8 in  the  last  four  years.  With  the 
service  and  teaching  goals  being  met,  an  active 
attempt  will  be  made  to  increase  the  investi- 
gational activities  of  the  department,  which  at 
present  are  quite  limited.  At  present  De- 
partmental members  are  pursuing  investiga- 
tive work  in  cancer  epidemiology,  cytology, 
cardiology,  and  clinical  chemistry. 

Not  only  does  the  Department  have  new  and 
modern  facilities  in  the  Medical  School  build- 
ing and  Saint  Joseph  Hospital,  but  it  is  very 
well-equipped.  It  has  both  scanning  and 
transmission  electron  microscopes  and  several 
excellent  fluorescent  microscopes.  It  also  has 
the  best  photomicroscopes  for  use  in  develop- 
ing teaching  materials. 

In  hematology,  under  Thomas  A.  Ruma, 
M.D.,  a Coulter-S  plus  2 and  an  automated 
differential  counter  (Coulter  Diff  3-50)  have 
just  been  procured  and  the  capabilities  of  these 
instruments  should  enhance  the  Laboratory’s 
capabilities. 

In  Chemistry,  under  Alden  F.  Kielhorn, 
M.D.,  the  Laboratory  has  a Technicon  SMAC, 
a Beckman  ASTRA-8,  a DuPont  ACA,  and 
has  recently  gotten  the  first  Roche  COBAS 
centrifugal  analyzer  in  the  area.  The  COBAS 
makes  possible  a wide  variety  of  tests  on  tiny 
sample  volumes  of  3 to  25  pi.  It  is  especially 
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suited  for  performing  EMIT  (enzyme  medi- 
ated immunoassay  techniques)  to  analyze  for 
many  drugs  and  other  substances  on  such  tiny 
samples.  A full  range  of  instrumentation  for 
radioimmunoassay  using  either  beta  or  gamma 
counting  is  available.  High  pressure  liquid 
chromatography  is  primarily  used  in  thera- 
peutic drug  monitoring  with  further  expansion 
into  gas-liquid  chromatographic  techniques 
and  toxicologic  screening  under  way. 

In  Microbiology  the  Bactec  has  recently 
been  put  into  use  which  allows  the  detection  of 
septicemia  in  hours  rather  than  days  by 
detecting  small  amounts  of  radioactive 
released  by  the  growing  bacteria.  A full  scope 
of  diagnostic  microbiology  is  offered  including 
parasitology,  mycology,  mycobacteriology 
(TB),  virology,  phase  typing  and  anaerobic 
bacteriology.  Clostridium  difficile  toxin  deter- 
minations are  offered  on  stool  to  assist  in  the 
diagnosis  of  antibiotic-associated  pseudo- 
membranous colitis. 

The  Department  also  provides  the  profes- 
sional staffing  for  the  Creighton  Pathology 
Associates  Reference  Laboratory  owned  and 
operated  by  the  University.  It  is  located  in  the 
Dental  School  building  and  is  licensed  and 
approved  as  an  Independent  Laboratory.  It 
provides  screening  and  outpatient  laboratory 
services  to  the  Creighton  University  Health 
Professions  Center  outpatient  clinics  and  to  a 
number  of  physicians  offices  and  nursing 
homes  in  eastern  Nebraska  and  western  Iowa. 
It  also  supports  some  small  outlying  hospitals 
with  pathology  professional  service  coverage 
and  consultation  and  laboratory  support. 

The  Department  is  attempting  to  expand  its 
community  participation  and  communication. 


The  contributed  clinical  faculty  appointments 
and  their  involvement  in  the  teaching  pro- 
grams is  being  reviewed  and  added  participa- 
tion is  a goal.  A monthly  liver  conference  is 
held  with  community  participation  invited, 
usually  on  the  second  Wednesday.  A con- 
ference for  presentation  and  discussion  of 
problem  surgical  pathology  cases  is  being  held 
with  community  participation  twice  a month. 
Throughout  the  year  a series  of  professional 
seminars,  accredited  for  physician  and  tech- 
nologist continuing  education  in  various  areas 
of  clinical  and  anatomic  pathology  have  been 
held  and  more  are  planned.  Recently  the 
Department  sponsored  an  all-day  symposium 
on  Immunofluorescence.  Another  on  Role  of 
Nonfermenting  Gram  Negative  Rods  in  Noso- 
comiosis  featuring  Henry  Isenberg,  Ph.D.,  an 
internationally  known  expert  in  the  field,  was 
held  on  May  14,  1981.  Monthly  accredited 
continuing  education  seminars  are  held  for 
technologists  within  the  Department.  Tele- 
vision seminars  are  sponsored  jointly  with  the 
Veterans  Administration  Medical  Center  and 
the  University  of  Nebraska  School  of  Medicine. 
The  latter  are  produced  either  at  Saint  Joseph 
Hospital  or  the  University  of  Nebraska  and  are 
shown  at  these  two  institutions,  Clarkson 
Hospital,  and  the  Veterans  Administration 
Hospitals  in  Omaha,  Lincoln,  and  Grand  Island 
with  two-way  participation,  except  at  Clarkson. 
This  program  is  funded  by  the  Veterans 
Administration  Medical  Center. 

The  Department  is  in  an  active  rebuilding 
phase  and  is  planning  to  offer  first  rate 
graduate  and  undergraduate  teaching  pro- 
grams, hospital  and  outpatient  laboratory 
services,  and  to  actively  participate  in  in- 
vestigational activities. 
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President's  Page 


This  is  my  last  President’s  Page.  For  some 
time  now,  I have  thought  about  what  I might 
say  before  joining  the  forgotten  ranks  of  Past 
Presidents.  I have  also  mused  about  the  length 
of  this  “finale,”  not  wanting  to  bore  the  reader 
too  much. 

Perhaps  the  simplest  and  best  solution  to 
this  quandry,  is  just  to  mention  some  of  the 
important  problems  facing  physicians  today  — 
as  I see  them  after  twenty-five  years  of 
involvement  in  organized  medicine,  politics, 
etc. 

Probably  the  first  thing  that  comes  to  mind 
is  the  rapidly  changing  pattern  of  health  care 
delivery.  The  day  is  long  gone  that  we 
physicians  can  sit  back,  relax,  and  go  on  our 
merry  way  practicing  as  we  have  in  the  past. 
Simple  fee-for-serviee  private  practice,  with  a 
simple,  individual  patient-physician  relation- 
ship is  disappearing.  There  are  many  reasons 
for  this:  1.)  Health  care  is  becoming  very 
expensive,  particularly  when  the  patient  is 
hospitalized,  and  specifically  when  the  illness 
is  serious  and/or  severe.  2.)  The  ever-increas- 
ing number  of  physicians  is  gradually  diluting 
the  patient  pool.  The  general  population  of  this 
country  is  not  increasing  as  rapidly  as  the 
physician  population.  3.)  Industry,  both  man- 
agement and  labor,  is  demanding  lower  costs 
from  physicians  and  hospitals.  4.)  Some  third- 
party  health  insurance  carriers  are  losing 
tremendous  amounts  of  money.  A few  are  even 
close  to  bankruptcy.  5.)  As  a result  of 
governmental  regulations,  controls,  and  poli- 
cies, including  federal,  state,  county  and  city, 
the  increased  cost  to  physicians  and  hospitals 
of  caring  for  patients  has  increased  tre- 
mendously over  the  past  two  decades. 

I should  at  this  point,  clarify  for  you  that  my 
remarks  do  not  necessarily  just  pertain  to 
Omaha  or  Lincoln,  Columbus  or  Hastings, 
West  Point  or  Wahoo,  or  Weeping  Water  or 
Dunning,  Nebraska.  They  represent  the  entire 
nation's  problems.  Granted,  some  areas,  such 
as  California  and  New  York,  are  different  than 
South  Dakota  and  Nebraska,  but  overall,  the 
American  physician  and  his  patients  are 
impacted  proportionately. 

“Competition”  and  “consumer  choice”  are 


the  by-words  in  this  new  ball  game.  More  and 
more  physicians  will  be  competing  in  different 
and  more  difficult  ways.  More  and  more  the 
consumer,  both  patient  and  employer,  is  going 
to  be  shopping  for  better  deals  in  health  care, 
and  dictating  policy  in  health  care. 

I must  agree  with  Victor  Fuchs,  a noted 
health  economist  from  Stanford,  who  addressed 
the  California  Medical  Association  at  their 
annual  convention  last  month.  Very  simply  and 
succintly,  he  stated,  “You  physicians  are  losing 
control  in  the  delivery’  of  health  care.”  He 
specifically  referred  more  to  medical  care 
(physician  services)  than  to  hospital  services. 
He  predicted  that  soon  hospitals,  health  care 
corporations,  HMO’s,  IPA’s,  large  clinics,  etc., 
would  be  in  control,  along  with  the  federal  and 
state  governments  who  already  pay  42C  of  the 
health  care  dollar.  When  health  care  costs 
reach  10%  of  the  gross  national  product  — and 
that  is  where  we  are  today  — you  have  a 
serious  problem  that  gets  everyone’s  attention. 
Over  the  past  five  years,  1977  to  1982, 
physicians’  services  rose  at  an  annual  rate  of 
9.9%.  The  “all  services”  index  of  the  CPI  rose 
at  11.6%.  Hospital  room  rates  in  contrast  rose 
at  a rate  of  16.5%  — the  past  12  months, 
hospital  rates  were  up  by  16.7%.  Physicians’ 
services  rose  11%  for  the  same  period.  The  all 
services  index  for  that  period  rose  12.6%.  It 
should  thus  be  obvious  that  physicians’  fees 
are  not  increasing  beyond  reason,  and  that  we 
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are  not  the  “culprits”  so  to  speak,  in  the  so- 
called  high  cost  of  health  care. 

Many  other  factors  are  behind  the  high  cost 
of  health  care  today,  notably  the  ever-increasing 
elderly  segment  of  our  population,  which 
requires  the  most  extensive  care.  The  in- 
creased cost  of  labor  and  supplies  (particularly 
the  new  technologic  machines  and  instruments) 
which  hospitals  must  purchase  are  just  one 
cause.  As  an  example,  an  up-to-date,  fully- 
staffed  and  equipped  intensive  care  unit  in  a 
major  urban  hospital  is  obviously  a very 
expensive  service.  However,  as  all  physicians 
are  acutely  aware,  “life”  really  has  no  price  tag. 
When  someone  is  critically  ill,  the  physician 
and  the  family  and  last  but  not  least  the 
patient  want  everything  possible  to  save  that 
life.  The  cost  incurred  by  hospitals  in  comply- 
ing with  federal  and  state  laws  and  regulations 
has  an  impact  — for  it  is  a simple  fact  that 
states  which  have  mandatory  hospital  rate 
controls,  continue  to  have  higher  costs  than 
those  without  such  controls. 

In  summary,  finding  the  answers  to  all  these 
problems,  and  coping  with  them  requires  that 
physicians  must  remain  united,  or  surely  we 
will  be  divided  and  conquered.  May  I repeat  an 
earlier  statement  that  I have  made  on  several 
occasions  — Nebraska  physicians  will  never 
change,  for  we  are  charged  with  delivering  the 
highest  quality  of  medical  care  at  the  lowest 


possible  cost  to  the  citizens  of  the  State  of 
Nebraska. 

I thank  you  for  the  privilege  of  having  served 
as  your  President  these  past  twelve  months.  I 
hope  I have  been  of  some  help  to  all  of  you  in 
some  small  way,  either  directly  or  indirectly,  in 
serving  you  through  the  Nebraska  Medical 
Association. 

I would  particularly  like  to  thank  the  Board 
of  Directors  and  the  various  Commissions  and 
their  Chairmen  who  have  performed  so  well 
these  past  twelve  months. 

Last  but  not  least  Ken  Neff  and  Bill 
Schellpeper  and  their  fine  staff  at  Head- 
quarters. Without  their  help,  this  job  could 
never  have  been  accomplished. 

I now  turn  the  position  over  with  confidence 
to  a good  friend,  a fine  physician,  and  I’m  sure 
to  be  a fine  president  — A1  Landers  of 
Scottsbluff. 

Never  “Good-bye”  but  just  “So  long  — I’ll 
see  you  later.” 

<E.  • ^ 

Carlyle  E.  Wilson,  Jr.,  M.D. 

President, 

Nebraska  Medical  Association 


Welcome  New  Members 


Rogelio  W.  Narvaez,  M.D. 
Rushville,  NE  69360 

Edgardo  Capot,  M.D. 

17th  & N Street 
Lincoln,  NE  68508 

Mark  R.  Hutchins,  M.D. 

120  Wedgewood  Drive,  Suite  A 
Lincoln,  NE  68510 

James  J.  Maly,  M.D. 

1701  K Street 
Lincoln,  NE  68508 


George  R.  Voigtlander,  M.D. 
Pawnee  City,  NE  68420 

Milo  V.  Anderson,  M.D. 

1835  East  Military 
Fremont,  NE  68025 

John  C.  Williams,  M.D. 

West  Nebraska  General  Hospital 
Scottsbluff,  NE  69361 

Denise  L.  Capek,  M.D. 

2300  South  16th  Street 
Lincoln,  NE  68502 
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Letter  to  the  Editor 


April  9,  1982 

A LETTER  TO  THE  EDITOR 
IN  MEMORY  OF 
DOCTOR  FRANK  COLE 

Organized  medicine  has  lost  a wonderful 
friend.  A pioneer  in  Anesthesiology  in  Lincoln, 
Doctor  Frank  Cole  will  be  missed  by  all  who 
knew  him.  He  was  an  outstanding  Editor  for 
the  NEBRASKA  MEDICAL  JOURNAL  for 


In  Memoriam 

Frank  Cole,  M.D.  — Dr.  Frank  Cole  died  on 
Sunday,  April  4,  at  the  age  of  72.  Funeral 
services  were  held  on  April  6. 

Dr.  Cole  served  as  chief  of  Anesthesiology  at 
Lincoln  General  Hospital  and  at  Lincoln’s 
Veterans  Administration  Hospital. 

He  was  Editor  of  the  Nebraska  Medical 
Journal  for  16  years,  writing  more  than  80 
medical  articles  and  hundreds  of  Editorials  in 
the  Journal.  Dr.  Cole  was  also  the  author  of 
three  books,  “Milestones  in  Anesthesia,” 
“Doctors  Shorthand,”  and  “Guide  to  Medical 
Reports.”  He  was  a member  of  the  American 
Medical  Writers  Association,  awarded  a fel- 
lowship in  the  association  in  1967,  and  was  a 
diplomat  in  the  Pan-American  Medical  As- 
sociation. 

Dr.  Cole  graduated  from  Yale  University 
and  received  his  medical  degree  from  the  Long 
Island  College  of  Medicine  in  1934.  He  was 
born  in  New  Haven,  Connecticut,  and  was  a 
member  of  the  Congregation  B’nai  Jeshurun 
South  Street  Temple. 

Dr.  Cole  was  a member  of  Lincoln  Mensa 
and  was  elected  its  president  in  1974.  He  was 
given  the  Distinguished  Service  Award  in  1978 
by  the  University  of  Nebraska  Medical  Center, 
and  was  on  the  volunteer  faculty  for  the  NU 
College  of  Medicine. 

Survivors  include  his  sons,  Tom  of  Lincoln, 
Jim  of  Arlington,  VA;  daughter,  Jill,  of  Seattle; 
sister,  Bernice  Cohen  of  West  Haven,  CN;  and 
four  grandchildren. 


16  years.  As  Editor,  Dr.  Cole  won  many  awards 
and  national  recognition.  He  was  an  honest, 
sincere  and  brilliant  man  with  an  unusual  dry, 
pleasant  sense  of  humor. 

We  Nebraska  colleagues  are  richer  for 
having  known  him. 

Russell  L.  Gorthey,  M.D. 

L.  Dwight  Cherry,  M.D. 


George  R.  Underwood,  M.D.  (September  13, 
1905  - March  9,  1982)  — Director,  Lincoln- 
Lancaster  County  Health  Department  and 
Chairman  of  NMA’s  Public  Health  Commit- 
tee. Medical  Specialty:  Public  Health.  Dr. 
Underwood  was  a 1930  graduate  of  Loma 
Linda  College  of  Medicine  and  served  his 
internship  at  Lincoln  General  Hospital.  He 
was  a member  of  the  Lancaster  County 
Medical  Society,  the  NMA  and  AMA.  Dr. 
Underwood  is  survived  by  his  wife,  two  sons, 
and  three  grandchildren. 


James  C.  Maly,  M.D.  (September  7,  1923  - 
March  15,  1982)  — Chief  of  Staff  of  the 
Fullerton  Memorial  Hospital.  Medical 
Specialty:  Family  Practice.  Dr.  Maly  was  a 
1946  graduate  of  Creighton  University 
School  of  Medicine  and  practiced  medicine 
for  32  years  in  Fullerton.  Known  for  his 
humanitarian  efforts  in  South  America,  Dr. 
Maly  received  Creighton  University’s  1967 
Alumni  Achievement  Award.  He  also  received 
a special  Humanitarian  Award  from  the 
Nebraska  Blue  Cross/Blue  Shield,  and  the 
Ak-Sar-Ben  Good  Neighbor  citation.  He  was 
a member  of  the  Nance  County  Medical 
Society,  the  NMA,  AMA,  AAFP,  and  the 
Flying  Physicians  Association.  Dr.  Maly  is 
survived  by  his  wife,  three  sons,  three 
daughters,  five  grandchildren,  three  broth- 
ers and  five  sisters. 
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Coming  Meetings 


CONTINUING  MEDICAL  EDUCATION 
COURSES 

UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 
CENTER  FOR  CONTINUING 
EDUCATION 

MAY 

“10TH  ANNUAL  FAMILY  PRACTICE  RE- 
VIEW” — May  10-21,  1982,  Center  for 
Continuing  Education,  Omaha,  Nebraska. 

“OBSTETRICS”  — May  19,  1982,  Holiday 
Inn,  Hastings,  Nebraska. 

JUNE 

“SPRING  PATHOLOGY”  — Date  to  be 
announced,  Center  for  Continuing  Educa- 
tion, Omaha,  Nebraska. 

SEPTEMBER 

“EMERGENCY  MEDICINE  REVIEW”  — 
Sept.  13-18,  1982,  Center  for  Continuing 
Education,  Omaha,  Nebraska. 

“ADVANCED  TRAUMA  LIFE  SUPPORT” 
— Sept.  20-21,  1982,  Center  for  Continuing 
Education,  Omaha,  Nebraska. 

For  specific  information  about  courses, 

contact  Marge  Adey  or  Roxanne  Pankonin, 

Center  for  Continuing  Education,  (402)  559- 

4152. 

* 

CREIGHTON  UNIVERSITY  SCHOOL 
OF  MEDICINE 

MAY 

“PRACTICAL  CARDIOLOGY  FOR  THE 

FAMILY  PHYSICIAN  — May  12-14,  1982, 

Omaha,  Nebraska. 

“SURGERY  UPDATE  1982”  - May  12-14, 
1982,  Omaha,  Nebraska. 

“FAMILY  MEDICINE  UPDATE”  — May  21- 
23,  1982,  Okoboji,  Iowa. 


* 

NEBRASKA  MEDICAL  ASSOCIATION  — 
Annual  Session,  April  30  - May  3,  1982, 
Omaha  Marriott,  Omaha,  Nebraska. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Annual  Business  Meeting  — May  1,  1982, 
in  conjunction  with  NMA  meeting,  4:30 
p.m.,  Marriott  Hotel,  Omaha.  All  alumni 
invited. 


Ill  NATIONAL  CONFERENCE  ON  EMO- 
TIONAL STRESS  AND  CARDIOVASCU- 
LAR DISEASE  — April  30,  May  1 & 2, 
1982.  St,  John’s  Inn,  Myrtle  Beach,  South 
Carolina.  Sponsor:  American  Heart  Associa- 
tion, South  Carolina  Affiliate,  P.O.  Box 
6604,  Columbia,  SC  29260. 


TWENTY-SIXTH  ANNUAL  POSTGRAD- 
UATE COURSE  ON  FRACTURES  AND 
OTHER  TRAUMA  — Sponsored  by  the 
Chicago  Committee  on  Trauma  of  the 
American  College  of  Surgeons,  will  be  held 
on  May  12,  13,  14,  1982.  Speaker  will  be  Dr. 
Charles  C.  Edwards,  Chief  of  Orthopaedics, 
University  of  Maryland,  Baltimore.  He  is  a 
world  renowned  authority  on  the  multiply 
injured  patient.  In  1982  we  will  return  to  our 
original  location  instead  of  a hotel  — the 
historic  John  B.  Murphy  Auditorium,  Ameri- 
can College  of  Surgeons,  55  East  Erie, 
Chicago.  For  further  information  contact: 
Executive  Secretary:  Mrs.  Lillian  Husa, 
11255  West  74th  Street,  Burr  Ridge,  Illinois 
60525,  246-3788 


SEMINARS  IN  CARDIOLOGY  ’82  — New 
Approaches  in  the  Treatment  of  Acute 
Myocardial  Infarction,  May  15,  1982, 

Lincoln  Hilton  Hotel,  149  North  Ninth 
Street,  Lincoln,  Nebraska.  Presented  by 
American  Heart  Association,  Nebraska  Af- 
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filiate,  215  Centennial  Mall  South,  Room 
208,  Lincoln,  Nebraska  68508 

THE  SECOND  ANNUAL  J.  JAY  KEEGAN 
MEMORIAL  LECTURE  of  the  Department 
of  Neurosurgery,  University  of  Nebraska 
College  of  Medicine  will  be  given  on  May  19, 
1982,  at  7:30  p.m.  at  the  Center  for  Con- 
tinuing Education.  Lecturer  will  be  Dr.  W. 
Kemp  Clark.  The  title  of  the  lecture  is, 
“Herniated  Lumbar  Discs,  Current  Con- 
cepts and  Thoughts.” 

MIDWEST  CONFERENCE  ON  HEALTH 
CARE  IN  THE  ELDERLY  — Fifth  Annual 
Meeting,  May  21-22,  1982.  Sponsored  by 
the  University  of  Iowa  College  of  Medicine, 
Departments  of  Internal  Medicine  and 
Family  Practice,  and  the  Iowa  Gerontology 
Project.  Two-day  meeting  of  varied  pre- 
sentations of  many  aspects  of  geriatric 
medicine.  AMA  Category  1 credit,  15.5 
hours.  For  additional  information:  Ian  M. 
Smith,  M.D.,  Department  of  Internal  Medi- 
cine, University  of  Iowa  Hospitals,  Iowa 
City,  Iowa  52242,  phone  (319)  356-2727. 

THE  FIFTH  ANNUAL  BLACK  HILLS 
SEMINAR  ON  ADVANCES  IN  CLINICAL 
PEDIATRICS  — June  16-18,  1982,  at 
Sylvan  Lake  Resort,  Custer,  South  Dakota, 
sponsored  by  the  Department  of  Pediatrics 
and  Adolescent  Medicine,  University  of 
South  Dakota  School  of  Medicine.  Guest 
faculty  include  Drs.  Hugh  Moffett,  Jane 
Schaller,  Sylvan  Stool  and  William  Strong. 
For  complete  conference  information  con- 
tact: Lawrence  R.  Wellman,  M.D.,  Program 
Coordinator,  Department  of  Pediatrics,  Uni- 
versity of  South  Dakota,  School  of  Medicine, 
1100  S.  Euclid,  Sioux  Falls,  South  Dakota 
57117-5039,  605-339-6578. 

AMERICAN  MEDICAL  ASSOCIATION 
Annual  Meeting,  June  13-17,  1982,  Chicago, 
Illinois. 

1982  AMERICAN  HEART  ASSOCIATION, 
NEBRASKA  AFFILIATE  SCIENTIFIC 
SESSIONS  — June  18,  1982,  Holiday  Inn  - 
Midtown,  Grand  Island,  NE  68801 

NEBRASKA  MEDICAL  ASSOCIATION 
1982  Fall  Session  — September  9-11, 
1982. 


SEVENTH  ANNUAL  INTERNATIONAL 
BODY  IMAGING  CONFERENCE  — 

The  Seventh  Annual  International  Body 
Imaging  Conference  will  be  held  at  the 
Sheraton  Royal  Waikoloa  Hotel  in  Kona, 
Hawaii,  October  9-17,  1982  with  formal 
conference  sessions  October  10-14,  1982.  The 
conference  offers  approximately  28  Category  I 
ACR  credits  and  will  present  to  the  participant 
a correlated  approach  to  the  principles,  indica- 
tions, uses,  interpretations  and  results  ob- 
tained with  computed  tomography,  ultra- 
sonography, nuclear  imaging,  nuclear  magnetic 
resonance  and  digital  radiography.  A one-half 
day  symposium  on  NMR  imaging  is  planned. 
Course  participation  by  practicing  imaging 
physicians,  residents,  technologists  and  cor- 
porate personnel  is  encouraged. 

Course  faculty  will  include  Roy  Filly,  M.D., 
Chief,  Section  of  Diagnostic  Ultrasound,  Uni- 
versity of  California  at  San  Francisco;  Robert 
R.  Hattery,  M.D.,  Chairman,  Department  of 
Diagnostic  Radiology,  Mayo  Clinic,  Rochester, 
MN;  Michael  Johnson,  M.D.,  Associate  Pro- 
fessor of  Diagnostic  Radiology,  Director,  Divi- 
sion of  Diagnostic  Ultrasound,  University  of 
Colorado  Health  Sciences  Center,  Denver, 
CO;  William  Klingensmith,  M.D.,  Nuclear 
Medicine  Division,  University  of  Colorado 
Health  Sciences  Center,  Denver,  CO;  George 
Leopold,  M.D.,  Professor  of  Radiology,  Di- 
rector of  Diagnostic  Ultrasound,  University  of 
California  Medical  Center,  San  Diego,  CA; 
Angelo  Lurus,  M.D.,  Chairman,  Department  of 
Radiology,  Holy  Family  Hospital,  Spokane, 
WA;  Larry  Mack,  M.D.,  Director  of  Ultra- 
sound and  CT,  Harborview  Hospital,  Uni- 
versity of  Washington,  Seattle,  WA:  F. 

David  Rollo,  M.D.,  Ph.D.,  Professor  of  Radi- 
ology, Vanderbilt  University  Medical  Center, 
Nashville,  TN,  Vice  President  for  Medical 
Affairs,  Humana,  Inc.,  Louisville,  KY. 

Conference  Registration  Limited:  $385. 
Residents  and  Technologists  $295  with  letter. 
Address  registration  and  inquiries  to:  Con- 
ference Secretary,  Seventh  Annual  Interna- 
tional Body  Imaging  Conference,  Department 
of  Radiology,  West  Park  Hospital,  22141 
Roscoe  Blvd.,  Canoga  Park,  CA  91304.  Tele- 
phone: (213)  340-0580  ext.  280. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Interim  Meeting,  December  5-8,  1982, 

Miami  Beach,  Florida. 
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WashingtoNotes 

(Continued  from  page  16A) 


new  AMA  policy,  the  spokesmen  said  the  AMA 
intends  to  take  the  initiative  to  evaluate  long- 
term health  policies  that  will  provide  proper 
case  for  our  citizens  within  the  available 
national  resources.  “The  AMA  will  hand  down 
recommendations  on  both  long-term  and 
short-term  health  care  problems. 

“ — There  should  be  no  sacred  programs  — a 
primary  goal  should  be  meeting  the  needs 
through  governmental  resources  of  those  not 
able  to  provide  for  themselves.” 

“ — The  answers  to  our  health  problems  are 
not  to  be  found  in  arbitrary  caps,  in  inequitable 
benefit  reductions,  in  arbitrary  cost  shifting  or 
in  quick  fix  expediency  — solutions  will  be 
found  only  when  all  interested  parties  par- 
ticipate in  a basic  restructuring  of  federal 
programs. 

“ — A first  step  might  be  to  place  health 
matters  within  a distinct  Department  of 
Health,  both  at  the  federal  and  state  levels  — 
health  care  is  too  important  to  be  placed  within 
a cabinet  department  that  has  a major  share  of 
its  activity  devoted  to  welfare. 

“ — The  AMA  is  committed  to  an  economy 
characterized  by  strong,  real  growth  and 
reaching  this  goal  is  necessary  to  ensure  a 
quality  living  standard  for  everyone,”  the  AMA 
witnesses  said. 

Some  20  health  related  and  insurance 
organizations  appeared  before  the  House  and 
Senate  committees,  each  limited  to  a five 
minute  oral  presentation.  Most  of  the  wit- 
nesses and  a number  of  representatives  and 
senators  were  hostile  to  the  Administration’s 
proposal  for  a flat  two  percent  across-the- 
board  cut  in  Medicare  hospital  reimburse- 
ment. 

* * * 

The  federal  health  planning  program  is  a 
classic  example  of  the  pitfalls  encountered  in  a 
federal  regulatory  approach  to  dealing  with 
local  problems,  the  AMA  has  told  Congress. 

The  program  has  failed  and  should  be  wiped 
from  the  statute  books,  said  Fred  Rainey, 


M.D.,  Chairman  of  the  AMA’s  Council  on 
Legislation.  Dr.  Rainey  told  the  House  Com- 
merce Subcommittee  on  Health  that  not  only 
should  funding  be  terminated  but  the  law  must 
be  repealed.  Otherwise,  he  noted,  states  would 
have  to  continue  Certificate-of-Need  (CON) 
programs  or  face  federal  sanctions  including 
the  cutting-off  of  public  health  funds. 

Planning  has  been  unpopular  and  contro- 
versial from  the  start  seven  years  ago,  Dr. 
Rainey  said.  The  program  overrides  the 
special  needs  and  circumstances  of  states  and 
localities,  imposes  a network  of  bureaucratic 
entities,  carries  excessive  and  expensive 
paperwork  requirements,  and  shifts  policies 
and  directions  so  frequently  “that  those  who 
want  to  comply  with  the  law  are  continually 
uncertain  of  their  opportunities  and  obliga- 
tions,” the  AMA  official  testified. 

The  subcommittee,  headed  by  Rep.  Henry 
Waxman  (D-CA),  is  considering  the  Adminis- 
tration’s proposal  to  terminate  funding  for 
planning  and  counter-proposals  to  keep  plan- 
ning alive. 

Dr.  Rainey  said  that  as  planning  evolved 
over  the  years,  federal  officials  became  less 
concerned  with  the  original  goal  of  “access  to 
quality  care,”  and  more  concerned  with  cost 
reduction.  However,  the  program  has  also 
failed  in  this  regard,  he  said.  There  is  evidence 
that  the  certificate-of-need  process  actually 
adds  to  health  care  costs  “because  of  the 
expense  of  preparing  CON  applications  and 
appealing  negative  CON  decisions  and  the 
greater  costs  of  construction  resulting  from 
delays  in  the  CON  process,”  he  said. 

Another  AMA  witness,  Lonnie  Bristow, 
M.D.,  a member  of  the  AMA  Council  on 
Medical  Service,  said  new  voluntary  health 
planning  initiatives  are  emerging  that  “are 
intended  to  address  community  needs  and  are 
supported  by  the  community.” 

Dr.  Bristow  said  more  than  70  coalitions 
involving  business,  labor,  medicine,  institu- 
tions and  insurance  carriers  are  now  operating. 
Their  activities  embrace  various  elements  of 
health  planning. 
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New  initiatives  are  occurring  voluntarily 
across  the  nation.  “As  federal  involvement  in 
health  planning  diminishes,  we  believe  these 
positive  efforts  will  gain  greater  momentum,” 
Dr.  Bristow  told  the  subcommittee. 

“When  these  initiatives  are  encouraged, 
there  will  be  increased  efficiency  with  greater 
emphasis  on  the  prevention,  early  intervention 
and  treatment  of  chronic  health  problems 
which  will  result  in  more  cost-effective  health 
delivery  programs,”  the  AMA  spokesman  said. 

Rep.  Waxman  opened  the  hearing  with  a 
plea  for  continuation  of  the  planning  program, 
contending  that  it  has  restrained  the  growth  of 
health  spending.  Among  organizations  sup- 
porting the  program  were  the  American  Health 
Planning  Association,  the  Hospital  Association 
of  New  York  State,  and  the  American  College 
of  Physicians. 

Rep.  Richard  Shelby  (D-AL),  a subcommit- 
tee member,  has  introduced  legislation  to 
phase  out  the  program.  He  said  the  crackdown 
by  planners  on  CAT  scanners  “is  a classic  case 
of  the  pitfalls  of  federal  regulation”  and  the 
“planners  were  proved  wrong.” 

Rep.  Edward  Madigan  (R-IL)  is  drafting  a 
bill  that  would  keep  planning  alive  with 
reduced  funds  and  with  less  federal  regulation. 

* * * 

The  Administration’s  proposal  to  deny 
medical  students’  participation  in  the  Guaran- 
teed Student  Loan  (GSL)  program  “will  have  a 
drastic  effect  upon  the  future  financing  of 
medical  education,”  the  AMA  has  told  Con- 
gress. 

Elimination  of  the  loan  program  would 
remove  about  $190  million  in  aid  that  was  used 
by  more  than  40,000  medical  students  during 
the  last  academic  year,  the  AMA  said  in  a 
statement  to  the  House  Appropriations  Sub- 
committee on  Health. 

“Access  to  medical  education  must  not  be 
allowed  to  become  limited  on  the  basis  of 
individual  family  income,”  wrote  James  Sam- 
mons, M.D.,  AMA  Executive  Vice  President. 
“We  are  very  concerned  that  limiting  GSL 
availability  to  only  undergraduate  students 
would  be  a most  significant  step  toward 
limiting  access  to  a medical  education,"  said 
Dr.  Sammons. 


The  loan  program  accounts  for  almost  one- 
half  the  total  amount  of  financial  aid  available 
to  medical  students,  the  AMA  noted. 

With  other  sources  of  student  aid  shrinking, 
“we  are  very  concerned  that  the  additional 
elimination  of  $190  million  in  GSL  program 
funds  at  a time  when  the  availability  of  loan 
funds  at  any  interest  rate  are  being  constricted 
will  leave  many  qualified  medical  students 
facing  increasing  educational  costs  with  no 
avenue  for  financial  assistance,”  said  the 
AMA. 

Dr.  Sammons  concluded: 

“The  future  health  of  this  nation  is  largely 
dependent  upon  our  medical  schools  being 
able  to  attract  the  most  qualified  students. 
Elimination  of  GSL  program  participation  by 
medical  students  could  cause  some  of  these 
students  to  alter  their  career  choices.  We 
strongly  urge  the  committee  to  reject  the 
proposal  that  will  eliminate  this  vital  source  of 
financial  aid  to  so  many  students." 

* * * 

The  AMA  has  backed  more  explicit  health 
warnings  on  cigarette  packages  and  in  adver- 
tisements. 

In  a statement  to  the  House  Commerce 
Subcommittee  on  Health,  the  AMA  also  said 
the  effectiveness  of  rotating  health  warning 
labels  should  be  evaluated  after  a time  for 
effectiveness. 

The  AMA  also  told  the  House  Subcommit- 
tee that  it  is  developing  an  audiovisual 
presentation  on  how  to  quit  smoking  that  will 
soon  be  available  for  physicians  to  use  in 
assisting  patients  who  wish  to  quit  smoking. 

* * * 

Declaring  that  the  Clean  Air  Act  has  done 
much  to  improve  the  overall  quality  of  our  air, 
the  AMA  has  urged  Congress  to  reauthorize 
the  program. 

“While  it  is  clear  that  progress  is  being  made 
nationally  to  improve  air  quality,  the  need 
remains  for  a sustained  program  to  provide  for 
continued  efforts,”  the  AMA  said  in  a state- 
ment to  the  Senate  Public  Works  Committee. 
“We  strongly  support  a continuation  of  the  Act 
. . . Our  primary  concern  remains  the  effect  of 
the  legislation  on  public  health.” 
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Discussing  specific  provisions,  the  AMA 
said  provisions  in  existing  law  requiring 
standards  “allowing  an  adequate  margin  for 
safety”  should  be  retained.  Extensions  or 
waivers  for  areas  that  cannot  comply  with  the 
national  primary  ambient  air  quality  standards 
by  the  end  of  the  year  should  be  sparingly 
granted  on  a case-by-case  basis,  according  to 
the  AMA. 

Current  sanctions  such  as  withholding  of 
highway  funds  and  sewage  treatment  grants 
are  “inappropriate”  and  should  be  eliminated, 
the  AMA  said. 

Strict  restrictions  on  new  emission  sources 
are  required,  and  there  should  be  continued 
protection  of  pristine  areas  from  significant  air 
quality  deterioration  by  requiring  strict,  but 
reasonable,  emission  limitations  for  new 
sources,  the  AMA  stated. 

The  AMA  said  it  “cannot,  at  this  time, 
support  relaxing  of  emission  standards  for 
motor  vehicles.  If  appropriate  peer-reviewed 
scientific  data  demonstrate  that  the  limitations 
are  not  required  to  protect  the  public  health 
we  could  endorse  relaxations.” 

* * * 

President  Reagan  has  not  made  a final 
decision  on  the  shape  of  the  pro-competition 
national  health  plan  due  to  be  presented 
Congress  soon,  according  to  Health  and 
Human  Services  Secretary  Richard  Schweiker. 

Schweiker  questioned  the  accuracy  of  a 
published  report  (the  New  York  Times)  that 
said  the  Administration  had  abandoned  major 
elements  of  the  competition  plan,  including 
placing  a ceiling  on  the  amount  of  private 
health  insurance  premium  costs  that  busi- 
nesses can  deduct.  However,  the  HHS  official, 
addressing  a group  of  reporters  at  a luncheon 
of  the  Washington  Journalism  Center,  did  not 
flatly  deny  the  news  story. 

Changes  have  been  made  and  will  be  made 
in  the  plan  until  the  President  makes  the  final 
sign-off,  said  Schweiker. 

* * * 

As  much  as  one  half  of  all  the  processed 
foods  regulated  by  the  Food  and  Drug 
Administration  (FDA)  will  have  sodium  label- 


ing by  year’s  end  as  a result  of  the  voluntary 
campaign  by  the  FDA,  health  educators  and 
the  food  industry. 

Arthur  Hull  Hayes,  M.D.,  FDA  Commis- 
sioner told  the  AMA  Conference  on  Sodium 
Labeling  that  some  of  the  nation’s  leading 
manufacturers  have  made  labeling  commit- 
ments. These  include  General  Foods,  Del 
Monte,  Procter  and  Gamble,  Frito-Lay,  General 
Mills,  Best  Foods,  Quaker  Oats  and  Campbell 
Soup  Company. 

“We’ve  come  a long  way  in  the  past  eleven 
months,”  said  Dr.  Hayes,  “but  we  would  be 
deluding  ourselves  if  we  thought  that  this 
program  is  anything  but  a beginning.” 

The  FDA  chief  said  that  by  sponsoring  the 
Washington  conference,  the  AMA  “has  again 
demonstrated  its  leadership  role  in  encourag- 
ing the  availability  of  more  information  about 
sodium,”  He  noted  the  AMA  has  been  actively 
engaged  in  addressing  public  health  concerns 
involving  sodium,  salt  and  hypertension,  in- 
cluding a symposium  in  1978. 

The  FDA  currently  is  developing  proposed 
regulations  that  would  require  that  sodium  be 
part  of  the  standard  nutrition  label.  A manda- 
tory requirement  for  labeling  is  a possibility, 
but  Dr.  Hayes  said  that  will  be  decided  later 
after  receiving  comments  from  participants  in 
conferences  such  as  the  AMA  meeting  and 
after  assessing  the  results  of  the  voluntary 
program. 

“We  would  consider  legislation  to  mandate 
virtually  universal  sodium  labeling  only  if  the 
voluntary  efforts  on  the  part  of  the  food 
industry  to  effect  sodium  reduction  and  more 
sodium  labeling  fail.” 

Lowell  Steen,  M.D.,  immediate  past  chair- 
man of  the  AMA  Board  of  Trustees  and 
chairman  of  the  conference,  said  that  maintain- 
ing moderate  dietary  sodium  restrictions  is 
difficult  without  labeling  information.  “A  cost- 
effective  system  of  sodium  labeling  would  be 
beneficial  to  both  patients  and  their  physicians 
and  thus  be  of  considerable  assistance  in  the 
medical  management  of  hypertension  as  well 
as  other  disorders  where  restriction  of  sodium 
may  be  required,”  Dr.  Steen  told  the  audience 
of  physicians,  federal  officials,  food  industry 
representatives,  dietitians,  etc. 

* * * 
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per  word  with  a minimum  of  S10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
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WANTED:  BC/BE  Internist,  General  Surgeon  to 
join  prepaid  and  FFS  group  of  seven  FP’s. 
Excellent  salary  and  fringes.  Send  resume:  Dr. 
Lucas,  17  & “N”,  Lincoln,  NE  68508;  Phone  (402) 
475-7000. 

PHYSICIAN  WANTED:  Live  the  good  life  in 
Dumont,  Iowa,  a prosperous,  clean,  safe,  family- 
oriented  community.  Excellent  family  practice 
opportunity  in  a 10-year-old  clinic.  Quality  recrea- 
tional, educational,  social,  religious,  and  civic 
opportunities  abound  here.  For  further  information 
contact  Brian  Kruse,  President,  Dumont  Commer- 
cial Club,  Box  306,  Dumont,  IA  50625  or  Randy 
Moad,  Dumont  Clinic,  Dumont,  IA  50625  or  phone 
(515)  857-3851  collect. 

PHYSICIAN:  We  have  an  opening  for  a full-time 
physician  to  work  in  our  health  services  section. 
Primary  responsibilities  will  be  in  the  health  care  of 
approximately  500-700  legal  offenders  at  the  new 
Nebraska  State  Penitentiary.  The  institution  is 
located  in  Lincoln,  Nebraska;  a very  progressive, 
clean  city  with  an  excellent  school  system.  Salary 
open  to  negotiaton;  excellent  state  benefits.  Submit 
applications  to:  Nebraska  Department  of  Correc- 
tional Services,  P.O.  Box  94661,  Lincoln,  NE 
68509.  Telephone  (402)  471-2654. 

PRACTICE  OPPORTUNITIES  - Health  Re- 
sources has  long-term  career  opportunities  and 
short-term  locum  tenems  positions  available. 
Please  send  CV  in  confidence  to:  Ron  Ham- 
merle,  Health  Resources,  Ltd.,  River  Road  Pro- 
fessional Bldg.,  Box  12220,  Kansas  City,  MO. 
64152.  (816)  587-0920. 

WOULD  YOU  SELL  YOUR  PRACTICE  FOR 
A YEAR'S  SALARY  OR  MORE?  Physicians  with 
an  established  practice  in  key  areas  can  receive 
excellent  returns  if  they  decide  to  sell  their 
practice.  For  more  information,  call  FirstCare,  Inc., 
816-587-1850. 

t NEW  MEDICAL  BUILDING  situated  4 blocks 
North  - West  of  Nebraska  Methodist  Hospital, 
Omaha,  office  space  of  1300  sq.  ft.  and  700  sq.  ft. 
Good  tax  benefits  for  owner  occupant.  Call  390- 
1244.  Mr.  Broadbent,  Manager. 

i FOR  SALE.  Burdick  EK5A  purchased  1979. 
Made  50  tracings.  $900,000  or  best  offer.  Ask 
about  other  equipment  you  may  need  — chairs, 
typewriters,  3M  copy  machine,  etc.  CONTACT:  L. 

G.  Bunting,  M.D.,  225  North  5th,  Hebron,  NE 
68370. 
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Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella-Entero- 
bacter,  Proteus  mirabilis.  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended  that 
initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note:  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  infection 
is  due  to  ampicillin-resistant  Haemophilus  influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  is  not  indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician’s 
judgment  it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  in  patients  9 months  to  16  years  of  age  who  were 
Immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus:  infants  less  than  2 months  of  age. 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  |aundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended;  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General : Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function.  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin;  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus. 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias:  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L.E.  phenomenon  Due  to  certain  chemical  similarities  to  some 
goitrogens.  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  Infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN . 


in  shigellosis... 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b.i.d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis. 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  childrens  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Bactrim 

succeeds 

in  recurrent  urinary  tract  infections’ 


from  site  to  source  Bactrim  DS 

„ 4 4 u „ 160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

Bactrim  continues  to  demonstrate  high  clinical  effec-  

tiveness  in  recurrent  urinary  tract  infections.  Bactrim  DOUBLE  STRENGTH  TABLETS 

reaches  effective  levels  in  urine,  serum,  and  renal 
tissue’ . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations1... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae12  with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH.  Swartz  MN:  N Engl  J Med  303  426- 432,  Aug  21,  1980.  2.  Data  on  file, 

Medical  Department,  Hoffmann-La  Roche  Inc. 


maximizes  results  with  B.I.1).  convenience 


* due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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following  address:  Alan  D.  Forker,  M.D.,  5505  Ellendale  Road,  Lincoln, 
Nebraska  68510.  The  manuscript  should  be  typewritten,  double-spaced,  on 
8V&  x 1 1 in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in 
the  right  upper  comer  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 
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volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
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numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate  sheets 
of  8V2  x 1 1 in.  paper.  Each  Table  should  have  a title.  Illustrations  should  be 
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black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send  original 
artwork.  Each  illustration  should  be  consecutively  numbered  and  cited  in 
the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
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Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
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WashingtoN otes 

The  American  Medical  Association  has 
urged  Congress  to  legislate  the  Federal  Trade 
Commission  out  of  the  business  of  regulating 
the  profession  of  medicine. 

The  “ultimate  loser”  as  a result  of  the  FTC’s 
present  activities  is  “the  patient  — the  men 
and  women  of  America  who  will  be  victimized 
by  the  practices  that  responsible  professionals 
are  trying  to  prevent  through  reasonable  self- 
regulation," said  Newton  Minow,  lawyer  for  the 
AMA  in  its  seven-year  legal  battle  against  the 
FTC  on  the  issue  of  physician  advertising. 

Minow,  Joseph  Boyle,  M.D.,  Chairman  of 
the  AMA  Board  of  Trustees,  and  James 
Sammons,  M.D.,  AMA  Executive  Vice  Presi- 
dent, appeared  before  a House  Commerce 
Subcommittee  considering  legislative  pro- 
posals for  reauthorizing  the  FTC. 

Noting  that  the  Supreme  Court  recently  by  a 
four-to-four  vote  failed  to  resolve  the  question 
of  the  FTC’s  jurisdiction  over  the  professions, 
Minow  said  the  issue  now  should  be  settled  by 
Congress. 

“We  urge  that  this  subcommittee  act  favor- 
ably on  legislation  that  would  clarify  that 
Congress  never  empowered  the  FTC  to  regu- 
late professional  associations  or  to  strike  down 
duly  enacted  state  laws  governing  the  pro- 
fessions,” said  the  lawyer.  In  the  interim  the 
AMA  urged  enactment  of  legislation  (H.R. 
3722)  that  would  place  a moratorium  on  FTC 
activities  involving  professional  associations. 

Dr.  Boyle  stressed  that  the  moratorium 
would  have  no  financial  impact  on  the  pro- 
fession as  a whole,  that  there  is  no  self-interest 
involved.  The  problem  with  present  FTC 
jurisdiction.  Dr.  Boyle  said,  is  “the  aberrant, 
unscrupulous  physician  who  could  make  the 
patient  suffer.  The  unscrupulous  physician  is 
freer  than  he  was  before;  the  FTC  does  not 
help  the  public.” 

Dr.  Sammons  told  the  subcommittee,  head- 
ed by  Rep.  James  Florio  (D-NJ),  that  the  FTC 
“accomplished  absolutely  nothing”  except  to 
jeopardize  the  status  of  medical  ethics  in  its 
long  legal  battle  with  the  AMA.  There  is  “total 

(Continued  on  page  8A) 
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The  symptoms  are  common.  Missing  receipts. 
Overdue  invoices.  Neglected  insurance  forms.  And, 
worst  of  all,  a lot  of  precious  time  spent  on  paperwork 
that  could  otherwise  be  devoted  to  patient  care . 

The  cure:  A Commodore  desktop  computer.  In- 
cluding disk  drive,  letter  quality  printer,  and  complete 
medical  accounting  and  word  processing  systems. 

For  a modest  investment,  you  get  all  the  features  of  a 
sophisticated  and  versatile  business  computer  that  can 
do  virtually  all  your  paperwork  in  a fraction  of  the 
time  it  takes  you  now. 

Commodore’s  Medical  Accounting  System 

(MAS)1,  for  example,  can  provide  you  with  a fast, 
flexible  accounting  and  bookkeeping  system  that’s  as 
easy  to  use  as  it  is  cost  effective . Automating  your 
receivables,  invoicing,  aging  of  payables,  and  re- 
venue analyses.  MAS  can  also  generate  end-of-the- 
month  “Superbills”  as  well  as  standard  insurance  and 
Medicare  forms.  And  it  gives  you  a thorough  over- 
view of  your  office  activities  through  a series  of 
reports  ranging  from  diagnostics  to  referrals. 

And  with  our  word  processing  programs,  your 
Commodore  computer  is  versatile  enough  to  be  used 
whenever  you'd  normally  use  a typewriter.  For 
memos.  Reports.  Correspondence.  Proposals.  In 
seconds,  you  can  delete,  insert,  rearrange  para- 
graphs, even  revise  as  many  times  as  necessary.  With 
no  time  wasted  typing  multiple  drafts. 

If  all  that  time  saved  on  paperwork  is  used  to  take 
on  additional  patients,  just  think  how  quickly  your 
Commodore  computer  will  pay  for  itself,  many 
times  over. 

Your  Commodore  computer  can  be  expanded  to 

meet  the  needs  of  a growing  office.  And  Commodore 
dealers  throughout  the  country  offer  prompt  local 
service . Visit  your  Commodore  dealer  for  a hands-on 
demonstration  of  the  Commodore  computer  that  does 
so  much,  so  easily,  at  such  a low  cost. 

1 Medical  Accounting  System  was  created  by  Cimarron  Corp 


“MEDICAL  ACCOUNTING  PLUS 
WORD  PROCESSING  FOR  UNDER 
$6,500.  FROM  COMMODORE.” 

—WILLIAM  SHATNER 
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A SPECIAL  PRACTICE 
FOR  SPECIALISTS 


If  you’re  a General  Surgeon,  Orthopedic  Surgeon, 
Obstetrician  and  Gynecologist,  or  Otolaryngologist  in 
your  final  two  years  of  residence,  the  Air  Force  may 
have  a special  practice  for  you. 

It’s  special  because  you  can  serve  up  to  the  last  two 
years  of  your  residency  as  an  Air  Force  officer. 

It’s  special  because  your  pay  and  benefits  package  as 
a medical  officer  is  excellent.  Your  regular  working 
hours  will  allow  you  more  time  with  your  family,  and 
time  to  pursue  Air  Force  sponsored  advanced  educa- 
tional opportunities.  Plus,  you  will  receive  30  days  of 
vacation  with  pay  each  year. 

it’s  special  because  you  will  work  with  modern 
equipment  and  some  of  the  most  highly  trained  pro- 
fessionals in  the  world. 

To  find  out  just  how  special  your  practice  can  be,  call 
your  Air  Force  recruiter 


Archie  Summerlin 
116  South  42nd  Street 
Omaha,  NE  68131 
call  Collect:  402/221-4319 


WashingtoNotes 

(Continued  from  page  6A) 

adequacy”  among  the  states  and  with  the 
Justice  Department  to  handle  antitrust  prob- 
lems involving  the  professions,  Dr.  Sammons 
said.  “We  are  not  attempting  to  duck  the 
antitrust  laws  by  any  means.” 

The  lack  of  expertise  at  the  FTC  is  “a 
mockery,”  he  told  the  lawmakers.  The  agency 
focuses  on  cost  without  considering  the  ques- 
tion of  quality,  Dr.  Sammons  said. 

Minow  said  the  standards  that  the  FTC 
applies  to  commercial  firms  “are  not  appro- 
priate in  dealing  with  the  professions.” 

Congress,  he  said,  “should  not  entrust 
regulation  of  medical  or  other  professional 
organizations  to  an  agency  created  to  provide 
expertise  in  regulating  industrial  and  com- 
mercial entities.”  The  FTC  “brings  zero 
knowledge  to  the  health  field  — zip.”  The 
agency,  Minow  told  the  lawmakers,  “has 
demonstrated  a commitment  to  impose  its  own 
values  in  place  of  responsible  positions  taken 


by  the  professions  and  in  place  of  valid  laws 
duly  enacted  by  the  sovereign  states.” 

Any  medical  organization  that  resists  the 
FTC  “is  subjected  at  a minimum  to  a very 
expensive  preliminary  process  during  which  it 
must  explain  the  important  public  interests 
served  by  such  programs  as  certification  of 
physician  competence.” 

Dr.  Boyle  pointed  out  that  the  California 
Medical  Association  (CMA)  was  forced  to  sign 
a consent  decree  with  the  FTC  on  a relative 
value  study  after  advice  from  lawyers  that 
although  the  courts  probably  would  uphold 
CMA,  the  cost  of  defending  the  association’s 
position  would  be  $1.5  million. 

Asked  at  a news  conference  following  the 
congressional  testimony  why  the  FTC  was 
pursuing  its  course  against  the  professions, 
Minow  said  many  people  at  the  agency  see  no 
difference  between  the  professions  and  trade 
or  business;  they  believe  the  marketplace  is 
the  best  governor.  In  addition,  Minow  said, 
“there  is  the  tendency  of  any  government 
agency  to  expand  its  efforts.” 

(Continued  on  page  13A) 
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Therek  more  to 
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than  (aUotmrind). 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 

Write  “D.A.  W.,  ” “No  Sub,  ” or  “Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol . 

Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 
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LIMBITROL  GIVEN 
H.S.:ONEOFTHE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special— and  specific— quality  of 
relief  to  most  anxious  depressed  patients.  Insomnia, 
for  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  daily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
otters  a choice  of  other  regimens:  t. i d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

Limbitrole 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  information  on  following  page. 


LIMBITROL”  TABLETS  Tranquilizer — Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  nyperpyretic 
crises  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  during  acute  recovery  phase  following  myocardial 
infarction 

Wornings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  hove  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  patients  with  a history  ot  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  (unction  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guonethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12  In  the  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  olone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  ot  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  toce  and  tongue, 
pruritus 

Hematologic  Bone  morrow  depression  including  agranulocytosis, 
eosinophiha,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  golactorrheo  and  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  on 
overdose  Treatment  is  symptomatic  and  supportive  I V administration  ot  1 to 
3 mg  physostigmine  salicylate  has  been  reported.to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  seventy  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  token  at  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required 
Limbitrol  5-12  5,  initial  dosage  ot  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt)-  bottles  of  100  and  500,  Tel-E-Dose" 
packages  of  100,  available  in  troys  ot  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 


WHY YOU 
SHOULD 
MAKE  A 
CORPORATE 
CONTRIBU- 
TION TO 
THE  AD 
COUNCIL 

The  Advertising  Council  is  the  biggest 
advertiser  in  the  world.  Last  year,  with 
the  cooperation  of  all  media,  the  Coun- 
cil placed  almost  six  hundred  million 
dollars  of  public  service  advertising. 
Yet  its  total  operating  expense  budget 
was  only  $1,147,000  which  makes  its 
advertising  programs  one  of  America's 
greatest  bargains ...  for  every  $1  cash 
outlay  the  Council  is  generating  over 
$600  of  advertising. 

U.S.  business  and  associated  groups 
contributed  the  dollars  the  Ad  Council 
needs  to  create  and  manage  this 
remarkable  program.  Advertisers,  ad- 
vertising agencies,  and  the  media 
contributed  the  space  and  time. 

Your  company  can  play  a role.  If  you 
believe  in  supporting  public  service 
efforts  to  help  meet  the  challenges 
which  face  our  nation  today,  then  your 
company  can  do  as  many  hundreds  of 
others— large  and  small— have  done. 
You  can  make  a tax-deductible  con- 
tribution to  the  Advertising  Council. 

At  the  very  least  you  can,  quite  easily, 
find  out  more  about  how  the  Council 
worksand  what  it  does.  Simply  write  to: 
Robert  P.  Keim,  President,  the  Adver- 
tising Council,  Inc.,  825  Third  Avenue, 
New  York,  New  York  10022. 


A Public  Service  of  This  Magazine 
& The  Advertising  Council 

The  cost  of  preparation  of  this  advertisement 
was  paid  for  by  the  American  Business  Press, 
the  association  of  specialized  business  publi- 
cations. This  space  was  donated  by  this 
magazine. 
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IMMANUEL  VILLAGE 

FOR  THE  FINEST  IN  AFFORDABLE 
RETIREMENT  LIVING 


A FULL  SERVICE  RETIREMENT  COMMUNITY  LOCATED  ON  THE  SPACIOUS  AND 
SECURE  CAMPUS  OF  IMMANUEL  MEDICAL  CENTER  IN  BEAUTIFUL 

NORTHWEST  OMAHA 

(402)  572-2333 

6901  NORTH  72ND  STREET  OMAHA,  NEBRASKA  68122 


WashingtoIS otes 

(Continued  from  page  8A) 

“We  think  there  is  an  enormous  difference  in 
values  between  the  professions  and  trade  or 
business,  especially  in  medicine  where  pro- 
fessional values  make  a very  big  difference  to 
patients,”  said  Minow. 

Dr.  Sammons  said  the  FTC  “seems  in- 
capable of  understanding  what  professional- 
ism is  all  about.  Their  mind-set  simply  doesn’t 
comprehend  the  nature  of  professionalism.” 

This  attitude  appears  to  be  a “straight  path 
toward  total  control  and  domination  of  the 
professions  by  the  FTC,”  said  Dr.  Sammons. 

Rep.  Norman  Lent  (R-NY),  a co-sponsor  of 
the  Luken-Lee  FTC  moratorium  bill,  said  that 
as  he  understood  the  AMA  testimony  the 
removal  of  jurisdiction  over  the  professions 
from  the  FTC  would  leave  no  gaps  in  the  law 
because  of  the  continuing  jurisdiction  by  the 
states  and  by  the  Justice  Department.  The 
AMA  witnesses  agreed. 


Subcommittee  chairman  Florio  pointed  out 
that  the  chairman  of  the  FTC,  James  Miller, 
and  the  Office  of  Management  and  Budget 
have  opposed  moves  to  strip  the  FTC  of  its 
professional  jurisdiction. 

In  other  testimony,  American  Dental  As- 
sociation (ADA)  President  Robert  Griffiths 
said  the  FTC  has  “no  business  overriding  state 
laws  by  administrative  fiat.”  Noting  that  the 
ADA  was  a party  to  the  Supreme  Court 
decision  on  the  AMA  advertising  case,  Grif- 
fiths said  that  to  leave  the  FTC’s  jurisdiction 
undefined  is  to  leave  the  professions  “to  the 
whim  and  caprice  of  whomever  had  adminis- 
trative charge  of  the  agency  at  any  given  time.” 

The  National  Society  of  Professional  Engi- 
neers also  urged  removal  of  FTC  jurisdiction 
over  professionals. 

However,  The  American  Nurses  Associa- 
tion, the  National  Association  of  Chain  Drug- 
stores and  the  National  Chiropractors  Associa- 
tion opposed  the  removal  of  FTC  jurisdiction 
over  the  learned  professions. 

(Continued  on  page  14 A) 
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CARE  FOR  YOUR  COUNTRY 

As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment' 
of  your  time.  You  will  broaden  your  professional  expe- 
rience by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You'll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 


ARMY  RESERVE.  BE  ALL  YOU  CAN  BE. 

Call  Collect:  Capt.  John  Bray 
(612)  854-7702 
-7328 


Since  1925 

Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


Donley  medical 

SUPPLY  COMPANY 

P.O.  Box  83108.  Lincoln.  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


WashingtoN otes 

(Continued  from  page  13A) 

* * * 

The  AMA  has  opposed  two  bills  in  Congress 
that  would  alter  the  Professional  Standards 
Review  Organization  (PSRO)  program.  In 
testimony  before  the  Senate  Finance  Sub- 
committee on  Health,  AMA  trustee  William  H. 
Hotchkiss,  M.D.,  said  the  Association  opposed 
the  two  bills  — S.  2142  and  S.  1250  — because 
“the  proposals  would  continue  many  of  the 
objectionable  features  of  the  existing  PSRO 
program.” 

S.  2142  would  repeal  the  existing  PSRO 
program  and  replace  it  with  a Utilization  and 
Quality  Control  Peer  Review  Organization. 
S.  1250  would  establish  an  11-member  ad- 
visory group  (6  of  the  members  would  be 
physicians  with  PSRO  experience)  to  advise 
the  Department  of  Health  and  Human  Serv- 
ices Secretary  on  consolidating  PSRO  areas. 

Dr.  Hotchkiss  noted  in  his  testimony  that 
the  proposed  new  program  would  be  manda- 

(Continued  on  page  19A) 


14-A  Nebraska  Medical  Journal  May  1982 


An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor®  (cefaclor)  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included  eosmophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients), 

Causal  Relationship  Uncertain- Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic- Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic  - Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal-  Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200).  ( 10028IR1 

‘Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae 8 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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Brief  Summary 

Coneult  the  package  literature  for  prescribing  Information. 


Indications  and  Usage:  Ceclor®  (cefaclor,  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  IDiplococcus  pneumoniae), 
Haemophilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN- SENSITIVE  PATIENTS,  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG  CLASSES 
Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Precautions:  if  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and.  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  e g , pressor  amines,  antihistamines, 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor.  a false -positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling’s  solutions  and  also  with  Climtest* 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip, 
USP,  Lilly) 

Usage  in  Pregnancy- Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

Usage  in  Infancy- Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90) 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
coniunction  with  therapy  with  Ceclor 
Hypersensitivity  reactions  have  been  reported  in  about  1 5 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.' 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H.  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


Cefaclor 


Pulvules*,  250  and  500  mg 


Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company, 
Indianapolis,  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina,  Puerto  Rico  00630 
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Announcing  . . . 

Oncology  Fellowship  Program  June  10-11,  1982 

A two-day  continuing  education  program  in  Oncology  for  primary  care  physicians  will  be  held  at  Holling 
Education  Center,  Immanuel  Medical  Center,  June  10-11,  1 982.  This  program  is  designed  to  enhance 
physicians’  diagnosis,  treatment  and  follow-up  skills  in  dealing  with  the  most  prevalent  oncology 
diagnoses.  Continuing  Medical  Education  (CME)  credits  are  offered  for  participation  in  the  program. 

Spouses  are  invited  to  participate  in  special  activities;  participants  and  faculty  will  enjoy  an  evening  of 
Dinner  Theater  together  on  Thursday,  June  10.  Participants  are  housed  at  the  beautiful  new  Immanuel 
Plaza  Motel  on  the  Medical  Center  campus. 

An  agenda  of  the  two-day  program  is  as  follows: 

First  Day 

Introduction  to  Cancer 
John  B.  Davis,  M.D. 

Principles  and  Treatment  of  Cancer 
Radiation  Oncology 
Chemotherapy 
David  J.  Harter,  M.D. 

Herbert  A.  Hartman,  Jr.,  M.D. 

Imaging  Modalities 

Gordon  Johnson,  M.D* 

W.  Benton  Copple,  M.D* 

Management  of  Medical  Emergencies 
David  J.  Harter,  M.D. 

Breast  Cancer  Update 
John  B.  Davis,  M.D. 

Colon  Cancer  Update 

Mark  Christensen,  M.D. 

Lung  Cancer  Update 

Leonard  M.  Moss,  M.D. 

David  J.  Harter,  M.D. 

Prostate  Cancer  Update 
Stewart  Sloan,  M.D.* 

Gerald  C.  Felt,  M.D.* 

Tour  of  Radiation  Therapy  and  Computerized 
Axial  Tomography  (CAT)  Scan  Facilities 

’Session  presenter  rotates  for  each  Fellowship  Program. 

For  more  information  on  this  or  future  Fellowships,  contact  Marion  Kaple,  Holling  Education  Center, 
Immanuel  Medical  Center,  Omaha,  Nebraska  68122,  (402)  572-2340. 


Second  Day 

Tumor  Conference 

John  B.  Davis,  M.D.,  Moderator 
Panel  — Medical  Staff  representing  Hematology, 
Medical  Oncology,  Pathology,  Gynecology, 
Surgery,  Radiology,  Urology,  General  Family 
Practice,  Internal  Medicine 

Gynecologic  Tumor 

Leon  S.  McGoogan,  M.D* 

Terrence  J.  Kolbeck,  M.D.* 

Leukemia  and  Multiple  Myeloma 
John  R.  Feagler,  M.D. 

Skin  Tumor,  Diagnosis  and  Treatment 
John  F.  Latenser,  M.D. 

Cancer  Screening  in  the  Physician’s  Office 
William  A.  Shiffermiller,  M.D. 

Psychosocial  Issues  in  Cancer  Management 
Ronald  C.  Bell,  M.D. 

Controlling  Cancer  Pain 
David  J.  Harter,  M.D. 

Rehabilitation  of  the  Cancer  Patient 
Stuart  G.  Oxford,  M.D. 

Follow-Up  of  Cancer  Patient 

Stephen  D.  Torpy,  M.D.,  Moderator 

Panel  — Doctors  Harter,  Hartman,  Bell,  and  Davis. 
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Dalmane*  <S 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early  morning  awak- 
ening; in  patients  with  recurring  insomnia  or  poor 
sleeping  habits;  in  acute  or  chronic  medical  situa- 
tions requiring  restful  sleep.  Objective  sleep  labora- 
tory data  have  shown  effectiveness  for  at  least  28 
consecutive  nights  of  administration.  Since  insom- 
nia is  often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary  or  recom- 
mended. Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  flur- 
azepam HCI;  pregnancy.  Benzodiazepines  may 
cause  fetal  damage  when  administered  during  preg- 
nancy. Several  studies  suggest  an  increased  risk  of 
congenital  malformations  associated  with  benzodi- 
azepine use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possi- 
bility of  becoming  pregnant  exist  while  receiving 
flurazepam  Instruct  patient  to  discontinue  drug 
prior  to  becoming  pregnant.  Consider  the  possibil- 
ity of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants. An  additive  effect  may  occur  if  alcohol  is 
consumed  the  day  following  use  for  nighttime  seda- 
tion. This  potential  may  exist  for  several  days  fol- 
lowing discontinuation.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertpess 
(e.g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recom- 
mended for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with 
gradual  tapering  of  dosage  for  those  patients  on 
medication  for  a prolonged  period  of  time.  Use 
caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage. 
Precautions:  In  elderly  and  debilitated  patients,  it 
is  recommended  that  the  dosage  be  limited  to  15  mg 
to  reduce  risk  of  oversedation,  dizziness,  confu- 
sion and/or  ataxia.  Consider  potential  additive 
effects  with  other  hypnotics  or  CNS  depressants. 
Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suici- 
dal tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light- 
headedness, staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated 
patients.  Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported; 
headache,  heartburn,  upset  stomach,  nausea,  vom- 
iting, diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and 
GU  complaints.  There  have  also  been  rare  occur 
rences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burn- 
ing eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria,  depres- 
sion, slurred  speech,  confusion,  restlessness,  hallu 
cinations,  and  elevated  SCOT,  SGPT,  total  and  direct 
bilirubins,  and  alkaline  phosphatase;  and  paradoxi- 
cal reactions,  eg.,  excitement,  stimulation  and 
hyperactivity 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may  suf- 
fice in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  recommended  initially  until 
response  is  determined. 

Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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(Continued  from  page  14 A) 

tory,  just  as  the  present  PSRO  program  is. 
“Just  as  the  PSRO  program  shifted  from 
quality  orientation  to  cost  orientation,  we  see 
nothing  in  the  bill  that  would  likely  cause  a 
different  result,”  he  said.  “The  mandatory 
nature  of  the  proposal  would  give  the  Secre- 
tary significant  bargaining  power  in  negotiating 
contracts  with  review  organizations,  and  costs 
would  become  an  overriding  factor  in  negotiat- 
ing objectives  that  would  again  be  used  in 
judging  an  organization’s  performance.” 

The  AMA  also  objected  to  the  fact  that  the 
new  review  organizations  would  be  authorized 
at  the  government’s  discretion  to  conduct  pre- 
and  post-review  of  services,  examine  Medicare 
providers’  records,  and  inspect  facilities  where 
services  are  delivered.  “This  raises  the  po- 
tential that  the  program  could  direct  medical 
care  and  interfere  in  the  physician-patient 
relationship,”  Dr.  Hotchkiss  said. 

In  addition,  Dr.  Hotchkiss  noted  that  under 
the  proposed  bill  review  could  be  performed 
by  an  organization  that  had  no  physician 
members,  and  the  HHS  Secretary  could 
terminate  a review  contract  at  will.  “The  AMA 
objects  to  both  provisions,”  he  said. 

In  conclusion,  Dr.  Hotchkiss  told  the  com- 
mittee, “we  do  believe  that  a system  of 
voluntary  medical  peer  review  could  act 
effectively  in  assuring  the  quality  of  medical 
care  for  all  patients,  and  that  this  could  be 
accomplished  without  the  substantial  govern- 
ment expense  of  either  the  PSRO  or  proposed 
review  organization  program. 

“The  AMA  will  continue  in  the  development 
of  voluntary  peer  review.  We  believe  that  a 
voluntary  system  of  peer  review  would  serve 
the  best  interests  of  both  the  recipient  and  the 
provider  of  medical  care.” 

* * * 

Hospital-associated  physicians  such  as 
many  pathologists,  radiologists  and  emergency 
room  physicians  should  be  regarded  as  in- 
dependent contractors  rather  than  as  em- 
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COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Stanley  M. 

Truhlsen,  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  L.  D.  Cherry, 
Lincoln.  Counties:  Cass,  Lancaster. 
Otoe. 

Third  District:  Councilor:  Myron  E. 

Samuelson.  Wymore.  Counties:  Gage. 
Johnson,  Nemaha,  Pawnee.  Richard- 
son. 

Fourth  District:  Councilor:  L.  J.  Chadek. 
West  Point.  Counties:  Antelope,  Cedar. 
Cuming.  Dakota.  Dixon.  Knox.  Madi- 
son, Pierce.  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor:  Warren  R 

Miller.  Columbus.  Counties:  Boone, 
Burt.  Colfax.  Dodge.  Merrick.  Nance. 
Platte.  Washington. 

Sixth  District:  Councilor:  Richard  M. 

Pitsch.  Seward  Counties:  Butler. 

Hamilton,  Polk.  Saunders,  Seward. 
York. 

Seventh  District  Councilor:  Clarence 

Zimmer.  Friend.  Counties,  Clay,  Fill- 
more, Jefferson,  Nuckolls,  Saline, 
Thayer. 

Eighth  District:  Councilor:  Thomas  H. 
Wallace,  Gordon.  Counties:  Boyd. 

Brown,  Cherry.  Holt,  Keyapaha,  Rock, 
Sheridan. 

Ninth  District  Councilor:  Warren  G. 
Bosley,  Grand  Island.  Counties:  Blaine, 
Buffalo,  Custer.  Dawson,  Garfield. 
Grant.  Greeley.  Hall,  Hooker,  Howard. 
Loup.  Sherman.  Thomas,  Valley, 
Wheeler 

Tenth  District:  Councilor:  Richard  A.  Cot- 
tingham.  McCook.  Counties:  Adams, 
Chase,  Dundy,  Franklin.  Frontier. 
Furnas,  Gosper.  Harlan.  Hayes,  Hitch- 
cock, Kearney,  Phelps.  Red  Willow, 
Webster. 

Eleventh  District:  Councilor:  R.  E. 

Donaldson.  North  Platte.  Counties: 
Arthur.  Deuel,  Garden,  Keith.  Lincoln, 
Logan.  McPherson,  Perkins. 

Twelfth  District:  Councilor.  R G.  Heasty, 
Scottsbluff  Counties:  Banner.  Box 

Butte,  Cheyenne.  Dawes.  Kimball. 
MorriU,  Scotts  Bluff.  Sioux 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams 

Antelope-Pierce 

Boone  

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel . . 

Cuming 

Custer 

Dawson 

Dodge  

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster 

Lincoln  

Madison 

Metropolitan  Omaha 

Northeast 

Northwest 

Otoe 

Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


PRESIDENT  SECRETARY-TREASURER 

George  Osborne,  Hastings Tom  Tonniges.  Hastings 

Robert  E.  Kopp,  Plainview David  Johnson,  Osmond 

Audrey  Paulman,  Albion Paul  Paulman,  Spalding 

Gary  Vandewege,  Alliance John  Ruffing,  Hemingford 

William  W.  Lyons,  III,  Kearney  ....  Mark  H.  Meyer,  Kearney 

Lawrence  Rudolph,  David  City Victor  J.  Thoendel,  David  City 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

A.  H.  Shamberg,  Kimball Chris  Bitner,  Sidney 

Eugene  Sucha,  West  Point L.  J.  Chadek,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Larry  Wilson.  Gothenburg Mark  Jones.  Lexington 

Martin  F.  Sears,  Fremont Wm.  B.  Eaton,  Fremont 

Henry  J.  Billerbeck,  Randolph Robert  B.  Benthack,  Wayne 

R.  S.  Cram,  Burwell Ben  R.  Meckel,  Burwell 

Patrick  C.  Gillespie.  Beatrice Klemens  E.  Gustafson,  Beatrice 

S.  K.  Woodman.  Grand  Island Gordon  D.  Francis,  Grand  Island 

John  C.  Wilcox,  Aurora Kenneth  R.  Treptow,  Aurora 


Gordon  Johnson,  Fairbury R.  A.  Blitz,  Fairbury 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

Bowen  Taylor,  Lincoln Paul  Collicott.  Lincoln. 

Mark  Sorensen,  North  Platte Gerald  Rounsborg,  North  Platte 

Joseph  David,  Jr.,  Norfolk Charles  Hinkel,  Norfolk 

John  R.  Mitchell,  Omaha John  F.  Fitzgibbons,  Omaha 

D.  J.  Nagengast,  Bloomfield G.  Tom  Surber,  Norfolk 

A.  J.  Alderman,  Chadron R.  H.  Rasmussen,  Chadron 

C.  R.  Williams,  Syracuse Paul  R.  Madison,  Nebraska  City 

Bryce  Shopp,  Imperial Clifford  Colglazier,  Grant 

Warren  R.  Miller,  Columbus Ronald  Klutman,  Columbus 

Walter  E.  Gardner,  Crete Walter  E.  Gardner,  Crete 

Richard  Tempero,  Papillion William  R.  Marsh,  Papillion 

John  E.  Hansen,  Jr.,  Wahoo Robert  E.  Morris,  Wahoo 

Robert  Calkins,  Scottsbluff David  Imes,  Gering 

Robert  Jacobs,  Seward William  Bailey,  Seward 

Carrol  Verhage.  Geneva Chas.  F.  Ashby,  Geneva 


Elizabeth  D.  Edwards,  McCook. ...  David  A.  Allerheiligen,  McCook 

Richard  Gentry,  Blair Hans  Rath,  Omaha 

James  D.  Bell,  York B.  N.  Greenberg,  York 


ORGANIZATIONS,  NATIONAL 

American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 
M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physician  Assistants 
C.  Emil  Fasser,  PA-C,  APPA  President 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  VA  22202 

American  College  of  Emergency  Physicians 

Mr.  Arthur  E.  Auer,  Executive  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
875  North  Michigan  Ave.,  Suite  3744,  Chicago,  IL  60611 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700,  Chicago,  IL  60601 
American  College  of  Physicians 

Robert  H.  Moser,  M.D.,  F.  UC.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology’ 

William  C.  Stronach,  J.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 
American  Hospital  Association 
Mr.  John  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 


American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 
American  Society  of  Clinical  Pathologists 
Meryl  H.  Haber,  M.D.,  Exec.  Vice  President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Vice  President 
2550  M Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
American  Urological  Association,  Incorporated, 
South  Central  Section 

Henry  Kammandel,  M.D.,  President 
8300  Dodge  Street,  Suite  407 
Omaha,  NE  68114 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
3400  Peachtree  Rd.,  NE,  St.  1101,  Atlanta,  GA  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
Mid-Central  States  Orthopaedic  Society,  Inc. 

Paul  Goetowski,  M.D.,  President 
Box  2636,  Station  B,  Lincoln,  NE  68502 
National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
740  Keeline  Bldg.,  319  South  17th  St. 

Omaha,  NE  68102 

National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Milton  Elkin,  M.D. 

Oak  Brook  Regency  Towers,  1415  W.  22nd  St. 

Ste.  1150,  Oak  Brook,  IL  60521 
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THE  INVALUABLE  CRITICAL 
CARE  NURSE 

Dealing  with  seriously  ill  cardiac  patients,  I 
am  constantly  amazed  and  impressed  with  the 
clinical  competence  and  value  of  critical  care 
nurses.  Even  though  we  have  written  protocals 
for  management  of  specific  situations,  fre- 
quently it  is  still  a nurse  who  determines  the 
patient’s  symptoms  and  vital  signs  plus  rhythm 
disorders  before  communicating  with  the 
doctor,  especially  late  at  night.  If  something 
goes  wrong,  they  frequently  receive  the  brunt 
of  our  frustration.  If  everythings  goes  well,  how 
often  do  we  tell  them  “good  work”? 

These  comments  were  stimulated  by  an 
interview  that  was  reproduced  in  the  Ameri- 
can Medical  News,  January  1,  1982,  issue. 
As  director  of  an  adult  critical  care  medicine 
unit  in  Newark,  New  Jersey’s  United  Hospitals, 
Aloysius  Cuyjet,  M.D.,  worried  about  the  high 
turnover  rate  among  intensive  care  nurses. 
Therefore,  the  34-year-old  cardiologist  de- 
cided to  shed  his  usual  responsibility  super- 
vising the  12-bed  intensive  care  unit  and 
donned  a scrub  suit  to  work  as  an  R.N.  After 
his  first  day’s  experience,  he  reflected  that  “I 
realized  that  until  that  time,  I really  had  no 
concept  of  what  a nurse’s  job  is  like.  Physically, 
the  work  is  exhausting.  I can’t  remember  being 
as  tired,  even  during  my  days  as  an  intern  or 
resident.” 

On  his  first  day,  Dr.  Cuyjet  was  assigned  to 
help  care  for  a patient  with  chronic  leukemia 
whose  temperature  was  peaking  at  106  de- 
grees F.  After  spending  more  than  an  hour 
giving  the  patient  an  alcohol  bath  and  changing 
linens,  he  found  the  bed  clothing  and  linens 
drenched  again  and  had  to  start  from  scratch. 
Dr.  Cuyjet  remembers  it  as  being  a rude 
introduction  to  intensive  care  nursing.  But  in 
contrast  to  his  own  laborious  efforts  at  the  task, 


he  recalls  being  impressed  at  how  nurses  were 
able  to  change  a patient’s  clothing  and  bed 
linens  without  ever  getting  the  patient  out  of 
bed.  “It’s  something  we  take  for  granted,  but 
it’s  really  quite  amazing  that  the  patients  don’t 
have  to  be  disturbed.” 

More  than  that,  he  came  away  with  the 
realization  that  nurses  are  far  more  knowl- 
edgeable than  he  had  presumed.  Not  everyone 
states  that  opinion,  as  he  found  out  by 
watching  the  reactions  of  other  physicians  to 
unsolicited  suggestions.  Some  physicians,  he 
noticed,  became  irritable  when  nurses  com- 
mented on  a patient’s  therapy  and  others 
seemed  to  feel  threatened.  As  a possible 
remedy  for  this,  he  suggests  similar  firsthand 
experiences. 

Unfortunately,  Dr.  Cuyjet  was  not  im- 
pressed that  much  could  be  changed.  That 
sounds  like  a pessimistic  statement  to  me.  I 
think  all  nurses,  but  especially  critical  care 
nurses,  are  invaluable  in  their  contributions  to 
patients,  frequently  making  the  difference 
between  life  and  death.  Is  it  really  impossible 
for  physicians  and  administrators  to  improve 
the  psychological  and  financial  rewards  of 
nurses? 

Growing  up  in  a small  town  in  western 
Kansas,  and  as  a son  of  a high  school  teacher 
and  administrator,  I was  always  impressed  that 
there  are  two  groups  of  people  in  this  world 
that  are  grossly  underpaid  in  relationship  to 
their  contributions  to  society,  and  those  two 
groups  are  school  teachers  and  ministers.  And 
now,  as  a physicians,  I would  like  to  add  a third 
group,  and  you  guessed  it,  that  would  be 
nurses,  especially  critical  care  nurses.  I per- 
sonally would  like  to  give  them  a resounding 
yell  of  thanks. 

A.  D.  Forker 
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ORIGINAL  ARTICLES 


Left  Atrial  Myxoma: 
Case  Report  and  Review 


OVER  90  percent  of  the  cardiac 
I tumors  are  metastatic.  Pri- 
mary cardiac  neoplasm  con- 
stitutes 0.05  percent  of  unselected  autopsy 
examinations.1  Approximately  80  percent  of 
primary  cardiac  tumors  are  benign.  In  adults 
the  most  common  benign  cardiac  tumor  is 
the  myxoma:  and  in  children,  rhabdomyona 
is  seen  more  frequently.  Sarcomas  are  the 
common  primary  malignant  cardiac  tumors. 

About  75  percent  of  the  myxomas  arise 
from  the  left  atrium,  20  percent  from  the 
right  atrium,  and  5 percent  from  the  vent- 
ricles.2 Interatrial  septum,  the  limbus  of 
fossae  ovalis,  is  the  most  common  site.  The 
majority  are  solitary  and  have  a pedicle. 
Myxomas  occur  three  times  more  often  in 
females  than  in  males  and  are  frequently 
seen  after  the  third  decade  of  life.  Atrial 
myxoma  is  a potentially  curable  tumor.  In 
1953,  Bahnson  and  Elliott  reported  the  first 
surgical  removal  of  an  intracavitary  myxoma, 
but  the  first  successful  operation  for  this 
tumor  utilizing  extracorporeal  circulation 
was  done  by  Crafoord  in  1954. 3,4 

Since  1974,  four  primary  cardiac  tumors 
have  been  seen  at  Bryan  Memorial  Hospital. 
Three  of  these  were  atrial  myxomas  and  one 
was  an  unclassified  sarcoma.  In  this  paper 
we  would  like  to  review  the  subject  of  atrial 
myxoma  and  report  our  latest  experience 
with  a patient  with  a left  atrial  myxoma. 

Case  report 

A 76-year -old  patient  presented  with  chest 
discomfort  on  December  1,  1980,  and  was 
diagnosed  to  have  a myocardial  infarction. 
On  January  31,  1981,  he  experienced  blur- 
ring of  vision  and  numbness  in  the  left  upper 
extremity  while  driving.  The  patient  was 
transferred  to  Bryan  Memorial  Hospital  for 
further  evaluation.  The  patient  gave  no 
history  suggestive  of  angina  pectoris  or 
congestive  heart  failure.  On  examination, 
he  had  Grade  III/VI  systolic  ejection  mur- 
mur at  the  left  sternal  border  with  radia- 
tion into  the  carotids.  Sector  scan  echo- 
cardiogram revealed  a left  atrial  tumor 
prolapsing  through  the  mitral  valve  into 
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the  left  ventricle  (Fig.)  Because  of  the 
patient’s  age,  documented  history  of  recent 
myocardial  infarction,  and  a murmur  of 
aortic  stenosis,  it  was  decided  to  do  cardiac 
catheterization.  There  was  no  gradient 
across  the  aortic  valve  and  no  significant 
luminal  obstruction  of  any  major  coronary 
arteries  except  for  the  obtuse  marginal 
branch.  Utilizing  extracorporeal  circulation,  a 
4 centimeter  in  diameter  left  atrial  myxoma 
was  excised  on  February  6,  1981.  The 

septum  was  repaired  using  a dacron  patch. 
Patient  was  discharged  on  the  sixth  post- 
operative day. 

Discussion 

Almost  all  the  clinical  manifestations  of 
atrial  myxomas  may  be  explained  by  the 
triad  of  tumor  obstruction  of  left  ventricular 
inflow,  constitutional  symptoms,  and  arterial 
embolization  by  tumor  fragments.  More  than 
50  percent  of  patients  present  with  conges- 
tive heart  failure.5  If  the  tumor  is  small  in 
size,  it  may  not  have  any  hemodynamic 
effects;  but  the  larger  tumors,  by  occluding 
the  mitral  valve  orifice,  may  produce  inter- 
mittent acute  pulmonary  edema  or  syncope. 
About  40  percent  of  the  patients  have 
arterial  embolization,  frequently,  to  the  brain 
and  extremities.6  Constitutional  symptoms 
such  as  fever,  weight  loss,  skin  rashes, 
clubbing  and  arthralgia,  are  seen  in  more 
than  90  percent  of  the  patients. 2 These  are 
associated  with  polycythemia,  leukocytosis, 
elevated  sedimentation  rate,  and  hypergam- 
maglobulinemia. Our  patient  may  have  em- 
bolized  tumor  fragment  into  the  obtuse 


144  Nebraska  Medical  Journal  June  1982 


marginal  branch  of  the  circumflex  coronary 
artery  in  December,  1980,  resulting  in  a 
myocardial  infarction.  He  subsequently  had  a 
second  embolic  episode  to  the  deeper  thal- 
amic structures  of  the  brain  producing 
paresthesias  of  the  left  upper  extremity. 

The  majority  of  the  myxomas  are  ped- 
unculated and  have  a smooth  and  lobular 


surface.  These  are  believed  to  arise  from 
subendothelial  multipotent  mesenchymal 
cells  which  are  abundant  in  the  vicinty  of  the 
fossa  ovalis. 7 Right  atrial  myxomas  are 
firmer  in  consistency  and  have  a greater 
propensity  to  calcify  than  those  from  the  left 
side;  that  is  why  the  tricuspid  valve  is  more 
often  damaged  than  the  mitral  valve.  There 


Figure  1.  Sector  scan  showing  left  atrial  myxoma. 
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is  often  a fibrous  thickening  of  the  endo- 
cardium on  the  atrial  surface  of  the  mitral 
leaflets  and  at  times  torn  chordae  are  noted. 
In  one  of  our  patients  with  left  atrial 
myxoma,  multiple  chordae  were  broken  and 
this  patient,  in  addition  to  the  resection  of 
the  tumor,  subsequently  required  mitral 
valve  replacement.  Light  microscopic  exam- 
ination reveals  that  these  tumors  have  loose 
connective  tissue  and  stellate  or  spindle- 
shaped  cells  with  abundant  cytoplasms. 
Electron  microscopic  examination  shows  fea- 
tures of  maturing  smooth  muscle  cells  with 
myofilament  and  dence  bodies  at  some  places 
and  of  endothelial  cells,  fibroblasts,  and 
macrophages  at  other  sites. 8 This  observa- 
tion complements  the  opinion  that  myxomas 
arise  from  multipotent  mesenchymal  cells. 

More  than  ten  years  ago,  the  introduction 
of  M-mode  echocariography  eliminated  the 
uncertainty  in  the  diagnosis  of  atrial  my- 
xomas. The  so-called  “tumor  plop”  is  heard 
only  in  a minority  of  the  cases  as  it  may  be 
masked  by  other  cardiac  sounds.  The  electro- 
cardiogram is  not  helpful.  In  rare  cases, 
one  may  see  a faint  clacification  of  a right 
atrial  myxoma  on  chest  x-ray  examination. 

An  echocardiogram  should  be  done  when 
there  is  evidence  of  arterial  embolization 
in  a patient  who  is  in  normal  sinus  rhythm, 
has  not  recently  suffered  a myocardial  in- 
farction, and  in  a patient  whose  clinical  picture 
mimics  that  of  mitral  stenosis.  Echocardi- 
ography is  the  easiest  and  cheapest  method 
and  has  an  accuracy  of  more  than  90%  in 
diagnosing  atrial  tumors.  Introduction  of  the 
sector  scan  has  added  a new  dimension  to 
the  diagnosis  by  enabling  the  clinician  to 
visualize  all  four  chambers  simultaneously. 
With  this  technique  even  small,  sessile  tumors, 
as  well  as  tumors  involving  multiple  chambers 
of  the  heart,  can  be  diagnosed. 

Based  upon  the  echocardiographic  findings, 
it  is  safe  to  recommend  surgical  treatment. 
Other  associated  cardiac  conditions  such  as 
coronary  artery  disease  and  other  valvular 
diseases,  as  in  our  case,  may  require  the  need 
for  cardiac  catheterization.  Passing  the  catheter 
across  the  aortic  valve  into  the  left  ventricle 
or  through  the  interatrial  septum  carries  a 
definite  risk  of  tumor  embolization.  There- 
fore, in  patients  where  left  atrial  myxomas 
are  suspected  and  the  need  to  demonstrate 


the  tumor  is  felt,  pulmonary  angiograms  are 
done  and  pictures  are  taken  in  the  levo- 
phase.  If  the  echocardiogram  raises  the 
suspicion  that  a right-sided  tumor  is  present, 
dye  is  injected  into  the  superior  and  inferior 
vena  cavae.  In  addition,  all  specimens 
removed  following  peripheral  arterial  em- 
bolectomy  should  be  submitted  for  histologic 
examination. 

Once  atrial  myxomas  are  diagnosed,  the 
patient  should  be  operated  upon  on  a 
semi-urgent  basis.  About  10  percent  of  the 
patients  have  been  reported  to  have  died 
while  awaiting  surgery  after  the  diagnosis.  9 
Trans-septal  approach  through  the  right 
atrium  avoids  fragmentation  of  the  tumor 
and  its  migration  into  the  left  ventricle  or 
pulmonary  veins  by  avoiding  retraction. 
Because  of  its  propensity  to  recur,  part  of 
the  interatrial  septum,  from  where  the 
tumor  arises,  is  excised  and  is  then  repaired 
either  primarily  or  using  a patch.  Various 
cardiac  chambers  should  be  thoroughly  ex- 
plored for  other  co-existing  tumors  or  tumor 
fragments.  Atrio-ventricular  valve  leaflets 
and  their  subvalvular  apparatus  should  be 
investigated  for  any  tumor  induced  damage, 
and  other  associated  cardiac  lesions  should 
be  corrected  simultaneously.  Gerbode  in  1967 
reported  the  first  recurrence  of  the  myx-  10 
oma.  Since  then  a recurrence  rate  of  5 to  15 
percent  has  been  reported.  Recurrence  is 
probably  due  to  inadequate  resection,  intra- 
cardiac implantation,  multicentric  growth  or 
peripheral  embolization.  Rarely  myxomas  do 
metastasize  into  the  skeletal  system.11 

Summary 

A case  of  left  atrial  myxoma  is  reported.  It 
is  recommended  that  the  physician  be  aware 
of  this  diagnosis,  particularly  in  patients  with 
arterial  embolization  who  are  in  normal  sinus 
rhythm  with  no  evidence  of  acute  myocardial 
infarction,  and  in  patients  with  clinical  fea- 
tures of  mitral  stenosis.  The  echocardio- 
gram is  a reliable  diagnostic  tool.  Once  the 
diagnosis  is  made,  prompt  surgical  treatment 
is  indicated. 
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Probable  Acute  Thiamine  Deficiency 
Secondary  to  Gastric  Partition 
for  Morbid  Obesity 


There  is  a general  consensus 
that  surgical  treatment  for 
morbid  obesity  should  be  re- 
served for  individuals  who  have  not  been 
successful  at  other  forms  of  weight  control.  In 
the  past,  small  bowel  bypass  was  the  most 
common  operation  for  control  of  obesity.  The 
operative  mortality  of  this  procedure  is  two  to 
five  percent.  As  with  any  operation  on  obese 
patients,  the  immediate  postoperative  mor- 
bidity is  considerable  including  anastamotic 
wound  breakdown,  thromboembolism,  atelec- 
tasis and  pneumonia.  Early  metabolic  compli- 
cations are  unusual.  Weight  loss  usually 
continues  for  12-18  months  then  stops.1 

Unfortunately,  the  number  of  late  complica- 
tions is  also  great  including  (1)  hepatic 
steatosis;  (2)  cirrhosis,  hyperbilirubinemia  and 
gallstones;  (3)  hypocalcemia,  hypomagnesemia 
and  hypokalemia;  (4)  hyperoxaluria  and  cal- 
cium oxalate  urinary  tract  calculi;  (5)  alopecia; 
(6)  polyarthrophy;  (7)  blind  loop  syndrome; 
(8)  colonic  pseudo-obstruction;  (9)  pneuma- 
tosis cystoides  intestinalis;  (10)  intussuscep- 
tion of  bypassed  jejunum;  (11)  bypass  enteritis; 
(12)  and  psychologic  problems  and  emotional 
upsets.  Recently  jejunoileal  bypass  has  been 
largely  replaced  by  other  operations  such  as 
gastric  bypass  or  gastric  partition,  which  afford 
adequate  weight  loss  with  less  serious  post- 
operative complications.2 

A case  of  apparent  thiamine  deficiency 
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manifested  as  Wernicke’s  encephalopathy  was 
recently  observed  following  gastric  partition  in 
an  obese  woman.  To  our  knowledge  this 
complication  has  not  previously  been  de- 
scribed. 

*For  reprint  requests,  send  to  Jerald  R.  Schenken,  M.D.,  P.O.  Box  14424, 
Omaha,  Nebraska  68114. 
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Case  report 

A 32-year-old  housewife  was  admitted  to 
Nebraska  Methodist  Hospital  in  September, 
1980  complaining  of  double  vision,  leg  weak- 
ness, and  memory  loss. 

Approximately  three  weeks  prior  to  admis- 
sion, the  patient  began  suffering  from  pro- 
gressive muscle  weakness  in  both  legs,  to  a 
point  that  the  patient  had  difficulty  getting  out 
of  a chair  and  supporting  her  own  weight.  Two 
weeks  prior  to  this  admission,  she  began  having 
some  diplopia  which  caused  vertigo.  She  also 
complained  of  problems  with  recent  memory; 
she  could  not  remember  having  completed 
routine  activities  she  had  just  finished. 

Three  months  prior  to  this  admission,  the 
patient  underwent  elective  gastric  partition 
for  morbid  obesity.  She  had  lost  77  pounds. 
Since  her  operation  she  had  episodes  of 
emesis  when  eating  “too  much”.  Her  diet 
consisted  of  beef  products,  some  fresh  and 
canned  fruits,  some  fresh  vegetables,  cottage 
cheese,  and  malts.  She  had  taken  no  vitamin 
supplements. 

On  physical  examination  the  patient  was  still 
grossly  obese,  weighing  242  pounds  and 
measuring  5 foot  6 inches  in  height.  She 
appeared  in  no  apparent  distress.  The  blood 
pressure  was  130/80  mm  Hg,  pulse  88/min, 
and  respirations  16/min.  The  heart  and  lungs 
were  normal.  No  masses  were  palpable  in  the 
abdomen  and  there  was  no  oranomegaly. 

Neurologieally,  the  patient  was  oriented  to 
person,  place,  and  time.  She  was  able  to  recall 
three  objects  after  three  minutes;  however, 
after  five  to  six  minutes  she  was  only  able  to 
recall  one.  There  was  nystagmus  on  far  lateral 
gaze  in  both  directions,  more  predominant  on 
the  left.  There  was  no  disconjugate  gaze 
present.  Pupils  were  symmetrical  and  fundi 
were  normal.  Motor  examination  revealed  a 
widebased,  very  unsteady  gait.  There  was  no 
definite  weakness  to  individual  muscle  testing. 
The  reflexes  were  “trace  present”  at  the 
biceps  and  absent  at  the  knees  and  ankles, 
even  with  reinforcement.  The  toes  showed  a 
flat  response  to  plantar  stimulation.  The 
sensory  exam  revealed  spotty  hypoesthesia  in 
the  lower  extremities.  Vibratory  and  sharp  sen- 
sation were  slightly  diminished  in  the  lower 
extremities.  Position  sensation  was  well  main- 
tained. The  Romberg  test  was  positive. 


A urinalysis,  complete  blood  count,  and 
serum  electrolytes  were  within  normal  limits. 
Serum  creatinine  1.0  mg/dl,  BUN  11  mg/dl, 
glucose  94  mg/dl,  cholesterol  220  mg/dl,  uric 
acid  8.4  mg/dl,  total  bilirubin  1.1  mg/dl, 
alkaline  phosphatase  58  IU,  LDH  199  IU, 
SGPT  24  IU,  and  SGOT  27  IU  (all  enzyme 
values  within  adult  normal  range).  Cerebral 
spinal  fluid  was  normal. 

Clinical  course 

The  patient  was  started  on  intravenous  5% 
dextrose  in  0.45%  NaCl,  40  ml/hr,  with  one  10 
ml  ampule  of  MVI  (multi-vitamin  infusion) 
added  per  day  which  contained  ascorbic  acid 
300  mg,  vitamin  A 10,000  IU,  vitamin  D 1,000 
IU,  thiamine  HCl(Bi)  50  mg,  riboflavin  (B2)  10 
mg,  niacinamide  100  mg,  pyridoxine  HC1(B6) 
15  mg,  dexpanthenol  25  mg,  and  vitamin  E 5 
IU.  By  the  next  day  her  nystagmus  had  cleared 
considerably  and  she  had  no  more  diplopia.  In 
addition,  she  was  given  thiamine  HC1  100  mg, 
IM  daily  which  was  increased  on  day  two  to  100 
mg,  IM  TID.  Three  days  after  treatment  was 
initiated,  her  nystagmus  was  still  present  but 
less  pronounced,  her  legs  were  stronger,  the 
numbness  was  improving,  and  her  memory  had 
improved.  Bv  the  fourth  day  of  therapy  the 
nystagmus  disappeared.  One  week  after  ad- 
mission, intravenous  and  parenteral  multi- 
vitamin therapy  were  discontinued.  Oral  thia- 
mine HC1,  one  tab  daily  and  Theracombex-HP® 
(containing  B complex  and  C),  one  tab  daily 
were  initiated.  The  patient  was  discharged  10 
days  after  admission,  still  having  a slight  prob- 
lem with  gait  but  improving  daily,  no  nystag- 
mus or  diplopia  and  an  improving  memory. 

Discussion 

Wernicke  first  described  an  illness  of  acute 
onset  with  the  classic  triad  of  confusion, 
ophthalmoplegia,  and  ataxia  in  1881.  Nutri- 
tional deficiency  of  thiamine  has  subsequently 
been  established  as  the  causal  factor.  The 
syndrome  has  been  associated  with  chronic 
alcoholism  as  well  as  in  wasting  diseases  not 
related  to  alcohol.  It  was  commonly  en- 
countered in  prisoner  of  war  camps.  In  1938, 
Alexander  reported  that  animals  fed  a diet 
deficient  in  thiamine  while  still  receiving  the 
other  vitamin  complexes  would  manifest  the 
syndrome.3 

More  recently  Ebels  suggested  from  post- 
mortem data  of  29  cases  that  the  syndrome 
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may  be  associated  with  a variety  of  diseases 
which  he  collectively  groups  into  gynecological, 
gastrointestinal,  malignancy,  and  miscellan- 
eous.4 

Recovery  following  the  institution  of  sup- 
plemental thiamine  administration  proceeds  at 
a somewhat  predictable  rate.  Recovery  of  the 
ophthalmoplegia,  as  was  noted  in  our  case, 
usually  begins  within  hours  and  certainly 
within  days.  This  suggests  that  the  ocular 
signs  are  due  to  a reversible  biochemical 
abnormality  rather  than  an  irreversible  struct- 
ural abnormality. 

Ataxia  usually  improves  more  slowly  with 
about  50  percent  of  the  patients  recovering 
fully  and  the  other  50  percent  continuing  to 
have  various  degrees  of  a slow,  shuffling, 
widebased  gait. 

Memory  is  usually  the  last  symptom  to 
recover.  It  is  usually  slow  and  incomplete,  with 
only  20  percent  recovering  completely.  Many 
feel  that  this  is  due  to  irreversible  structural 
changes  in  the  medial  dorsal  nuclei  of  the 
thalamus. 

The  common  denominator  for  Wernicke’s 
syndrome  is  a deficiency  in  thiamine.  Thiamine 
is  important  to  the  body  as  one  of  the  keys  in 
the  release  of  energy  during  the  metabolism  of 
carbohydrates.  It  functions  primarily  as  a co- 
enzyme in  the  decarboxylation  of  alpha- 
ketoacids  that  arise  in  the  metabolism  of 
glucose  derivatives  and  aminoacids. 

Drenick  et  al,  observed  an  acute  fulminating 
thiamine  deficiency  in  an  obese  man  who  had 
starved  for  a relatively  short  period  of  time.5 
They  concluded  that  there  is  a wide  variability 
in  individual  responses  to  starvation.  Their 
case  is  similar  to  ours  in  that  both  patients  had 
rapid  weight  reduction,  60  and  77  pounds 
respectively.  Neither  was  given  any  vitamin 
supplement  during  the  period  of  weight  loss.  In 
Drenick’s  case,  the  signs  and  symptoms  of 
Wernicke’s  syndrome  appeared  when  the 
starvation  was  stopped  and  the  patient  had 
several  days  of  carbohydrate  feedings.  In  out- 
patient, the  history  of  food  intake  followed  by 
emesis  is  not  clear  enough  to  make  similar 
correlation.  Drenick  finally  concluded  that  in 
starving  or  semistarving  patients,  the  en- 
dogenous release  of  thiamine  may  not  satisfy 
the  tissue  needs  for  this  vitamin  despite 
minimal  carbohydrate  metabolism. 


Philips  et  al  give  further  support  to  this 
hypothesis.6  They  studied  nine  patients  with 
Wernicke’s  syndrome  who  were  given  a diet 
composed  solely  of  glucose  and  minerals. 
Before  administration  of  thiamine,  the  oph- 
thalmoplegia progressed  and  the  ataxia  re- 
mained unchanged.  When  thiamine  was  added 
to  the  diet,  the  ophthalmoplegia  cleared  con- 
siderably in  one  to  six  hours,  with  improve- 
ment of  ataxia  being  more  gradual.  Improve- 
ment of  mental  disturbance  was  minimal. 

In  the  series  we  reviewed,  the  diagnosis  was 
established  in  most  cases  on  a clinical  basis. 
This  seems  to  be  related  to  difficulties  with  the 
thiamine  assay,  poor  correlation  between 
blood  levels  and  symptoms  at  the  time  of 
diagnosis,  or  failure  to  obtain  blood  samples 
prior  to  therapy.  Few  laboratories  offer  a 
reliable  assay.  The  clinical  impression  is 
usually  confirmed  by  the  rapid  disappearance 
of  symptoms  following  the  administration  of 
thiamine. 

Coon  et  al,  studied  a group  of  patients 
presurgery  and  postsurgery  by  measuring  the 
activity  of  transketolase,  a thiamine-containing 
enzyme.7  This  enzyme  is  known  to  be  low  in 
patients  with  Wernicke’s  syndrome.  In  the  pre- 
operative  group,  no  patients  were  found  to 
have  low  enzyme  levels.  Postoperatively,  how- 
ever, 4 of  32  patients  had  low  enzyme  levels. 
This  data  supports  the  addition  of  supple- 
mentary thiamine  to  post-operative  patients, 
at  least  until  oral  intake  of  food  is  deemed 
adequate  for  their  needs. 

Recommended  allowances  for  thiamine 
range  from  0.8  mg  to  1.2  mg/day.  In  the  case  of 
Wernicke’s  syndrome,  2-3  mg  usually  is 
sufficient  to  modify  the  ocular  signs  but  much 
larger  doses  are  usually  employed  until  the 
patient  resumes  a normal  diet.  Wernicke’s  is  a 
medical  emergency  in  that  recovery  without 
residual  neurological  defects  seems  directly 
related  to  the  duration  of  symptoms  prior  to 
therapy.  Doses  of  50  mg  of  thiamine  IV  and  50 
mg  IM  are  usually  administered  at  once 
followed  by  50  mg  IM  daily  thereafter  until 
resumption  of  an  adequate  diet. 

Although  specific  tests  exist  for  detecting 
thiamine  deficiency,  probably  the  most  im- 
portant test  is  a response  to  parenterally 
administered  thiamine.  Nonresponse  to  this 
type  of  therapy  may  be  cause  to  question  the 
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diagnosis.8  The  reason  our  patient  developed 
symptoms,  while  most  similar  patients  do  not, 
is  not  known.  Pre-operative  dietary  deficiency, 
extremely  rapid  weight  loss,  and  persistent 
vomiting  may  all  have  been  contributing 
factors. 

Therefore  vitamin  supplements  should  be 
included  in  the  post-operative  therapy  of  pa- 
tients with  gastric  partition  accompanied  by 
rapid  weight  loss.  This  should  include  adequate 
supplementation  of  all  the  B vitamins,  es- 
pecially thiamine,  to  avoid  the  complications 
of  Wernicke’s  syndrome. 

Summary 

Wernicke’s  syndrome  was  manifested  in  an 
obese  woman  two  months  following  gastric 
partition.  The  endogenous  release  of  thiamine 
may  not  satisfy  the  tissue  needs  in  certain 
patients  undergoing  this  procedure.  Therefore, 
vitamin  supplements  should  be  included  in  the 
therapy  of  patients  with  gastric  partition 
undergoing  rapid  weight  loss. 
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MEDICAL  GENETICS  CLINIC: 

Concurrent  Von  Recklinghausen's 
Neurofibromatosis,  Hereditary 
Spherocytosis  and  Fronto  Nasal  Dysplasia 


PERIPHERAL  neurofibromatosis 
is  one  of  the  more  common 
dominantly  inherited  human 
diseases.  The  phenotypic  expression  ranges 
from  mild  to  severe.  The  frequency  is  esti- 
mated to  be  1 in  3,000/  but  this  is  likely  to  be 
an  underestimate,  since  a substantial  propor- 
tion of  the  mildly  affected  cases  never  attract 
clinical  attention.  The  less  common  central 
neurofibromatosis  is  more  frequently  asso- 
ciated with  bilateral  acoustic  neuromata.2 

The  following  is  a case  report  of  a young 
patient  affected  with  hereditary  peripheral 
neurofibromatosis  who  was  also  found  to  have 
hereditary  spherocytosis  and  fronto  nasal 
dysplasia. 

Case  Report 

The  patient  was  a six  year  old  Caucasian 
female  at  the  time  of  her  referral.  She  was 
initially  seen  at  Boys  Town  Institute  for  the 
evaluation  of  language  delay  and  severe 
articulation  difficulties.  The  patient’s  birth 
weight  was  5 lbs.  3 ozs.  She  was  the  second  of  a 
set  of  fraternal  twins.  The  motor  landmarks 
were  within  normal  limits  and  the  medical 
history  was  unremarkable. 

The  patient’s  weight  was  47  lbs.  (15th 
percentile).  Height  was  44  in.  (5th  percentile) 
and  head  circumference  was  55  centimeters 
(greater  than  98th  percentile).  She  had  axillary 
freckling  and  many  cafe-au-lait  spots  over  the 
trunk  and  extremities.  No  neurofibromas  were 
detected.  There  was  a small  open  posterior 
fontanel.  The  patient  had  an  extremely  broad 
nasal  root  with  true  ocular  hypertelorism.  The 
tympanic  membranes  were  normal.  The  neck 
was  supple  and  the  chest  was  clear  to 
auscultation  and  percussion.  There  was  a 
grade  II/IV  systolic  ejection  murmur  heard 
over  the  left  hemithorax  with  radiation  into  the 
back.  Cardiology  consultation  suggested  prob- 
able peripheral  pulmonic  stenosis.  The  spleen 
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was  enlarged  to  5 centimeters  beneath  the  left 
costal  margin.  The  neurologic  exam  was  within 
normal  limits.  No  other  abnormalities  were 
noted. 

The  white  count  was  7,400;  and  segs,  bands, 
and  juveniles  totaled  44%.  Hemoglobin  was 
9.2gm%,  hematocrit  was  25.4%;  MCV  76, 
MCH  27.9,  MCHC  36.2;  platelets  were  ade- 
quate. The  peripheral  smear  showed  many 
microspherocytes,  marked  polychromasia  and 
basophilic  stippling.  Reticulocyte  count  was 
27.3%  and  the  direct  coombs  was  negative. 
There  was  increased  osmotic  fragility  and 
increased  autohemolysis  which  was  corrected 
by  the  addition  of  ATP  or  glucose. 

Intelligence  was  tested  using  WISC-R  and 
found  to  be  borderline  normal.  The  audiologic 
exam  revealed  essentially  normal  hearing 
sensitivity  with  borderline  normal  hearing  in 
the  low  to  mid  frequencies,  and  a mild  drop  at 
8000  Hz  for  the  right  ear.  The  brainstem 
evoked  response  did  not  provide  any  evidence 
of  a mass  lesion,  such  as  an  acoustic  neuroma 
involving  the  auditory  pathways  of  the  brain- 
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Figure  1 — Pedigree  of  family  showing  three  hereditary  disorders. 


stem.  CT  scan  of  the  head  was  normal. 
Esophagram  was  normal. 

Family  History  (Figure  1) 

The  mother  had  multiple  cafe-au-lait  spots, 
axillary  freckling  and  two  small  neurofibromas 
on  the  right  arm.  In  addition  she  had  scoliosis 
and  an  enlarged  spleen.  Her  laboratory  data 
indicated  an  11%  reticulocytosis  with  an 
abnormal  osmotic  fragility  and  autohemolysis 
which  was  correct  by  the  addition  of  ATP  or 
glucose.  She  showed  no  evidence  of  hyper- 
telorism or  any  other  facial  dysmorphia.  The 
father  showed  no  signs  of  neurofibromatosis 
and  his  CBC  and  reticulocyte  count  were 
normal.  He  had  mild  hypertelorism. 

The  fraternal  twin  (male)  had  striking 
hypertelorism  and  a broad  nasal  root.  Facial 
appearance  was  similar  to  that  of  the  patient. 
He  also  had  multiple  cafe-au-lait  spots  and 
axillary  freckling.  His  spleen  was  not  enlarged 
and  the  hematologic  findings  were  normal.  An 
older  sister,  aged  9,  was  similarly  found  to  be 
affected  with  neurofibromatosis  but  had 
normal  hematologic  findings.  This  patient  had 
normal  interpupillary  distances  and  no  facial 
dysmorphia.  On  the  father’s  side  of  the  family, 
there  were  multiple  cases  of  mild  hyper- 
telorism. The  patient’s  maternal  grandmother 
had  several  cafe-au-lait  spots  and  multiple 
neurofibromas.  The  patient’s  mother  had  no 
full  siblings  but  did  have  eight  half  siblings. 


Four  of  the  half  siblings  were  affected  with 
neurofibromatosis.  Neither  the  maternal 
grandmother  nor  any  of  the  eight  half  siblings 
had  abnormal  hematologic  findings  suggestive 
of  hereditary  spherocytosis.  The  neurofibro- 
matosis could  be  traced  back  further  one  more 
generation  and  it  clearly  displayed  an  auto- 
somal dominant  mode  of  transmission. 

The  etiology  of  the  speech  defect  in  our 
patient,  which  was  primarily  the  reason  for 
referral,  still  remains  unexplained  at  this  time. 
Hearing  loss  secondary  to  an  acoustic  neuroma 
and  a structural  anomaly  of  the  larynx  or 
palate  due  to  aberrant  facial  development  of 
fronto-nasal  dysplasia  have  been  ruled  out. 

Discussion 

This  case  is  complicated  by  the  fact  that  the 
proband  is  affected  with  three  hereditary 
disorders;  1)  Neurofibromatosis,  2)  Heredi- 
tary spherocytosis,  and  3)  Fronto  nasal  dys- 
plasia. Because  of  the  observed  pattern  of 
inheritance,  these  disorders  appear  to  be 
inherited  independently,  are  unrelated,  and 
have  fortuitously  appeared  in  a single  patient. 
Without  the  family  history,  it  would  have  been 
impossible  to  determine,  without  doubt,  that 
this  patient  was  affected  with  these  inde- 
pendent disorders  rather  than  a single  complex 
syndrome. 

Fronto  nasal  dysplasia  has  been  described  in 
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the  literature  as  being  inherited  as  both  an 
autosomal  dominant  or  as  having  a multi- 
factorial or  polygenic  mode  of  inheritance.4 

Hereditary  spherocytosis  was  present  only 
in  the  patient’s  mother  and  her  sister.  There 
were  no  other  affected  individuals  in  the  family. 
The  patient’s  mother,  however,  cannot  be 
considered  to  be  a new  mutation,  inasmuch  as 
the  mother’s  true  biologic  father  was  not 
available  for  testing.  The  absence  of  any  other 
affected  family  members  makes  it  likely  that 
either  the  maternal  grandfather  was  affected 
with  spherocytosis  or  that  the  patient’s  mother 
represents  a new  mutation.  Spherocytosis  is 
one  of  only  a few  autosomal  dominant  hemoly- 
tic anemias.  The  defect  in  the  cell  wall 
membrane  is  due  either  to  an  intrinsic  defect 
in  a structural  protein  or  secondarily  to  a 
metabolic  defect  which  alters  the  cell  wall 
function,  depresses  the  sodium  potassium 
pump,  leading  to  the  formation  of  spherocytes 
and  liability  to  extra-vascular  hemolysis  and  a 
markedly  engorged  and  enlarged  spleen.5  The 
hemolytic  anemia  is  usually  well  compensated. 


Splenectomy  is  the  preferred  method  of 
treatment  for  adults  and  older  children. 

In  his  current  review  of  neurofibromatosis, 
Riccardi3  emphasizes  the  protean  features  of 
this  disease.  It  is  important  to  distinguish 
between  the  classical  form,  as  described  by 
von  Recklinghausen  in  1882,  and  the  more 
newly  identified  central  or  acoustic  variety.2 
The  central  form  is  characterized  by  a paucity 
of  cutaneous  signs  coupled  with  an  excess  risk 
of  acoustic  neurinomas  which  are  often  bi- 
lateral. An  example  of  a patient  with  the 
central  form  is  depicted  in  Figure  2.  The 
peripheral  form  is  characterized  by  a signifi- 
cantly more  pronounced  cutaneous  phenotype, 
as  evidenced  by  a severe  example  in  Figure  3. 

The  cafe-au-lait  spots  may  be  recognizable 
at  birth,  or  they  may  begin  appearing  during 
childhood  and  then  increase  in  size  during  the 
first  decade.  Riccardi3  suggests  that  5-10%  of 
patients  with  neurofibromatosis  will  manifest 
central  nervous  system  tumors,  which  include 
optic  gliomas,  astrocytomas,  acoustic  neuro- 


Figure  2 — Patient  with  the  central  form  of  who  manifested  a posterior  fossa  neurofibrosar- 
neurofibromatosis  showing  minimal  phenotype  but  coma. 
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Figure  3 — Patient  with  the  peripheral  form  of  von 
Recklinghausen’s  neurofibromatosis  who  shows  a 
strikingly  pronounced  cutaneous  phenotype. 


mas,  neurilemmomas,  meningiomas,  and  neu- 
rofibromas. Other  malignant  neoplasms  com- 
plicating neurofibromatosis  include  neuro- 
fibrosarcomas, malignant  schwannomas,  and 
to  a lesser  extent,  Wilms’  tumor,  rhab- 
domyosarcoma and  variable  forms  of  leukemia. 
Neuroblastomas,  medullary  thyroid  carcin- 
oma, and  adenocarcinoma  of  the  pancreas  may 
also  be  associated  with  this  disease.6  Pheo- 
chromocytoma  is  estimated  to  occur  in  less 
than  1%.  Lynch  (unpublished  data)  has  ob- 
served an  apparent  excess  of  adenocarcinoma 
of  the  breast  in  women  with  neurofibromatosis. 

Riccardi  estimates  that  about  30-40%  of 
patients  with  neurofibromatosis  have  speech 
impediments,  which  include  hypernasality, 
reduced  rate,  imprecise,  consonants,  breathi- 
ness, hoarseness,  monotone,  tremor,  and  un- 
varying loudness.  He  suggests  that  while  the 
underlying  mechanism  explaining  these  defects 
has  yet  to  be  established,  their  characteristics 
suggest  a neurologic  basis  as  opposed  to  local 
laryngeal  factors.  Pulmonic  stenosis  and 
macrocephaly  have  both  been  reported  to  be 
associated  with  neurofibromastosis.7 

Serum  levels  of  nerve  growth  factor  appear 
to  be  reliable  for  distinguishing  classical 


neurofibromatosis  from  the  central  or  so-called 
acoustic  form.  However,  according  to  Ri- 
carrdi,3  this  assay  has  not  been  useful  in 
distinguishing  patients  with  classical  neuro- 
fibromatosis from  normal  individuals. 

Neurofibromatosis  is  a disorder  with  which 
every  family  physician  should  be  familiar. 
Early  recognition  and  close  follow-up  can  help 
to  ameliorate  the  affects  of  the  scoliosis,  and 
will  alert  the  physician  and  the  family  to  other 
possible  serious  sequelae. 
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MEDICAL  SCHOOL  CORNER: 

The  University  of  Nebraska 
Medical  Center's  Fixed  Wing 
Patient  Air  Transport  System 


SINCE  1972,  the  University  of 
Nebraska  Medical  Center  has 
been  involved  in  the  transport 
of  critically  ill  or  injured  patients  by  air. 
Although  initially  all  patients  transported  were 
neonates,  in  the  last  two  years  the  service  has 
grown  so  that  approximately  half  of  all  patients 
transported  are  now  adults.  The  service  is 
available  24-hours  a day,  7-days  a week  and 
employs  a wide  variety  of  aircraft  including 
pressurized  twin-engine  turbojets.  This  paper 
outlines  the  changes  which  have  occurred  in 
this  flight  service,  current  operations  of  the 
system,  and  highlights  recommended  adult 
patient-care  preparations  prior  to  air  trans- 
port. 

CURRENT  OPERATIONS 
Aircraft 

In  mid- 1979,  flight  operations  were  shifted 
from  Millard  Airfield  to  the  larger  Eppley 
Airfield  in  Omaha.  A private  charter  company, 
Sky  Harbor,  provides  dedicated  aircraft  and 
flight  crews  immediately  responsive  to  Uni- 
versity of  Nebraska  Medical  Center  transpor- 
tation requests.  A twin-engine  Mitsubishi 
MU-2  turboprop-jet  is  employed  for  most 
medical  missions.  Characteristics  of  this  air- 
craft which  make  it  highly  desirable  for 
medical  transport  purposes  include: 

1.  Pressurization,  IFR  instrumentation,  on- 
board weather  radar 

2.  Range  of  1200-1500  miles  without  refueling 

3.  Cruising  speed  of  320-350  miles  per  hour 

4.  Cruising  altitude  of  16,000  - 20,000  feet 
(maximum  altitude  30,000  feet) 

5.  Ability  to  land  on  short  runways  (2500  foot 
asphalt  in  winter),  thus  serving  over  90%  of 
all  airfields  in  the  state  of  Nebraska 

6.  Roomy,  well-illuminated  interior  with 
ability  to  carry  up  to  two  adult  patients  or 
two  neonates,  or  one  adult  and  one  neonate, 
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in  addition  to  a pilot,  copilot,  and  up  to  four 
medical  attendants 

7.  Cargo  door  located  close  to  the  ground 
behind  wing  for  relatively  easy  loading  of 
patients. 

Backup  aircraft  available  include  a pres- 
surized twin  turbojet  Beechcraft  King-Air, 
pressurized  Cessna  421  twin,  pressurized 
Cessna  414  twin,  and  Cessna  402  twin. 

Personnel 

Medical  flight  crews  are  variable  based  on 
the  needs  of  the  patient  but  usually  consist  of 
two  to  four  health  care  professionals.  For  adult 
transports,  a senior  resident  or  attending 
physician  from  the  specialty  service  accepting 
the  patient,  and  an  Emergency  Department 
flight  nurse  are  the  usual  crew.  All  flight  nurses 
are  required  to  have  at  least  one  year 
Emergency  Department/Critical  Care  experi- 
ence and  to  be  certified  in  Basic  and  Advanced 
Cardiac  Life  Support.  For  patients  requiring 
controlled  ventilation,  a respiratory  therapist 
is  often  included.  The  neonatal  flight  team 
consists  of  a senior  pediatric  resident  or 
attending  neonatologist,  neonatal  intensive 
care  unit  flight  nurse,  and  a respiratory 
therapist. 
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Equipment 

Custom  designed  equipment  carts  are  used 
for  storing  and  transporting  all  medical  equip- 
ment. These  carts  are  kept  at  University 
Hospital  and  brought  with  the  flight  crew  to 
the  airport  where  they  can  be  loaded  as  a unit 
into  secure  mounting  harnesses  aboard  the 
aircraft.  The  University  of  Nebraska  Medical 
Center  provides,  maintains,  and  assumes 
responsibility  for  all  oxygen,  medication,  medi- 
cal equipment  and  supplies. 

Flight  Data 

In  the  last  fiscal  year  (July  80  - June  81),  the 
University  of  Nebraska  air  transport  system 
has  flown  192  missions  (88  adults,  104 
neonates).  Referring  cities  for  these  flights  are 
shown  in  Figure  1.  Particularly  noteworthy  has 
been  the  increase  in  adult  flights  since  the 
service  was  expanded  in  1979  (Figure  2).  All 
patients  accepted  for  transport  on  this  service 
were  brought  to  University  Hospital  in  Omaha. 
The  receiving  services  at  University  Hospital 
to  which  air  transport  patients  have  been 
referred  in  the  last  year,  are  shown  in  Figure  3. 
The  Department  of  Surgery  and  surgical 
subspecialties  receive  the  majority  of  adult 
cases  (59.1%).  Multiple  trauma,  especially 
involving  head  and  neck  injuries,  is  the  most 
common  problem  for  which  adult  patients  are 
referred. 

Financial  Considerations 

The  University  of  Nebraska  Medical  Center 
is  billed  by  Sky  Harbor  for  the  charter  costs  of 
each  flight.  Patients  are  billed  by  the  Univer- 
sity Hospital  only  for  the  cost  of  the  aircraft 
charter.  There  is  no  separate  charge  for  the 
medical  flight  crew.  Current  charges  are 
approximately  $1.55  per  air  mile. 

Because  the  air  charter  company  is  guaran- 
teed payment  by  the  hospital,  no  down- 
payment  is  required  of  the  patient  prior  to 
flight.  This  contrasts  with  many  air  ambulance 
services  which  often  require  large  cash  down- 
payments  of  $500  or  more  prior  to  accepting 
medical  transport.  Collection  rates  have  been 
acceptable. 

Requesting  the  Air-Transport  Service 

A toll-free  WATS  line  is  available  to  all 
Nebraska  physicians  (800-642-1095  or  800- 
642-1096).  Specially  trained  Emergency  Med- 


FIGURE  1:  UNMC  AIR  TRANSPORT  REFERRAL 
SOURCES  July  80  - June  81 


Source 

Adult 

Neo- 

natal 

Total 

Ainsworth 

1 

2 

3 

Albion 

0 

1 

1 

Alliance 

2 

0 

2 

Atkinson 

0 

3 

3 

Beatrice 

4 

0 

4 

Benkelman 

0 

1 

1 

Columbus 

0 

6 

6 

Falls  City 

1 

2 

3 

Gordon 

0 

1 

1 

Gothenberg 

2 

0 

2 

Grand  Island 

3 

7 

10 

Grant 

0 

4 

4 

Hastings 

4 

11 

15 

Holdrege 

4 

0 

4 

Imperial 

0 

1 

1 

Kearney 

11 

6 

17 

Lexington 

9 

0 

9 

Loup  City 

1 

0 

1 

Lynch 

1 

1 

2 

McCook 

5 

3 

8 

Neligh 

2 

0 

2 

Norfolk 

1 

8 

9 

North  Platte 

12 

12 

24 

Ogallala 

2 

1 

3 

O'Neill 

2 

0 

2 

Osmond 

0 

1 

1 

Scottsbluff 

0 

7 

7 

Sidney 

0 

1 

1 

Sioux  City 

1 

0 

1 

St.  Paul 

1 

1 

2 

Valentine 

0 

3 

3 

West  Point 

0 

1 

1 

Out  of  State 

Champagne,  Illinois 

1 

0 

1 

Cherokee,  Iowa 

0 

2 

2 

Denver,  Colorado 

0 

1 

1 

Fayetteville,  Arkansas 

2 

0 

2 

Pine  Ridge,  South  Dakota 

5 

2 

7 

Rapid  City,  South  Dakota 

0 

6 

6 

Rochester,  Minnesota 

3 

0 

3 

Sac  City,  Iowa 

1 

0 

1 

Salina,  Kansas 

0 

4 

4 

Sioux  City,  Iowa 

3 

0 

3 

Wichita,  Kansas 

1 

0 

1 

Yankton,  South  Dakota 

3 

5 

8 

TOTALS 

88 

104 

192 

UNMC  AIR  TRANSPORTS 


FIGURE  2. 
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ical  Services/Security  personnel  answer  these 
lines  at  all  times.  If  the  referring  physician 
wishes  to  speak  with  a specific  attending 
physician  on  the  staff  of  University  Hospital, 
the  call  can  be  bridged  through  to  that 
physician.  Alternatively,  the  referring  physi- 
cian may  consult  with  the  Emergency  Depart- 
ment attending  staff  physician  who  can  dis- 
patch the  flight  team. 

Referring  physicians  are  requested  to  pro- 
vide the  following  information: 

1.  Patient  name, 

2.  patient  age, 

3.  diagnosis, 

4.  recent  vital  signs  and  pertinent  physical 
findings, 

5.  approximate  weight  of  the  patient,  and 

6.  blood  type  for  patients  who  are  bleeding 
actively. 

Patient  Preparation  Prior  to  Transport 

Airway: 

The  altered  respiratory  physiology  of  pa- 
tients during  flight  demands  that  a secure 
airway  and  means  of  adequate  ventilation  be 
insured.  Arterial  blood  gases  prior  to  transport 
of  a patient  with  any  cause  for  respiratory 


FIGURE  3:  RECEIVING  ADULT  SERVICES 


Service 

Number  of 
Patients 

% of 
Total 

Neurosurgery 

34 

38.6 

Internal  Medicine 

14 

15.9 

Surgery 

12 

13.6 

Obstetrics 

10 

11.3 

Pediatrics 

8 

9.1 

Orthopedics 

4 

4.6 

Cardiology 

2 

2.3 

Pulmonary 

2 

2.3 

ENT 

2 

2.3 

TOTALS 

88 

100.0 

FIGURE  4 

Altitude  and  Blood  Gas 


Altitude 

(feet) 

Atmospheric  PO2 
(mm  of  Hg) 

Alveolar  PO2 
(mm  of  Hg) 

Central  PO2 
(mm  of  Hg) 

Sea  Level 

159 

107 

98 

2,000 

148 

96 

86 

4,000 

137 

84 

80 

6,000 

125 

71 

64 

8,000 

116 

59 

55 

From  Air  Ambulance  Guidelines 


impairment  are  of  obvious  use  and  are 
recommended  if  avialable.  Figure  4 illustrates 
the  predicted  decline  in  oxygenation  due  to 
altitude.  If  there  is  any  question  about  the 
integrity  of  the  airway,  intubation  should  be 
considered. 

Intravenous  Lines 

All  critically  ill  or  injured  adults  should  have 
at  least  two  large-bore  angiocatheter  or  intra- 
catheter style  IV  lifelines  inserted  prior  to 
departure  from  the  referring  facility.  All 
intravenous  solutions  administered  during 
transport  must  be  in  plastic  bags  for  protection 
against  accidental  breakage.  In  addition,  such 
bags  allow  use  of  an  external  pressure  cuff  to 
maintain  the  infusion  at  high  altitude.  If  the 
patient  requires  precise  titration  of  an  IV 
solution  enroute  (such  as  a dopamine  drip), 
this  should  be  conveyed  during  the  initial  call 
to  the  Medical  Center.  In  such  instances,  the 
flight  crew  can  bring  an  intravenous  infusion 
pump. 

Laboratory  Studies 

Initial  diagnostic  studies,  including  a CBC, 
urinalysis,  ECG,  blood  type,  etc.,  should  be 
summarized  or  copied  for  the  flight  team.  If 
possible,  all  x-rays  should  be  sent  along  with 
the  patient. 

Trauma  victims  with  loss  of  consciousness,  a 
mechanism  of  injury  involving  sudden  accel- 
eration/deceleration forces  (such  as  an  auto 
accident  or  a fall),  evidence  of  injury  to  the 
head  or  neck,  or  with  neck  pain  or  tenderness 
should  have  cervical  spine  radiographs  prior  to 
transport. 

If  the  patient  is  known  or  suspected  to  have 
a cervical  spine  injury,  the  transport  team  will 
utilize  special  equipment  (Meyer  cervical 
orthotic  restraint  device)  to  immobilize  the 
head  and  neck.  This  device  can  also  be  used  in 
immobilize  the  spine  of  patients  when  a 
complete  examination  of  the  cervical  spine 
(including  visualization  through  C7)  cannot  be 
accomplished.  The  need  for  this  device  should 
be  established  on  the  initial  phone  call  as  it  is 
not  routinely  carried  on  all  flights. 

Tubes  and  Catheters 

Boyle’s  Law  of  Physics  indicates  that  the 
volume  of  a contained  gas  will  expand  when 
atmospheric  pressure  is  reduced  such  as 
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occurs  with  high  altitude.  Thus,  a partial 
pneumothorax  at  sea  level  will  increase  sub- 
stantially during  flight;  a small  amount  of  gas 
in  the  stomach  or  bowel  may  become  painful  or 
cause  vomiting;  patients  unable  to  swallow 
may  not  clear  their  eustachian  tube  during 
ascent  or  descent  and  may  experience  severe 
pain  from  barotitis  media. 

All  patients  with  a pneumothorax  of  any  size 
must  have  chest  tubes  inserted  prior  to  flight. 
Any  patient  with  abdominal  trauma,  ileus,  or 
any  other  cause  for  intra-abdominal  or  peri- 
toneal gas,  should  have  a naso-gastric  tube 
inserted. 

A Foley  catheter  is  of  use  where  urine  output 
must  be  monitored  (as  in  hypotensive  patients). 

BRIEF  COMMUNICATION: 

Screening  for  Middle 
in  a Rural  Pre-School 

HEARING  loss  in  pre-school  chil- 
dren can  adversely  affect  learn- 
ing, school  performance,  lan- 
guage development,  and  social  development.1 
Middle  ear  fluid  is  one  of  the  most  common 
causes  of  hearing  loss  in  the  pre-school  age 
group.2  Studies  have  shown  that  a significant 
number  (up  to  43%)  of  pre-school  children 
screened  either  have  or  are  at  high  risk  of 
developing  middle  ear  fluid.3 

In  order  to  determine  the  incidence  of 
middle  ear  fluid  in  pre-school  children  in 
Spalding,  Nebraska  (a  Greeley  County  com- 
munity of  approximately  700),  5 year  old 
children  entering  kindergarten  were  screened 
in  August,  1981  with  tympanometry.  Tym- 
panometry, the  measurement  of  tympanic 
membrane  compliance,  has  been  shown  to  be  a 
reliable  indicator  of  abnormal  middle  ear 
fluid.4  Air  conduction  audiometry  was  done  at 
250,  500,  1000,  2000,  3000,  4000,  6000  and 
8000  cycles  per  second.  The  testing  was  done 
in  a quiet  clinic  setting  using  an  American 
Electromedics  Corporation  model  85AR,  auto- 
matic tympanometer  and  an  Ambro  Electron- 
ics model  610  audiometer.  The  children 


Sterile  water  or  saline  should  be  used  to  inflate 
the  balloon  rather  than  air,  to  prevent  expan- 
sion of  altitude. 

For  additional  information  on  flight  phy- 
siology and  patient  preparation  for  air  trans- 
portation, the  excellent  publication  listed 
below1  is  highly  recommended.  It  can  be 
obtained  free  of  charge  from  the  U.S.  Depart- 
ment of  Transportation  (National  Highway 
Traffic  Safety  Administration)  in  Washington, 
D.C. 
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screened  were  asymptomatic.  Abnormal 
tympanograms  were  defined  as  showing 
middle-ear  pressure  less  than  - 100mm  H2O  in 
either  ear.  Abnormal  audiograms  were  defined 
as  a loss  of  greater  than  20  decibels  in  2 or 
more  frequencies  in  either  ear. 

A total  of  15  children  were  screened;  8 of  15 
or  53.3%  had  abnormal  tympograms.  Four  of 
the  8 children  with  abnormal  tympanograms 
also  had  abnormal  audiograms.  All  7 children 
with  normal  tympanograms  also  had  normal 
audiograms. 

While  this  study  has  many  limitations, 
including  a small  test  group,  the  fact  that  over 
half  the  children  tested  had  abnormal  tympano- 
grams and  that  half  of  these  children  with 
abnormal  tympanograms  also  demonstrated 
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Test  Group 


15) 


(8) 


(7) 


hearing  loss,  raises  some  interesting  questions. 
Is  middle  ear  fluid  with  associated  hearing 
loss  a significant  health  problem  in  rural 
Nebraska?  Could  this  potential  problem  be 
decreased  or  prevented  by  appropriate  screen- 
ing and  therapy?  Controlled  studies  have 
shown  a high  incidence  of  hearing  loss  in 
children  with  abnormal  tympanograms.5 

Middle  ear  fluid  is  a potentially  correctable 
cause  of  hearing  loss.  In  order  to  prevent  the 
possibly  tragic  consequences  of  hearing  loss, 
screening  pre-school  children  with  tympano- 
metry and  audiometry  with  appropriate  refer- 
ral should  be  considered  by  primary  care 
physicians.  Further  studies  may  be  necessary 


to  determine  the  incidence  of  middle  ear  fluid 
in  rural  Nebraska. 
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DOWN  MEMORY  LANE: 

Some  Reflections  on 
Fifty  Years  in  Medicine 


“Grow  old  along  with  me,  the  best  is  yet  to  be 
the  last  of  life  for  which  the  first  was  made”1 

MOST  physicians  are  well  aware  of 
the  fallacy  of  the  wishful  — 
thinking  type  of  optimism  that 
Browning  expresses  so  well  but  it  is  interesting 
to  observe  the  many  who  seem  to  live  this 
philosophy.  Medicine  is  a truly  jealous  mis- 
tress and  after  many  years  of  devoted  dedica- 
tion to  her  it  is  not  easy  to  terminate  the 
relationship  simply  because  of  age.  However, 
most  of  us  who  have  had  fifty  years  to  mature 
in  our  profession  know  that  the  almost 
miraculous  technologic  developments  and  the 
knowledge  explosion  of  the  past  generation  are 
of  such  magnitude  that  any  attempt  at  their 
mastery  taxes  the  abilities  of  the  young, 
enthusiastic,  and  highly  motivated,  and  over- 
whelms the  older,  staid,  and  perhaps  a little 
smug  practitioner  — one  who  prefers  a text 
book  (perhaps  the  one  he  used  in  medical 
school)  to  a current  journal.  The  jealous 
mistress  is  also  cruel  and  has  little  use  of  her 
outdated  former  servant.  So  it  is  best  for  those 
of  us  whose  days  are  numbered  to  acknowl- 
edge the  fact  that  our  past  is  our  true  pleasure. 

One  of  the  genuine  satisfactions  that  I have 
derived  from  my  years  is  the  realization  that 
we  in  the  middle  west,  in  Nebraska,  in  Omaha, 
have  been  privileged  to  learn  from  some  of  the 
great  men  of  medicine.  No  student  in  any 
school  of  medicine  could  have  been  more 
impressed  than  I when  first  called  Doctor  by 
Hermann  von  Wechlinger  Schulte,  the  Dean  at 
Creighton  during  my  student  days.  He  was  a 
true  scholar,  a cultured  gentleman  and  a fine 
teacher  — an  inspiration  to  every  medical 
student  who  knew  him.  I know  that  Dr.  Poynter 
at  the  University  Nebraska  College  of  Medicine 
made  a similar  impression  on  my  contem- 
poraries at  that  school.  He  and  Dean  Schulte 
had  much  in  common.  When  we  left  the 
classroom  and  the  laboratory  and  made  our 
appearance  in  the  emergency  room,  the  surgi- 
cal suite,  and  the  hospital  wards,  our  accep- 
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tance  was  heartwarming.  I remember  cordial 
reception  by  old  masters  such  as  Dr.  Rudolph 
Rix  — a name  not  familiar  to  many  1981 
physicians  but  a fine  surgeon,  a true  disciple  of 
Hippocrates,  and  a tireless  teacher  of  students 
and  housestaff.  Many  women  alive  today  can 
thank  him  for  a longer  and  more  comfortable 
life  than  would  have  been  possible  without  his 
gynecologic  expertise.  Pages  could  be  filled 
with  a simple  listing  of  names  and  accomplish- 
ments of  our  teachers  and  colleagues  — many 
of  whom  are  no  longer  living.  Names  from  the 
generation  immediately  preceding  us  such  as 
Harold  Gifford,  A.  F.  Jonas,  B.  B.  Davis,  John 

E.  Summers,  C.  C.  Allison,  T.  J.  Dwyer,  J.  P. 
Lord,  and  Palmer  Findley  were  awe  inspiring; 
but  it  was  actual  contact  with  those  like 
Adolph  Sachs,  A.  D.  Dunn,  Charles  McMartin, 
G.  Alexander  Young,  C.  R.  Kennedy,  J.  W. 
Duncan,  J.  J.  Keegan,  J.  R.  Kleyla,  M.  C. 
Howard,  W.  P.  Wherry,  M.  E.  Grier,  and  many 
others  that  really  left  their  imprint  on  my 
generation.  As  a radiologist  I must  acknowl- 
edge my  debt  of  gratitude  to  the  many 
pioneers  in  this  field  in  the  midwest  — 
especially  to  James  F.  Kelly,  Sr.,  and  to  A.F. 
Tyler,  Roy  Fouts,  A.  P.  Overgaard,  T.  T. 
Harris,  and  E.  W.  Rowe  of  Lincoln.  Also  to 
Howard  B.  Hunt,  certainly  the  dean  of  living 
radiologists  in  this  area.  His  many  years  of 
dedicated  service  as  Chairman  of  the  Depart- 
ment of  Radiology  at  the  College  of  Medicine 
of  the  University  of  Nebraska  and  Director  of 
the  Department  at  Nebraska  Methodist  Hospi- 
tal did  much  to  add  to  the  prestige  of  this 
speciality  both  locally  and  nationally. 

It  was  inevitable  that  many  medical  school 
graduates  of  the  30s  would  be  involved  in 
World  War  II  of  the  40s.  Most  of  us  who  did 
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serve  with  the  military  forces  hated  the  war  but 
are  proud  that  we  served  our  time.  For  a year 
and  a half  I had  the  responsibility  of  a busy  x- 
ray  service  in  one  of  the  best  of  the  army 
hospitals.  It  was  very  educational  for  me,  a 
great  experience  that  left  a lasting  impression. 
I learned  that  a doctor  is  a doctor  whether  in  or 
out  of  uniform.  I saw  the  same  type  of 
dedication  to  duty  that  has  made  medicine  the 
envy  of  all  professions.  All  in  all,  the  patients 
had  good  care  and  the  quality  of  medical 
practice  was  excellent.  Not  all  my  time  was 
spent  in  the  security  of  a state-side  hospital  — 
some  was  spent  in  the  Mediterranean.  Just 
enough  to  see  what  actual  warfare  was  and  to 
learn  by  experience  a good  definition  of  fright. 
There  were  of  course  a few  cheats,  a few 
chiselers,  a few  cheap  politicians  in  the 
Medical  Corps  but  by  and  large,  the  doctor  in 
military  uniform  was  a man  you  were  proud  to 
know  and  to  have  as  a colleague. 

A good  sense  of  humor  is  an  important  asset 
for  a physician.  A true  story  can  be  told  of  Dr. 
Robert  Schrock,  a superb  orthopedic  surgeon, 
a dignified  professional.  He  was  taking  care  of 


A Memorial  Tribute: 

Western  Nebraska  and  the  Nebraska  Medi- 
cal Association  suffered  a tremendous  loss 
when  Max  Raines,  M.D.  was  taken  from  us  in 
an  automobile  accident  on  December  11,  1981. 
Max  met  his  untimely  death  while  enroute  to  a 
Western  Nebraska  hospital  for  surgery.  He  had 
made  literally  thousands  of  such  trips  day  and 
night  in  all  sorts  of  weather. 

Max  was  a physician  and  surgeon  of  the  old 
school.  Medicine  was  his  life  and  he  was 
dedicated  to  the  service  of  patients  in  need.  He 
didn’t  play  golf,  seldom  had  a day  off  that  he 
didn’t  respond  to  some  one  in  need,  and  yet 
always  seemed  to  have  time  to  share  his  views 
on  what  it  meant  to  be  an  American  and  a 
citizen  of  this  United  States  of  America.  He 
was  uncompromising  in  his  beliefs  about 
citizens’  responsibilities,  including  physicians 
responsibilities,  but  he  never  let  philosophical 


a VIP  with  a bad  fracture  at  the  old 
Evangelical  Covenant  Hospital  at  24th  and 
Pratt.  He  needed  to  give  the  special  nurse  a 
few  instructions  and  advice  in  private.  The 
conveniently  available  area  was  the  bathroom. 
Dr.  Schrock  seated  himself  on  the  toilet,  the 
only  sitting  space  in  the  small  room  and 
deliberately  and  methodically  explained  the 
patient  care  that  he  thought  was  important. 
When  finished  he  stood  up,  reflexly  flushed  the 
toilet  and  walked  out  of  the  room. 

My  fifty  years  have  been  gratifying  and  for 
the  most  part  pleasant  but  I know  it  is  time  to 
reread  the  Prophet  Joel  who  said: 

Your  old  men  shall  dream  dreams  and 
Your  young  men  shall  see  visions2 

Medicine  in  1981  needs  more  visions  than 
dreams  but  hopefully  the  new  visions  will  not 
be  completely  divorced  from  the  fine  old 
dreams  of  the  past. 

References 

1.  Robert  Browning:  Rabbi  Ben  Ezra 

2.  The  Old  Testament:  Joel  2:28 


Max  Raines,  M.D. 

differences  enter  into  his  uncompromising 
fight  against  injury  and  disease. 

Those  of  us  who  had  the  privilege  of  knowing 
and  working  with  Max  Raines  held  him  in  high 
regard  and  considered  it  a privilege  to  have 
had  the  opportunity  to  know,  admire,  and  to 
love  this  giant  of  modern  day  medicine.  He  will 
be  sorely  missed  by  physicians  and  patients 
alike.  Other  good  and  noble  physicians  will 
hopefully  rise  to  fill  the  void  created  by  his 
passing,  but  none  can  take  his  place.  The  life  of 
Max  Raines,  M.D.  stands  out  as  a model  of 
service  for  all  physicians.  When  our  time 
comes  to  depart  this  life,  no  greater  tribute 
could  be  offered  for  us  than  we  too  in  some 
small  way  followed  in  the  footsteps  of  our 
beloved  colleague  and  friend,  Dr.  Raines. 

C.  J.  Cornelius,  Jr.,  M.D. 

Sidney,  Nebraska 
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To  my  fellow  Nebraska  physicians: 

I thank  you  for  the  honor  of  serving  you  as 
President  of  this  great  organization,  which  I 
have  come  to  love  because  of  you,  the 
membership.  Honestly,  I never  quite  en- 
visioned myself  in  this  position.  I know  full  well 
many  distinguished  and  eloquent  physicians 
have  preceded  me  in  this  office.  I hope  that  I 
can  live  up  to  what  you  deserve  to  expect  — I 
will  certainly  try. 

The  President-Elect  year  was  fast,  busy  and 
informative. 

The  House  of  Delegates,  in  its  wisdom,  has 
surrounded  the  President  with  an  informed, 
dedicated  and  hard-working  Board  of  Di- 
rectors. I have  nothing  but  the  utmost  praise 
for  this  group  of  gentlemen.  I can  promise  you 
that,  to  the  man,  they  will  exercise  good 
judgment  and  do  w7hat  they  feel  is  in  the  best 
interest  of  the  Nebraska  Medical  Association. 
With  their  help,  I feel  progress  can  continue. 

Over  the  years,  I have  come  to  know  and 
respect  Dwaine  J.  Peetz,  M.D.  I am  aware  of 
his  dedication  and  willingness  to  give  his  best 
to  this  organization.  He  will  be  an  excellent 
President-Elect. 

Throughout  the  past  year,  the  Commissions 
and  Committees  have  performed  in  an  exem- 
plary manner.  We  are  deeply  grateful  to  these 
fine  persons.  They  give  freely  of  their  time,  and 
not  without  some  personal  sacrifice.  Their 
continuing  sendee  is  vital  to  organized  medi- 
cine in  this  State. 

Our  executives,  Ken  Neff  and  Bill  Schell- 
peper,  along  with  the  dedicated  staff  they  have 
assembled,  are  to  be  commended  for  the  work 
they  do  for  each  of  us.  I can  assure  you  much 
fine  w7ork  and  services  are  performed  by  the 
Headquarters  Office. 

This  first  letter  would  be  woefully  in- 
appropriate if  I did  not  thank  and  recognize,  on 
behalf  of  the  members,  Carlyle  E.  Wilson,  Jr., 


M.D.,  our  Past-President.  He  has  given  the 
Nebraska  Medical  Association  29  years  of 
sendee.  Since  medical  school  days,  I have 
come  to  know  and  respect  this  fine  gentleman. 
Truly,  he  and  his  good  wife  “Skip”  have  given 
much  to  the  organization.  I have  appreciated 
his  decisions  and  welcomed  his  advice.  Al- 
though he  may  soon  be  paying  dues  to  the 
California  Medical  Association,  I think  in  our 
hearts,  he  will  always  be  a member  and 
supporter  of  the  NMA.  Thank  you,  Sir!  We 
wish  you  Godspeed! 

None  of  us  can  be  sure  what  lies  ahead  for 
medicine.  I think  it  is  safe  to  assume  that  there 
may  be  ongoing  change.  This  seems  inevitable. 
Hopefully,  it  will  be  for  good  and  for  the 
betterment  of  our  patients.  After  all,  they  are 
wThat  it’s  all  about.  I think  with  continued 
growth  and  a united,  not  divided,  membership, 
the  Nebraska  Medical  Association  can  remain 
a viable,  progressive  organization. 

Thank  you  again  for  your  confidence  and 
support. 

Allan  C.  Landers,  M.D. 

President, 

Nebraska  Medical  Association 
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The 

Auxiliary 


As  the  1981-82  Auxiliary  year  draws  to  a 
close,  I feel  a real  sense  of  satisfaction  in 
reflecting  back  upon  the  accomplishments  of 
our  organization  that  is  dedicated  to  helping 
our  spouses  in  the  medical  profession. 


Shirley  Johnson 


Throughout  this  year,  we  have  made  a 
concerted  effort  to  be  aware  of  legislation 
which  affects  the  medical  profession  and  to 
voice  our  concerns  to  our  state  and  national 
legislators. 

Fund  raising  for  our  only  philanthropy, 
AMA-ERF,  was  accomplished  through  the  sale 
of  paper  products,  Christmas  cards,  a Christ- 
mas Sharing  Card,  Doctor’s  Day  Bouquets, 
International  Dinners,  and  auctions. 

We  also  contributed  to  the  support  of  our 
own  Nebraska  Medical  Foundation  by  our 


participation  in  bridge  marathons  and  a 
luncheon  with  other  professional  wives. 

County  auxilians  are  proud  of  such  local 
projects  as  the  GEMS  babysitting  course, 
sewing  for  a day  care  center,  providing  for 
medical  displays  at  a children’s  museum, 
health  fairs,  a project  to  determine  accessi- 
bility to  physician’s  offices  for  the  disabled, 
scholarships  for  health  careers,  assisting  with 
the  Mobile  Van,  and  entertaining  the  pre-med 
students  from  nearby  colleges. 

The  list  also  includes  providing  programs  on 
parenting,  cancer  screening,  kitchen  safety, 
CPR,  sex  education  and  car  safety  restraints. 

Reaching  out  into  the  community,  the 
county  auxiliaries  are  proud  to  work  in 
cooperation  with  other  volunteer  organizations 
such  as  hospital  auxiliaries,  Red  Cross, 
YWCA,  PTA,  the  American  Heart  Association 
and  the  American  Cancer  Society. 

By  joining  in  a partnership  with  the  many 
individuals  who  are  concerned  about  the 
health-related  issues  of  our  day,  the  835 
member  Nebraska  Medical  Association  Aux- 
iliary can  be  a strong,  vital  force  in  our  state. 

Sincerely, 

Shirley  Johnson 
President,  NMA  Auxiliary 
1981-82 
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Coming  Meetings 


CONTINUING  MEDICAL  EDUCATION 
COURSES 

UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 
CENTER  FOR  CONTINUING 
EDUCATION 

SEPTEMBER 

“EMERGENCY  MEDICINE  REVIEW”  - 
Sept.  13-18,  1982,  Center  for  Continuing 
Education,  Omaha,  Nebraska. 

“ADVANCED  TRAUMA  LIFE  SUPPORT” 
— Sept.  20-21,  1982,  Center  for  Continuing 
Education,  Omaha,  Nebraska. 

For  specific  information  about  courses, 

contact  Marge  Adey  or  Roxanne  Pankonin, 

Center  for  Continuing  Education,  (402)  559- 

4152. 

* 

THE  FIFTH  ANNUAL  BLACK  HILLS 
SEMINAR  ON  ADVANCES  IN  CLINICAL 
PEDIATRICS  — June  16-18,  1982,  at 
Sylvan  Lake  Resort,  Custer,  South  Dakota, 
sponsored  by  the  Department  of  Pediatrics 
and  Adolescent  Medicine,  University  of 
South  Dakota  School  of  Medicine.  Guest 
faculty  include  Drs.  Hugh  Moffett,  Jane 
Schaller,  Sylvan  Stool  and  William  Strong. 
For  complete  conference  information  con- 
tact: Lawrence  R.  Wellman,  M.D.,  Program 
Coordinator,  Department  of  Pediatrics,  Uni- 
versity of  South  Dakota,  School  of  Medicine, 
1100  S.  Euclid,  Sioux  Falls,  South  Dakota 
57117-5039,  605-339-6578. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Annual  Meeting,  June  13-17,  1982,  Chicago, 
Illinois. 

AUDIOLOGY  UPDATE,  1982  — An  Update 
in  Hearing  Conservation  For  All  Ages. 
Thursday,  June  17,  1982  through  Sunday, 
June  20,  1982.  The  Annapolis  Hilton  Inn, 
Annapolis,  Maryland.  Sponsored  by  Univer- 
sity of  Nebraska  Medical  Center,  Omaha, 


Nebraska  and  State  University  of  New  York, 
Upstate  Medical  Center,  Syracuse,  New 
York. 

1982  AMERICAN  HEART  ASSOCIATION, 
NEBRASKA  AFFILIATE  SCIENTIFIC 
SESSIONS  — June  18,  1982,  Holiday  Inn  - 
Midtown,  Grand  Island,  NE  68801 

LAKE  OKOBOJI  INFECTIOUS  DISEASE 
SYMPOSIUM  — Friday  and  Saturday,  July 
30  and  31,  1982.  A continuing  medical 
education  offering  on  the  shores  of  beautiful 
Lake  Okoboji.  To  register  or  for  further 
information:  Contact  Marge  Adey,  Center 
for  Continuing  Education,  University  of 
Nebraska  Medical  Center,  42nd  and  Dewey, 
Omaha,  Nebraska  68105.  Telephone:  402- 
559-4152. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
1982  Fall  Session  — September  9-11, 
1982. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Alumni  Reception,  Tuesday,  October  5, 
1982,  5:30-7:00  p.m.,  San  Francisco  Hilton 
Hotel,  San  Francisco,  California;  in  conjunc- 
tion with  American  Academy  of  Family 
Physicians  meeting.  All  alumni,  spouses, 
friends  and  faculty  are  invited. 

SEVENTH  ANNUAL  INTERNATIONAL 
BODY  IMAGING  CONFERENCE  - 
The  Seventh  Annual  International  Body 
Imaging  Conference  will  be  held  at  the 
Sheraton  Royal  Waikoloa  Hotel  in  Kona, 
Hawaii,  October  9-17,  1982  with  formal 
conference  sessions  October  10-14,  1982.  The 
conference  offers  approximately  28  Category  I 
ACR  credits  and  will  present  to  the  participant 
a correlated  approach  to  the  principles,  indica- 
tions, uses,  interpretations  and  results  ob- 
tained with  computed  tomography,  ultra- 
sonography, nuclear  imaging,  nuclear  magnetic 
resonance  and  digital  radiography.  A one-half 
day  symposium  on  NMR  imaging  is  planned. 
Course  participation  by  practicing  imaging 
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physicians,  residents,  technologists  and  cor- 
porate personnel  is  encouraged. 

Course  faculty  will  include  Roy  Filly,  M.D., 
Chief,  Section  of  Diagnostic  Ultrasound,  Uni- 
versity of  California  at  San  Francisco;  Robert 
R.  Hattery,  M.D.,  Chairman,  Department  of 
Diagnostic  Radiology,  Mayo  Clinic,  Rochester, 
MN;  Michael  Johnson,  M.D.,  Associate  Pro- 
fessor of  Diagnostic  Radiology,  Director,  Divi- 
sion of  Diagnostic  Ultrasound,  University  of 
Colorado  Health  Sciences  Center,  Denver, 
CO;  William  Klingensmith,  M.D.,  Nuclear 
Medicine  Division,  University  of  Colorado 
Health  Sciences  Center,  Denver,  CO;  George 
Leopold,  M.D.,  Professor  of  Radiology,  Di- 
rector of  Diagnostic  Ultrasound,  University  of 
California  Medical  Center,  San  Diego,  CA; 
Angelo  Lurus,  M.D.,  Chairman,  Department  of 
Radiology,  Holy  Family  Hospital,  Spokane, 
WA;  Larry  Mack,  M.D.,  Director  of  Ultra- 
sound and  CT,  Harborview  Hospital,  Uni- 
versity of  Washington,  Seattle,  WA:  F. 

David  Rollo,  M.D.,  Ph.D.,  Professor  of  Radi- 


In Memoriam 

Ralph  H.  Luikart,  M.D.  — (August  5,  1889  - 
March  24,  1982)  — Medical  specialty: 
Ob/Gyn.  A University  of  Pennsylvania 
medical  graduate,  Dr.  Luikart  received  a 
Distinguished  Services  to  Medicine  Award 
in  1977  from  the  University  of  Nebraska 
Medical  Center.  He  was  cited,  in  part,  for 
designing  the  Luikart  forceps,  which  are 
widely  used  in  obstetrics.  Dr.  Luikart  began 
his  practice  in  Omaha  in  1918,  and  served 
on  the  faculty  at  Creighton  University  and 
the  University  of  Nebraska  at  various  times. 
He  was  also  president  of  the  Nebraska  Ob- 
stetrical and  Gynecological  Society.  Dr. 
Luikart  was  a member  of  the  Omaha- 
Douglas  County  Medical  Society,  the  NMA, 
and  the  AMA.  He  is  survived  by  his  wife 
Georgiana;  sons,  Dr.  Ralph  Luikart  Jr.  of 
Santa  Barbara,  CA,  and  Robert  C.  of 
Omaha;  three  grandchildren  and  one  great- 
grandchild. 


Raymond  P.  Carroll,  M.D.  — (October  6, 
1897  - March  26,  1982)  — Medical  specialty: 


ology,  Vanderbilt  University  Medical  Center, 
Nashville,  TN,  Vice  President  for  Medical 
Affairs,  Humana,  Inc.,  Louisville,  KY. 

Conference  Registration  Limited:  $385. 
Residents  and  Technologists  $295  with  letter. 
Address  registration  and  inquiries  to:  Con- 
ference Secretary,  Seventh  Annual  Interna- 
tional Body  Imaging  Conference,  Department 
of  Radiology,  West  Park  Hospital,  22141 
Roscoe  Blvd.,  Canoga  Park,  CA  91304.  Tele- 
phone: (213)  340-0580  ext.  280. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Annual  Alumni  Roundup  and  Reception, 
Monday,  October  25,  1982,  6:00  - 7:30  p.m., 
Red  Lion  Inn,  Omaha,  Nebraska;  in  conjunc- 
tion with  Omaha  Mid-West  Clinical  Society 
meeting.  All  alumni,  spouses,  friends  and 
faculty  are  invited. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Interim  Meeting,  December  5-8,  1982, 

Miami  Beach,  Florida. 


General  Practice.  A 1920  graduate  of  the 
Creighton  University  School  of  Medicine, 
Dr.  Carroll  practiced  medicine  in  Laurel  for 
more  than  50  years,  retiring  due  to  ill  health. 
He  was  a member  of  Five  County  Medical 
Society,  the  NMA  and  the  AMA.  Dr.  Carroll 
is  survived  by  one  son,  Dr.  John  J.  Carroll 
of  Tucson,  AZ;  three  sisters;  four  grand- 
children and  six  great-grandchildren. 

Robert  C.  Olney,  M.D.  — (January  27,  1896  - 
April  21,  1982)  — Medical  specialty:  Gen- 
eral Surgery.  Dr.  Olney,  who  had  practiced 
medicine  in  Lincoln  since  1919,  graduated 
from  Rush  Medical  College  in  Cincinnati. 
He  built  Olney  Hospital  in  1953,  which  was 
later  called  Providence  Hospital.  He  was  the 
hospital’s  medical  director.  Memberships 
included  International  College  of  Surgeons, 
the  AMA,  NMA  and  Lancaster  County 
Medical  Association.  Dr.  Olney  is  survived 
by  sons,  Dr.  Robert  D.  of  Manhattan,  KS, 
Dr.  Richard  C.  of  Lincoln,  Dr.  John  E.  of 
Oregon;  one  brother;  one  sister;  and  ten 
grandchildren. 
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Picture  Gallery 


1982  NMA  ANNUAL  SESSION 


Dr.  Allan  C.  Landers  presenting  50-year  Certifi- 
cate to  Dr.  J.  Milton  Margolin. 


Dr.  Allan  C.  Landers  presenting  50-year  Certifi- 
cate to  Dr.  Carroll  C.  Nelson. 


Mrs.  Philip  Smith,  First  Vice-President,  American 
Medical  Association  Auxiliary,  addressing  the 
House  of  Delegates. 


Dr.  Allan  C.  Landers  presenting  50-year  Certifi- 
cate to  Dr.  Ronald  C.  Anderson. 


Dr.  Allan  C.  Landers  presenting  50-year  Certifi- 
cate to  Dr.  Claude  T.  Mason. 


Mrs.  L.  Palmer  Johnson  addressing  the  House  of 
Delegates. 


Dr.  Gordon  G.  Pejsar,  Nebraska  Dental  Associa- 
tion representative,  addressing  the  House  of  Dele- 
gates. 
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Dr.  Richard  H.  Meissner,  NMPAC  Chairman, 
addressing  the  House  of  Delegates. 


House  of  Delegates 


Dr.  Carlyle  E.  Wilson  addressing  the  House  of 
Delegates. 


House  of  Delegates 


House  of  Delegates 


House  of  Delegates 


Bruce  Lushbough,  M.D.,  President  of  the  South 
Dakota  State  Medical  Association,  addressing  the 
House  of  Delegates. 


Mrs.  L.  Palmer  Johnson  presenting  AMA-ERF 
check  to  Dr.  Alastair  Connell. 
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Mrs.  L.  Palmer  Johnson  presenting  AMA-ERF 
check  to  Fr.  James  Hoff,  S.J. 


Dr.  L.  Dwight  Cherry  presenting  Nebraska  Medi- 
cal Foundation  scholarship  to  Mr.  Jeremy  S.  Garrett. 


Dr.  L.  Dwight  Cherry  presenting  Nebraska  Medi- 
cal Foundation  scholarship  to  Mr.  Gary  A.  Peitzmeier. 


Dr.  Carlyle  E.  Wilson  presenting  President-Elect 
badge  to  Dr.  Dwaine  J.  Peetz. 


Welcome  New  Members 


Noel  A.  Santos-Cuyugan,  M.D. 
Fairbury,  NE  68352 

James  A.  Lindau,  M.D. 

Wayne,  NE  68787 

Alan  L.  Holmes,  M.D. 

Blair,  NE  68008 

Joel  N.  Bleicher,  M.D. 

601  North  30th 
Omaha,  NE  68131 

Natvarlal  P.  Patel,  M.D. 

109  North  15th 
Norfolk,  NE  68701 
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Thomas  A.  McKnight,  M.D. 
450  East  23rd 
Fremont,  NE  68025 

David  A.  Burnett,  M.D. 

V.A.  Hospital 
Omaha,  NE  68105 

William  A.  Shiffermiller,  M.D. 
8300  Dodge  Street,  #221 
Omaha,  NE  68114 


WashingtoNo  tes 


(Continued  from  page  19A) 

ployees  of  the  hospitals,  the  AMA  has  told 
Congress. 

The  definition  is  of  importance  under  the 
federal  tax  laws.  Refusal  of  the  Internal 
Revenue  Service  (IRS)  to  recognize  such 
physicians  as  independent  contractors  would 
have  an  impact  on  the  operations  of  the 
hospitals  as  well  as  the  tax  treatment  of  the 
physicians  involved. 

Jerald  Schenken,  M.D.,  a member  of  the 
AMA’s  Council  on  Legislation,  told  a Senate 
Finance  Subcommittee  that  the  issue  of 
independent  contractor  status  “goes  to  the 
very  heart  of  professionalism.”  Dr.  Schenken 
said  there  is  no  attempt  by  hospitals  “to 
exercise  any  control  or  interfere  in  any  way 
with  the  physician’s  independent  exercise  of 
medical  judgment  on  behalf  of  an  individual 
patient.” 

Speaking  for  the  American  College  of 
Radiology,  the  American  College  of  Emer- 
gency Physicians,  and  the  College  of  American 
Pathologists  as  well  as  the  AMA,  Dr.  Schenken 
noted  that  historically  hospital-associated 
physicians  have  been  considered  by  the  IRS  to 
be  independent  contractors  under  the  common 
law  rules  and  have  not  been  considered 
employees  of  hospitals. 

However,  starting  in  the  late  1960’s,  the 
IRS,  “often  arbitrarily,”  attempted  to  reclas- 
sify many  independent  contractors.  Due  to 
protests  and  uncertainties  about  the  tax 
agency’s  policies,  Congress  in  1978  imposed  a 
temporary  moratorium  on  IRS  rulings  on  the 
issue.  The  current  moratorium  expires  July  1, 
and  legislation  has  been  introduced  to  spell 
out  the  criteria  for  independent  contractors. 

Dr.  Schenken  said  physicians  are  concerned 
that  the  legislation  “fails  to  take  into  account 
the  unique  circumstances  of  professionals, 
such  as  hospital-associated  physicians.” 

As  a result,  the  AMA  has  developed  draft 
language  to  amend  the  bill  to  help  assure  that 
qualifying  physicians  who  traditionally  have 
been  considered  independent  contractors  not 
be  improperly  reclassified  as  employees. 
“Adoption  of  these  amendments  would  resolve 


the  independent  contractor  issue  for  hospital- 
associated  physicians,  thereby  relieving  both 
the  IRS  and  these  physicians  from  the  expense 
involved  in  continued  challenges  and  litigation 
concerning  this  issue.” 

The  AMA  witness  pointed  out  that  the  IRS 
in  1979  conducted  a study  of  income  tax 
compliance  by  independent  contractors.  One 
conclusion  was  that  such  contractors  had  a 
high  rate  of  noncompliance,  but  that  medical 
professionals  showed  a “very  favorable  income 
tax  compliance  rate  of  95.8  percent.” 

* * * 

Physicians  should  be  given  the  necessary 
training  in  medical  school  to  provide  health 
care  in  the  most  cost-effective  manner  accord- 
ing to  the  General  Accounting  Office  (GAO) 

A report  recommended  that  the  HHS 
Department  monitor  incorporation  of  such 
training  at  medical  schools  and  on  a carefully- 
selected  basis  provide  federal  funding  for 
seminars  and  conferences  on  the  issue. 

Medical  school  courses  vary  widely  in 
approach  and  emphasis  and  need  to  be 
increased,  said  the  GAO,  recommending 
“thoroughly  integrating  cost-containment  in- 
struction into  the  clinical  phases  of  medical 
education.” 

One  approach  might  be  to  include  questions 
that  deal  with  elements  of  cost  containment  in 
medical  examinations,  said  the  GAO. 

The  agency  cited  one  study  that  showed  a 
one-year  course  of  instruction  resulted  in  a 
sharp  decline  in  laboratory  tests  ordered  by 
first  year  residents,  of  from  29  percent  to  47 
percent,  an  average  reduction  of  $455  per 
hospitalization. 

* * * 

A cost  limitation  plan  for  Medicare  hospital 
reimbursement  is  gathering  momentum  in  the 
nation’s  capitol.  Endorsement  of  the  idea  by 
the  American  Hospital  Association  (AHA)  may 
have  paved  the  way  for  Congressional  enact- 
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ment  of  a new  reimbursement  method  this 
year. 

The  prospective  fixed  price  program  worked 
out  by  the  AHA  would  “establish  financial 
incentives  for  more  efficient  hospital  services,” 
said  AHA  President  Alex  McMahon  at  a 
Washington,  D.C.,  news  conference. 

Hospitals  would  be  paid  at  a prospectively- 
fixed  rate  for  their  Medicare  load  (a  certain 
amount  for  each  Medicare  patient  admitted), 
with  the  rate  of  increase  of  Medicare  hospital 
payments  limited  to  about  14  percent  in  the 
fiscal  year  starting  in  October.  This  compares 
with  the  16  percent  increase  this  year  and 
apossible  17  percent  or  more  next  fiscal  year. 
McMahon  said  the  AHA  plan  could  save  the 
government  $1  billion  in  fiscal  1983. 

At  present,  of  course,  hospitals  are  reim- 
bursed under  medicare  on  the  basis  of  costs 
incurred  rather  than  according  to  an  advanced 
formula. 

The  so-called  “prospective  reimbursement” 
plan  has  been  proposed  for  many  years  in 
Congress  without  reaching  passage.  The  Rea- 
gan Administration  is  preparing  its  version  of  a 
prospective  plan  that  is  scheduled  to  be 
presented  Congress  this  Spring. 

McMahon  said  the  present  Medicare  reim- 
bursement system  has  “expansionist  tenden- 
cies,” and  was  so  designed  originally.  But  now 
in  an  era  of  government  contraction,  there 
must  be  a change,  he  said,  declaring  that 
controls  won't  work  and  noting  the  hospitals' 
opposition  to  a flat  percentage  cut,  “which  is 
just  dead  wrong.” 

McMahon  said  the  AHA  intends  to  make 
every  effort  to  push  its  program  within  the 
Administration  and  on  Capitol  Hill.  In  answer 
to  a question  at  the  news  conference,  he 
speculated  that  “prospective  reimbursement” 
may  be  considered  seriously  in  the  future  by 
private  health  insurors  as  a mechanism  for 
keeping  costs  down  in  the  private  sector. 

Asked  about  the  degree  of  support  for  the 
plan  among  hospitals,  McMahon  said  “my 
guess  is  that  it  would  not  be  a unanimous 
agreement  and  that  a number  of  hospitals 
would  not  like  it  at  all.” 

Under  the  AHA  proposal,  the  basis  of 
payment  is  a pre-determined  fixed  price  per 


Medicare  beneficiary  discharge.  (For  technical 
reasons,  discharge  is  employed  rather  than 
admission). 

For  fiscal  1983,  the  fixed  price  would 
generally  be  set  by  adjusting  the  hospitals’  own 
actual  1982  Medicare  allowable  costs  per 
beneficiary  discharge  by  a forecasted  price 
index.  Only  hospital  inpatient  services  would 
be  covered  initially. 

The  government  would  be  required,  after 
consultation  with  the  hospital  industry,  to 
develop  and  present  to  Congress  within  two 
years  a companion  fixed  price  system  for 
paying  other  hospital  Medicare  services  — 
outpatient  and  emergency  room. 

The  system  would  be  mandated  for  all 
hospitals  located  within  standard  metropolitan 
statistical  areas  and  for  hospitals  with  100  or 
more  beds  in  other  areas.  The  other  hospitals 
would  have  the  option  of  being  paid  on  either 
the  fixed  price  basis  or  the  current  cost-based 
reimbursement  system. 

Hospitals  not  satisfied  with  the  fixed  price 
would  be  permitted  to  bill  beneficiaries  di- 
rectly for  the  difference,  but  the  plan  provides 
numerous  incentives  for  hospitals  to  accept 
the  Medicare  rate  as  full  payment. 

In  a letter  to  hospitals,  McMahon  made  a 
point  of  the  pressures  rising  in  Congress  and 
within  the  Administration  to  reduce  projected 
federal  health  care  expenditures. 

The  AHA  plan,  he  said,  “provides  oppor- 
tunities and  incentives  for  excellence  in 
hospital  management,  while  recognizing  the 
new  economic  and  political  realities  and 
protecting  hospitals  from  arbitrary  or  uni- 
lateral decision-making  by  governments.” 

* * * 

The  American  Society  of  Internal  Medicine 
(ASIM)  called  on  the  federal  government  and 
other  organizations  with  an  interest  in  health 
care  costs  to  consider  a 10-point  program  of 
cost-containment  incentives. 

The  program,  which  calls  for  alterations  in 
federal  and  private  health  insurance  reim- 
bursement, is  based  on  ASIM’s  contention 
that  the  present  system  includes  “perverse 
incentives  that  encourage  hospitalization, 
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which  by  its  nature  is  more  expensive  than 
ambulatory  care  — 

“Those  incentives  also  unintentionally  re- 
ward inefficiency  and  penalize  efficiency, 
promote  costly  technical/surgical  procedures 
instead  of  less-costly  (and  frequently  more 
effective)  personalized  caring  services,  and 
discourage  patients,  physicians,  and  hospitals 
from  becoming  actively  involved  in  holding 
down  the  costs  of  medical  care,”  according  to 
ASIM. 

Among  insurance  system  changes  recom- 
mended by  ASIM  are: 

* Incentives  for  ambulatory  care. 

* Prospective  reimbursement  under  Medicare 
and  Medicaid. 

* Co-payments  and  co-insurance  to  promote 
patient  cost-sharing  in  all  private  and  public 
health  insurance  plans. 

* Reimbursement  for  physicians’  “cognitive” 
or  thinking  services,  as  a way  to  discourage 
more  expensive  procedure-oriented  care. 

* Coverage  for  preventive  services,  incentives 
for  individuals  to  adopt  positive  health 
habits,  and  elimination  of  programs,  such  as 
federal  price  supports  for  tobacco,  that  are 
detrimental  to  health. 

ASIM  also  urged  legislation  to  expand 
patient  choice  of  insurance  plans  and  altera- 
tions in  the  tax  structure,  to  discourage  over- 
insurance. It  also  urged  repeal  of  the  federal 
health  planning  law,  supporting  voluntary, 
private-sector  planning  in  its  place,  and  called 
on  the  federal  government  to  tighten  up 
management  of  the  Medicare  and  Medicaid 
programs. 


* * * 

The  Supreme  Court  has  unanimously  up- 
held current  review  procedures  for  Medicare 
recipients  whose  claims  have  been  denied. 

Struck  down  were  two  lower  court  decisions 
granting  additional  hearings  to  protest  denials 
of  claims.  One  casei  nvolved  a group  of 
beneficiaries  and  another,  a medical  supplier. 
In  both  cases  the  lower  courts  found  a risk  of 
bias  under  present  procedures  because  the 
hearing  officers  are  appointed  by  Medicare 
intermediaries. 


However,  Justice  Lewis  Powell,  writing  for 
the  9-0  court,  said  “Congress  deliberately 
intended”  to  limit  appeals  by  beneficiaries, 
suppliers  and  physicians  contesting  the 
amounts  that  are  reimbursed.  The  opinion 
noted  that  the  hearing  officers’  salaries  are 
paid  by  the  federal  government  and  the 
insurance  carrier  pays  all  claims  from  federal 
funds. 

* * * 

John  G.  Veneman,  56,  Under  Secretary  of 
Health,  Education  and  Welfare  Department 
during  the  Nixon  Administration,  died  at  his 
home  in  Sacramento,  CA.,  of  an  apparent  heart 
attack.  Veneman  was  a forceful  advocate  for 
the  Nixon  Administration’s  health  programs. 
He  was  instrumental  in  securing  Congressional 
approval  of  some  major  programs,  including 
Health  Maintenance  Organizations. 

Andrew  Biemiller,  75,  long-time  chief  lobby- 
ist in  Washington  for  the  AFL-CIO,  died  April 
3.  Biemiller,  who  retired  four  years  ago,  was  an 
influential  figure  in  many  of  the  major  legisla- 
tive battles  of  the  past  two  decades  involving 
health  programs.  He  helped  lead  the  fight  for 
enactment  of  Medicare  and  Medicaid,  and  was 
a principal  spokesman  for  a national  health 
insurance  program. 

* * * 

The  Senate  has  passed  a bill  making 
sweeping  changes  in  the  way  the  federal 
government  handles  regulations.  Congress 
would  have  the  power  to  veto  regulations  the 
lawmakers  don’t  like.  A similar  bill  is  nearing 
House  action. 

Sponsors  of  the  legislation  contend  that  the 
government  agencies  often  have  gone  beyond 
the  intent  of  Congress  in  issuing  regulations. 
The  bills  require  cost-benefit  analysis  on 
major  rules,  periodic  review  of  existing  regula- 
tions, and  restrict  the  use  of  federal  funds  to 
assist  private  groups  attempting  to  influence 
regulations. 

* * * 

Reports  that  the  Administration  might  relax 
health  and  safety  rules  for  nursing  homes  were 
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scotched  by  Health  and  Human  Services 
Secretary  Richard  Schweiker. 

“I  will  not  turn  back  the  clock,”  said 
Schweiker  in  a statement.  “I  will  not  imperil 
senior  citizens  in  nursing  homes,  our  most 
vulnerable  population,  by  removing  essential 
federal  protections.” 

Among  other  provisions,  current  rules  pro- 
vide staffing  levels  for  medical  directors,  a 
provision  that  the  AMA  had  urged  be  retained 
for  nursing  homes.  Various  other  health  and 
safety  regulations  cover  fire  safety,  patient 
privacy  and  dignity,  infection  control,  etc. 

The  eight-year-old  rules  set  standards  for 
18,000  nursing  homes  that  receive  Medicare 
and  Medicaid  payments. 


* * * 

Medical  organizations  have  renewed  their 
attack  on  the  Administration  plan  to  notify 
parents  of  teen-age  girls  who  receive  prescrip- 
tion contraceptives  from  federally-funded 
clinics. 

George  Ryan,  M.D.,  President  of  the  Ameri- 
can College  of  Obstetricians  and  Gynecologists, 


told  a news  conference  in  Washington,  D.C., 
that  “pregnancy  is  the  price  that  many  will 
pay.”  Dr.  Ryan  said  the  plan  “makes  no  sense 
on  the  grounds  of  health.” 

Young  women  face  a five  times  greater 
chance  of  serious  disease  and  death  from 
pregnancy  than  from  birth  control  pills  or 
intra-uterine  devices,  according  to  the  phy- 
sician. 

Speaking  on  behalf  of  eight  organizations, 
including  the  AMA,  Dr.  Ryan  said  many  teen- 
agers will  not  seek  birth  control  services  if 
their  parents  must  be  notified.  The  regulation 
would  discriminate  against  poor  youth  because 
those  with  money  could  receive  confidential 
help  from  private  physicians,  he  said. 

The  Administration  proposal  would  require 
notification  of  parents  within  10  days  after 
girls  under  18  get  birth  control  devices  or  pills 
at  clinics  funded  by  the  federal  government. 
The  Administration  position  is  that  parents 
have  a right  to  be  told  of  decision  which  have 
“long-term  health  consequences  for  the  ado- 
lescent.” 

Dr.  Ryan  said  as  many  as  100,000  preg- 
nancies might  result  from  the  Administration 
plan. 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure.  Exec.  Vice  President 
8502  West  Center  Road,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St.,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  “E”  St.,  Lincoln  68501 

Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 

Blue  Cross  and  Blue  Shield  of  Nebraska 

Wm.  H.  Heavey,  President 

P.O.  Box  3248,  Main  Station,  Omaha  68180 

Creighton  University  School  of  Medicine 
Fr.  James  Hoff,  S.J.,  Acting  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
JoAnn  Lewis,  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

Ste.  103,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Bldg.,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Charles  H.  Borchman,  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 
740  Keeline  Bldg.,  319  South  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton,  M.D.,  President 
Regional  Center,  Hastings,  NE  68901 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D.,  Dept,  of  Neurology, 

601  North  30th  Street,  Omaha,  Nebraska  68131 
Nebraska  Academy  of  Ophthalmology 
Howard  A.  Dinsdale,  M.D.,  President 
600  North  Cotner,  Lincoln  68505 
Nebraska  Academy  of  Otolaryngology 
F.  Edward  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 

Nebraska  Association  of  Home  & Community  Health  Agencies 

Sharon  Feller,  President 
810  N.  22nd  St.,  Blair  68008 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D.,  Secretary-Treasurer,  N.A.P. 

8303  Dodge  Street,  Omaha  68114 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 

K.  Don  Arrasmith,  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
10840  Old  Mill  Rd..  Suite  5,  Omaha  68154 

Nebraska  Chapter  — American  College  of  Pediatrics 

Warren  G.  Bosley,  M.D.,  Chairman 
1811  West  2nd,  #360,  Grand  Island,  Nebraska  68801 
Nebraska  Chapter  — American  College  of  Physicians 

Bowen  E.  Taylor,  M.D.,  F.A.C.P.,  Governor 
Box  81009.  Lincoln  68501 

Nebraska  Chapter  — American  College  of  Surgeons 

John  W.  Smith,  M.D.,  President-Elect 
8300  Dodge  St.,  #124,  Omaha  68114 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Charlotte  Kern  R.D.,  President 
7629  Grover  St.,  Omaha  68124 
Nebraska  Epilepsy  League,  Inc. 

3610  Dodge  St.,  Ste.  201,  Omaha  68131 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “O”  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St..  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 

8301  Dodge  St.,  Omaha  68114 
(402)  390-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 

Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 

No.  322,  2446  Nye  Avenue,  Fremont,  NE  68025 

Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 

William  C.  Bruns,  M.D.,  President 
Suite  404,  Dodge  Professional  Center 
8701  W.  Dodge  Road,  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
Tom  Dittrick,  President 
105  East  First  St.,  Grand  Island  68801 
Nebraska  Radiological  Society 

Roger  K.  Harned,  M.D.,  President 
Dept,  of  Radiology,  UNMC,  Omaha  68105 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
G.  L.  McLean,  M.D.,  President 
2300  South  16th  St.,  Lincoln  68502 
Nebraska  Society  of  Internal  Medicine 
Monte  M.  Scott,  M.D.,  President 
120  Wedgewood  Drive,  Suite  A,  Lincoln  68510 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
4600  Valley  Road,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
Ken  Draper,  RRT,  President 
Southeast  Community  College 
8800  “0”  Street,  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Diana  Milkowski,  CMA,  President 
1052  Park  Ave.,  Omaha  68102 
Nebraska  Urological  Association 
Gerald  C.  Felt,  M.D.,  President 
6801  No.  72nd,  Omaha  68152 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 
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received  by  the  fifth  of  the  month  preceding  date  of  publication 
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WANTED:  BC/BE  Internist,  General  Surgeon  to 
join  prepaid  and  FFS  group  of  seven  FP’s. 
Excellent  salary  and  fringes.  Send  resume:  Dr. 
Lucas,  17  & “N”,  Lincoln,  NE  68508;  Phone  (402) 
475-7000. 

PHYSICIAN:  We  have  an  opening  for  a full-time 
physician  to  work  in  our  health  services  section. 
Primary  responsibilities  will  be  in  the  health  care  of 
approximately  500-700  legal  offenders  at  the  new 
Nebraska  State  Penitentiary.  The  institution  is 
located  in  Lincoln,  Nebraska;  a very  progressive, 
clean  city  with  an  excellent  school  system.  Salary 
open  to  negotiaton;  excellent  state  benefits.  Submit 
applications  to:  Nebraska  Department  of  Correc- 
tional Services,  P.O.  Box  94661,  Lincoln,  NE 
68509.  Telephone  (402)  471-2654. 


PRACTICE  OPPORTUNITIES  — Health  Re- 
sources has  long-term  career  opportunities  and 
short-term  locum  tenems  positions  available. 
Please  send  CV  in  confidence  to:  Ron  Ham- 
merle,  Health  Resources,  Ltd.,  River  Road  Pro- 
fessional Bldg.,  Box  12220,  Kansas  City,  MO. 
64152.  (816)  587-0920. 


WOULD  YOU  SELL  YOUR  PRACTICE  FOR 
A YEAR'S  SALARY  OR  MORE?  Physicians  with 
an  established  practice  in  key  areas  can  receive 
excellent  returns  if  they  decide  to  sell  their 
practice.  For  more  information,  call  FirstCare,  Inc., 
816-587-1850. 
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Bactrim 

(trimethoprim  and  sulfamethoxazole)  ■ 

succeeds 


Expanding 


therapy 


Bactrim  is  useful  for 
the  following  infec- 

to  susceptible6  its  usefulness  in 
cated^gantms  antimicrobial 

(see  indications  section 
in  summary  of  product 
information): 


in  recurrent 
UTI. . . 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
b.i.d.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume... on  b.i.d. 
dosage 


Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to 
susceptible  strains  of  the  following  organisms:  Escherichia  coli,  Klebsiella  Entero- 
bacter,  Proteus  mirabllls,  Proteus  vulgaris,  Proteus  morganli.  It  is  recommended  that 
Initial  episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single 
effective  antibacterial  agent  rather  than  the  combination.  Note:  The  increasing 
frequency  of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in 
these  urinary  tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus 
Influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judgment  it  offers  an 
advantage  over  other  antimicrobials.  Limited  clinical  information  presently 
available  on  effectiveness  of  treatment  of  otitis  media  with  Bactrim  when  infection 
Is  due  to  amplclllin-resistant  Haemophilus  influenzae.  To  date,  there  are  limited 
data  on  the  safety  of  repeated  use  of  Bactrim  in  children  under  two  years  of  age. 
Bactrim  Is  not  Indicated  for  prophylactic  or  prolonged  administration  in  otitis 
media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  In  physician  s 
judgment  It  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnet 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  c arinii  pneumonitis.  To  date, 
this  drug  has  been  tested  only  In  patients  9 months  to  16  years  of  age  who  were 
immunosuppressed  by  cancer  therapy. 

Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  patients  with 
documented  megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term; 
nursing  mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause 
kernicterus;  infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A /3-hemolytic 
streptococcal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when 
treated  with  Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been 
associated  with  sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but 
occasional  interference  with  hematopoiesis  has  been  reported  as  well  as  an  increased 
incidence  of  thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics, 
primarily  thiazides.  Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of 
serious  blood  disorders.  Frequent  CBC's  are  recommended,  therapy  should  be 
discontinued  if  a significantly  reduced  count  of  any  formed  blood  element  is  noted. 

Precautions:  General:  Use  cautiously  in  patients  with 
impaired  renal  or  hepatic  function,  possible  folate 
deficiency,  severe  allergy  or  bronchial  asthma  In 
patients  with  glucose-6-phosphate  dehydrogenase 
deficiency,  hemolysis,  frequently  dose-related,  may 
occur.  During  therapy,  maintain  adequate  fluid  intake  and 
perform  frequent  urinalyses,  with  careful  microscopic 
examination,  and  renal  function  tests,  particularly  where 
there  is  impaired  renal  function.  Bactrim  may  prolong 
prothrombin  time  in  those  receiving  warfarin;  reassess 
coagulation  time  when  administering  Bactrim  to  these 
patients. 

Pregnancy  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  inter- 
fere with  folic  acid  metabolism,  use  during  pregnancy 
only  if  potential  benefits  justify  the  potential  risk  to  the 
fetus 

Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias  Agranulocytosis,  aplastic 
anemia,  megaloblastic  anemia,  thrombopenia,  leuko- 
penia, hemolytic  anemia,  purpura,  hypoprothrombinemia 
and  methemoglobinemia  Allergic  reactions:  Erythema 
multiforme,  Stevens-Johnson  syndrome,  generalized  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative  dermatitis,  anaphylactoid 
reactions,  periorbital  edema,  conjunctival  and  scleral  injection,  photosensitization, 
arthralgia  and  allergic  myocarditis  Gastrointestinal  reactions:  Glossitis,  stomatitis, 
nausea,  emesis,  abdominal  pains,  hepatitis,  diarrhea  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness. 
Miscellaneous  reactions  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
periarteritis  nodosa  and  L E.  phenomenon.  Due  to  certain  chemical  similarities  to  some 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents, 
sulfonamides  have  caused  rare  instances  of  goiter  production,  diuresis  and 
hypoglycemia  in  patients;  cross-sensitivity  with  these  agents  may  exist.  In  rats,  long- 
term therapy  with  sulfonamides  has  produced  thyroid  malignancies. 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN: 


in  shigellosis 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis. 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min, 
use  one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is 
below  15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage:  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or 
4 teasp.  (20  ml)  b i d.  for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per 
24  hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information 
for  suggested  children's  dosage  table 

Supplied:  Double  Strength  (DS)  tablets  each  containing  160  mg  trimethoprim  and  800 
mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfamethox- 
azole— bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole 
per  teaspoonful  (5  ml);  cherry-flavored — bottles  of  100  ml  and  16  oz  (1  pint). 

Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


Bactrim 

succeeds 

s 

in  recurrent  urinary  tract  infections* 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations1... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae12  with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN  N Engl  J Med  303.426  432,  Aug  21.  1980.  2.  Data  on  file 
Medical  Department,  Hoffmann-La  Roche  Inc. 
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VALIUM  (diazepam/Roche) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal;  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology;  spasticity  caused  by  upper  motor 
neuron  disorders;  athetosis;  stiff-man  syndrome;  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants. Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  disconjinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed,  drugs  such  as  phenothiazines,  nar- 
cotics, barbiturates,  MAO  Inhibitors  and  other  antide- 
pressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz- 
epines can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration  The  clinical  significance 
of  this  is  unclear 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  taundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported;  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults  Anxiety  disorders,  symptoms  of  anxiety,  2 to  10 
mg  b i d to  q i d . alcoholism,  10  mg  t i d.  or  q i d in 
first  24  hours,  then  5 mg  Lid.  or  q i d.  as  needed, 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t i d 
or  q i d ; adjunctively  in  convulsive  disorders,  2 to  10  mg 
bid  to  q i d Geriatric  or  debilitated  patients  2 to  2V2 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated  (See  Precautions.)  Children  1 to  2>/2  mg  t i d 
or  q i d initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months) 

How  Supplied:  For  oral  administration,  Valium  scored 
tablets — 2 mg,  white;  5 mg,  yellow;  10  mg,  blue — 
bottles  of  100*  and  500;*  Prescription  Paks  of  50, 
available  in  trays  of  10.*  Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  10,'i' 

♦Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

tSupplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the 
following  address:  Alan  D.  Forker,  M.D.,  5505  Ellendale  Road,  Lincoln, 
Nebraska  68510.  The  manuscript  should  be  typewritten,  double-spaced,  on 
8'/i  x 1 1 in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in 
the  right  upper  comer  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors'  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate  sheets 
of  8%  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations  should  be 
prepared  professionally  and  submitted  as  high-quality,  glossy,  unmounted 
black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send  original 
artwork.  Each  illustration  should  be  consecutively  numbered  and  cited  in 
the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 


ROCHE  PRODUCTS  INC. 
Manati,  Puerto  Rico  00701 


4-A  Nebraska  Medical  Journal  July  1982 


The  Nebraska  Medical  Journal 


JULY,  1982 


VOL.  67,  NO.  7 


EDITOR  — 

ALAN  D.  FORKER,  M.D. 
5505  Ellendale  Road, 
Lincoln  68510 


EDITORIAL  — 

New  Editorial  Board 


173 


Associate  Editors: 

Deepak  M.  Gangahar,  M.D.,  Lincoln 
Charles  S.  Wilson,  M.D  , Lincoln 

Editorial  Board: 

John  F.  Aita,  M.D.,  Omaha 
Rodney  S.  W.  Basler,  M.D.,  Lincoln 
Paul  E.  Collicott,  M.D.,  Lincoln 
John  F.  Connolly,  M.D.,  Omaha 
Douglass  A.  Decker,  Jr.,  M.D.,  Lincoln 
Donald  A.  Dynek,  M.D.,  Lincoln 
Robert  E.  Ecklund,  M.D.,  Omaha 
Wendell  Fairbanks,  M.D.,  Alliance 
Robert  W.  Gillespie,  M.D.,  Lincoln 
Robert  C.  Goodlin,  M.D.,  Omaha 
Klemens  E.  Gustafson,  M.D.,  Beatrice 
Bruce  D.  Gutnik,  M.D.,  Omaha 
Roger  K.  Harned,  M.D.,  Omaha 
Edward  A.  Holyoke,  M.D,  Ogallala 
Mark  R.  Hutchins,  M.D.,  Lincoln 
Sushil  S.  Lacy,  M.D.,  Lincoln 
Matilda  S.  Mclntire,  M.D.,  Omaha 
Walter  J.  O'Donohue,  M.D.,  Omaha 
Jerald  R.  Schenken,  M.D.,  Omaha 
Harlan  C.  Shriner,  Jr.,  M.D.,  Lincoln 
Patricia  Cole  Stivrins,  M.D.,  Lincoln 
William  M.  Vosik,  M.D.,  Kearney 
Arthur  L.  Weaver,  M.D.,  Lincoln 


ORIGINAL  ARTICLES  — 

Transperineal  1-125  Implant  of  the  Prostate: 

An  Accurate  and  Less  Morbid  Procedure 174 

P.  Pradeep  Kumar,  M.D. 

Francis  F.  Bartone,  M.D. 

J.  E.  Taylor,  M.D. 

E.  0.  Jones,  Ph.D. 


Transient  Global  Amnesia 178 

David  L.  Smith,  M.D. 

Lewiston  W.  Birkmann,  M.D. 

Ethylene  Glycol  Ingestion  in  a Retarded  Young  Adult  — 

A Case  Report 181 

Timothy  J.  Stivrins,  M.D. 

Gerald  F.  Moore,  M.D. 


HISTORY  OF  MEDICINE  — 

Rickets  and  Solar  Radiation — Medicine’s  Debt 

to  Professor  Frank  Mussehl 184 

Paul  M.  Bancroft,  M.Sc.,  M.D. 


MEDICAL  SCHOOL  CORNER  — 

Infection  Control  as  the  Focus  for  a New  Course 

for  Medical  Students 186 

Marilyn  Weber  Johnson,  R.N.,  B.S.,  M.P.H. 


DOWN  MEMORY  LANE  — 

Reflections  on  Fifty  Years  in  Family  Practice 188 

J.  Milton  Margolin,  M.D. 


SUBSCRIPTION  RATE 

$15.00  Per  Year  U.S. 

$15.00  Per  Year  Foreign  Country 
Single  Copies  $1.00  Each 


FEATURES  — 
President’s  Page 


190 


COMING  MEETINGS 


191 


Address  all  correspondence  relating  to 
subscriptions,  advertising  or  address 
changes  to  Mr.  Ken  Neff,  Business 
Manager,  1512  First  National  Bank 
Building,  Lincoln,  Nebraska  68508 
Phone:  (402)  474-4472. 


PICTURE  GALLERY 193 

WELCOME  NEW  MEMBERS 195 


Copyright0  1982  Nebraska  Medical  Asso- 
ciation. Information  concerning  reprints  of 
the  articles  in  this  Journal  and  concerning 
obtaining  permission  for  the  reproduction 
of  any  portion  of  this  Journal  may  be 
obtained  from  the  Editor. 

Published  monthly  and  postage  paid  at  the 
Post  Office  at  Norfolk,  Nebraska  68701,  as 
second  class  matter.  (ISSN  0091-6730) 


REPORTS  — 

Reports  of  Officers,  Delegates  and  Commissions 197 

Report  of  Board  of  Councilors 210 

Report  of  House  of  Delegates 211 


July  1982  Nebraska  Medical  Journal  5-A 


Nebraska  Medical  Association  Officers  and  Commissions 


OFFICERS 

Allan  C.  Landers,  M.D.,  Scottsbluff President 

Dwaine  J.  Peetz,  M.D.,  Neligh President-Elect 

Orin  R.  Hayes,  M.D.,  Lincoln Secretary-Treasurer 

Kenneth  E.  Neff,  Lincoln Executive  Director 

William  L.  Schellpeper,  Lincoln Assistant  Executive  Director 


AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D., 
Sidney;  John  D.  Coe,  M.D.,  Omaha.  AMA  Alternate 
Delegates  — Louis  J.  Gogela,  M.D.,  Lincoln;  Blaine 
Y.  Roffman,  M.D.,  Omaha. 


BOARD  OF  DIRECTORS 

Allan  C.  Landers,  M.D.,  Chm 

Dwaine  J.  Peetz,  M.D.,  Vice-Chm 

Orin  R.  Hayes,  M.D.,  Secretary 

Russell  L.  Gorthey,  M.D 

Frederick  F.  Paustian,  M.D 

Herbert  E.  Reese,  M.D 

Hiram  R.  Walker,  M.D 

Ex-Officio: 

Alvin  A.  Armstrong,  M.D 

Harry  W.  McFadden,  M.D 

Stanley  M.  Truhlsen,  M.D 


Scottsbluff 
....  Neligh 
. . . Lincoln 
. . . Lincoln 
. . . . Omaha 
. . . Lincoln 
. . Kearney 

Scottsbluff 
. . . . Omaha 
. . . . Omaha 


COMMISSION  ON  ASSOCIATION  AFFAIRS 


Joel  T.  Johnson,  M.D.,  Chm Kearney 

John  D.  Coe,  M.D Omaha 

Jon  J.  Hinrichs,  M.D Lincoln 

Edward  M.  Malashock,  M.D Omaha 

Donald  F.  Prince,  M.D Minden 

Joseph  C.  Scott,  M.D Lincoln 

Joseph  E.  Stitcher,  M.D Lincoln 

R.  C.  Weldon,  M.D Nebraska  City 


COMMISSION  ON  CLINICAL  MEDICINE 


William  L.  Rumbolz,  M.D.,  Chm Omaha 

John  H.  Bancroft,  M.D Kearney 

Jackson  Bence,  M.D Grand  Island 

James  S.  Carson,  M.D McCook 

Patrick  E.  Clare,  M.D Lincoln 

Robert  G.  Osborne,  M.D Lincoln 

Francis  D.  Donahue,  M.D Omaha 


AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 


Patrick  E.  Clare,  M.D.,  Chm Lincoln 

Stanley  M.  Bach,  M.D Omaha 

Jackson  Bence,  M.D Grand  Island 

S.  I.  Fuenning,  M.D Lincoln 

Jack  K.  Lewis,  M.D Omaha 

Charles  W.  Newman,  M.D Lincoln 

W.  Michael  Walsh,  M.D Omaha 

George  F.  Sullivan,  R.P.T Lincoln 

W’ayne  Wagner,  A.T.C Omaha 


AD-HOC  COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICES 


Dean  A.  McGee,  M.D.,  Chm Omaha 

Stephen  W.  Carveth,  M.D Lincoln 

M.  L.  Chaloupka,  M.D Broken  Bow 

Michael  J.  Ginsburg,  M.D Omaha 

Kenneth  F.  Kimball,  M.D Kearney 

Richard  B.  Svehla,  M.D Omaha 

George  P.  Post,  M.D Bridgeport 

Charles  S.  Wilson,  M.D Lincoln 


AD-HOC  COMMITTEEE  ON  MATERNAL  & CHILD  HEALTH 


W’illiam  L.  Rumbolz,  M.D.,  Chm Omaha 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Charles  A.  Field,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Bruce  E.  Taylor,  M.D Lincoln 

Larry  WTilson,  M.D Gothenburg 

Section  on  Perinatal  Mortality  Review 

Lawrence  C.  Bausch,  M.D Lincoln 

Robert  S.  Grant,  M.D Lincoln 

Robert  Nelson,  M.D Omaha 

Kenton  L.  Shaffer,  M.D Kearney 

AD-HOC  COMMITTEE  ON  PSYCHIATRY 

Robert  Osborne,  M.D.,  Chm Lincoln 

Robert  Burlingame,  M.D Beatrice 

Harry  C.  Henderson,  Jr.,  M.D Omaha 

Jon  J.  Hinrichs,  M.D Lincoln 

William  B.  Long,  M.D Omaha 

Bulent  Tunaken,  M.D Omaha 

SCIENTIFIC  SESSIONS  COMMITTEE 

Dale  W.  Ebers,  M.D.,  Chm Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Richard  A.  Hranac,  M.D Kearney 

Larry  Roffman,  M.D.  Omaha 

Robert  M.  Stryker,  M.D Omaha 

Richard  M.  Tempero,  M.D Omaha 

Richard  L.  Tollefson,  M.D Wausa 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS 


Jerald  R.  Schenken,  M.D.,  Chm Omaha 

Christopher  C.  Caudill,  M.D Lincoln 

Monroe  D.  Dowling,  M.D Lincoln 

John  F.  Fitzgibbons,  M.D Omaha 

Robert  Sidner,  M.D Kearney 

Todd  Sorensen,  M.D Scottsbluff 

Ex-Officio: 

Herbert  E.  Reese,  M.D Lincoln 

COMMISSION  ON  LEGISLATION  & LEGAL  AFFAIRS 

Herbert  E.  Reese,  M.D.,  Chm Lincoln 

Michael  A.  Breiner,  M.D Lincoln 

James  H.  Dunlap,  M.D Norfolk 

Darroll  J.  Loschen,  M.D York 

John  T.  McGreer,  HI,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

Bruce  Miller,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Craig  L.  Urbauer,  M.D Lincoln 

Ex-Officio: 

Jerald  R.  Schenken,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Robert  D.  Harry,  M.D.,  Chm Lexington 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

David  R.  Dyke,  M.D Lincoln 

N.  Patrick  Kenney,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

John  P.  OGara,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chm Grand  Island 

S.  I.  Fuenning,  M.D Lincoln 

John  C.  Goldner,  M.D Omaha 

Barbara  Heywood,  M.D Papillion 

Mark  R.  Jones,  M.D Lexington 

Paul  H.  Phillips,  M.D Scottsbluff 

Eileen  C.  Vautravers,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf,  M.D.,  Chm Omaha 

Edward  E.  Gatz,  M.D Omaha 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Donald  E.  Matthews,  M.D Lincoln 

Craig  R.  Nolte,  M.D Lincoln 

Joseph  M.  Rapoport,  M.D Omaha 

F.  Thomas  Waring,  M.D Fremont 

STUDY  COMMITTEE  ON  COST  AWARENESS 

Clarence  A.  McWhorter,  M.D.,  Chm Omaha 

Russell  E.  Beran,  M.D Omaha 

Stanley  L.  Davis,  M.D Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Allen  D.  Dvorak,  M.D Omaha 

William  T.  Griffin,  M.D Lincoln 

Robert  L.  Haag.  M.D Lincoln 

Theo.  J.  Lemke,  Jr.,  M.D Columbus 

Robert  E.  Lovgren,  M.D Omaha 

Harold  G.  Smith,  M.D Fremont 

COMMITTEE  ON  HEALTH  PLANNING 

C.  J.  Cornelius,  Jr.,  M.D.,  Chm Sidney 

Gordon  Adams,  M.D Norfolk 

Lewiston  W.  Birkman,  M.D Lincoln 

James  Carson,  M.D McCook 

Allen  D.  Dvorak,  M.D Omaha 

Dale  W.  Ebers,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D Beatrice 

Roger  Jacobs,  M.D Seward 

Duane  Krause,  M.D Fremont 

Morton  H.  Kulesh,  M.D Omaha 

Roger  D.  Mason,  M.D Omaha 

Donald  F.  Prince,  M.D Minden 

C.  Lee  Retelsdorf,  M.D Omaha 

Eugene  Sucha,  M.D West  Point 

Craig  L.  Urbauer,  M.D Lincoln 

Thomas  H.  Wallace,  M.D Gordon 


6-A  Nebraska  Medical  Journal  July  1982 


First  Class 
First  Aid 


their 

homes 


Recommend 


Broad-spectrum  antibacterial  • Handy  applicator  tip 


DESCRIPTION:  Each  gram  contains:  Aerosporin*  (Polymyxin  B Sulfate)  5,000  units, 
bacitracin  zinc  400  units,  neomycin  sulfate  5 mo  (equivalent  to  3.5  mg  neomycin  base), 
special  white  petrolatum  qs;  in  tubes  ot  1 oz  ana  '/2  oz  and  Vn  oz  (approx.)  toil  packets 
INDICATIONS:  Therapeutically  (as  an  adjunct  to  systemic  therapy  when  indicated),  tor 
topical  infections,  primary  or  secondary,  due  to  susceptible  organisms,  as  in  • infected 
burns,  skin  grafts,  surgical  incisions,  otitis  externa  • primary  pyodermas  (impetigo, 
ecthyma,  sycosis  vulgaris,  paronychia)  • secondarily  infected  dermatoses  (eczema,  herpes, 


and  wounds  accidentally  incurred,  its  use  may  prevent  the  development  of  infection  and 
permit  wound  healing. 

CONTRAINDICATIONS:  Not  for  use  in  the  eyes  or  in  the  external  eat  canal 
if  the  eardrum  is  perforated.  This  product  is  contraindicated  in  those  individuals 
who  have  shown  hypersensitivity  to  any  of  its  components. 

WARNING:  Because  of  the  potential  hazard  of  nephrotoxicity  and  ototoxicity  due 
to  neomycin,  care  should  be  exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions  where  absorption  of  neo-  *<.»»„ 


mycin  is  possible  In  burns  where  more  than  20  percent  of  the  body  surface  is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is  receiving  other  aminoglycoside 
antibiotics  concurrently,  not  mote  than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control  secondary  infection  in  the  chronic 
dermatoses,  it  should  be  borne  in  mind  that  the  skin  is  mote  liable  to  become  sensitized  to 
many  substances,  including  neomycin.  The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry  scaling  and  itching,  it  may  be  manifest  simply 
as  a failure  to  heal.  During  long-term  use  of  neomycin-containing  products,  periodic  exami 
nation  for  such  signs  is  advisable  and  the  patient  should  be  told  to  discontinue  the  product 
if  they  are  observed.  These  symptoms  regress  quickly  on  withdrawing  the  medication 
Neomycin-containing  applications  should  be  avoided  for  that  patient  thereafter 
PRECAUTIONS:  As  with  other  antibacterial  preparations,  prolonged  use  may  result  in 
overgrowth  of  nonsusceptible  organisms,  Including  fungi.  Appropriate  measures 
should  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncommon  cutaneous  sensitizer.  Articles 
in  the  current  literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
■ Burroughs  Wellcome  co.  neomycin.  Ototoxicity  and  nephrotoxicity  have  been  reported  (see  Warning  section). 

Research  Triangle  Park 

North  Carolina  27709  Complete  literature  available  on  request  from  Professional  Services  Dept  PML. 


Ultra 

' N>0,(iy 
W V/’lf/  y-r 
8wcir(wc/(^e 

. S,  8 SuiA 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Stanley  M. 

Truhlsen.  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  L.  D.  Cherry. 
Lincoln.  Counties:  Cass.  Lancaster. 
Otoe. 

Third  District:  Councilor:  Mvron  E. 

Samuelson.  Wymore.  Counties:  Gage. 
Johnson.  Nemaha.  Pawnee,  Richard- 
son. 

Fourth  District  Councilor:  L J.  Chadek, 
West  Point.  Counties:  Antelope.  Cedar. 
Cuming.  Dakota.  Dixon,  Knox.  Madi- 
son, Pierce.  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor:  William 

Chleborad,  M.D..  Fremont.  Counties: 
Boone.  Burt,  Colfax.  Dodge,  Merrick, 
Nance.  Platte,  Washington. 

Sixth  District:  Councilor  Robert  Herpol- 
sheimer.  M.D..  Seward.  Counties:  But- 
ler, Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Robert 

Quick,  M.D  . Crete.  Counties:  Clay,  Fill- 
more, Jefferson,  Nuckolls,  Saline, 
Thayer. 

Eighth  District:  Councilor:  Thomas  H 
Wallace,  Gordon.  Counties:  Boyd. 

Brown.  Cherry,  Holt.  Keyapaha.  Rock. 
Sheridan. 

Ninth  District  Councilor:  Warren  G. 
Bosley,  Grand  Island  Counties:  Blaine. 
Buffalo,  Custer,  Dawson.  Garfield. 
Grant,  Greeley.  Hall.  Hooker.  Howard. 
Loup.  Sherman,  Thomas,  Valley, 
Wheeler 

Tenth  District:  Councilor:  Richard  A Cot- 
tmgham.  McCook.  Counties:  Adams. 
Chase.  Dund>,  Franklin,  Frontier, 
Furnas,  Gosper.  Harlan.  Hayes.  Hitch- 
cock. Kearney.  Phelps.  Red  Willow. 
Webster. 

Eleventh  District:  Councilor:  R E. 

Donaldson,  North  Platte  Counties: 
Arthur.  Deuel,  Garden,  Keith.  Lincoln. 
Logan.  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff  Counties:  Banner,  Box 

Butte.  Cheyenne.  Dawes,  Kimball. 
Morrill,  Scotts  Bluff.  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 

Adams 

Antelope-Pierce 

Boone  

Box  Butte 

Buffalo 

Butler 

Cass 

Cheyenne-Kimball-Deuel 

C uming 

Custer 

Dawson 

Dodge  

Five 

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 

Jefferson 

Knox 

Lancaster  

Lincoln 

Madison 

Metropolitan  Omaha. . . . 

Northeast 

Northwest 

Otoe 

Perkins-Chase 

Platte-Loup  Valley 

Saline 

Sarpy 

Saunders 

Scotts  Bluff 

Seward 

South  Central 

Southeast  Nebr 

Southwest  Nebr 

Washington-Burt 

York 


SECRETARY-TREASURER 
Tom  Tonniges,  Hastings 
David  Johnson,  Osmond 
Paul  Paulman,  Spalding 
Wendell  Fairbanks,  Alliance 
Mark  H.  Meyer.  Kearney 
Victor  J.  Thoendel,  David  City 
Glen  D.  Knosp.  Elmwood 
Chris  Bitner,  Sidney 
L.  J.  Chadek,  West  Point 
N.  Leon  Books.  Broken  Bow 
Mark  Jones.  Lexington 
Wm.  B.  Eaton,  Fremont 
Robert  B Benthack,  Wayne 
Ben  R.  Meckel.  Burwell 
Klemens  E.  Gustafson,  Beatrice 
Gordon  D.  Francis,  Grand  Island 
Kenneth  R.  Treptow,  Aurora 


Gordon  Johnson,  Fairbury R.  A.  Blitz,  Fairbury 

D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

Bowen  Taylor,  Lincoln Paul  Collicott.  Lincoln. 

Mark  Sorensen,  North  Platte Gerald  Rounsborg,  North  Platte 

Joseph  David,  Jr.,  Norfolk Charles  Hinkel,  Norfolk 

John  R Mitchell,  Omaha John  F.  Fitzgibbons,  Omaha 

D.  J.  Nagengast,  Bloomfield G.  Tom  Surber,  Norfolk 

A.  J.  Alderman,  Chadron R.  H.  Rasmussen,  Chadron 

C.  R.  Williams,  Syracuse Paul  R.  Madison,  Nebraska  City 

Bryce  Shopp,  Imperial Clifford  Colglazier,  Grant 

Warren  R.  Miller,  Columbus Ronald  Klutman,  Columbus 

Walter  E.  Gardner,  Crete Walter  E.  Gardner,  Crete 

Richard  Tempero,  Papillion William  R.  Marsh,  Papillion 

John  E.  Hansen,  Jr.,  Wahoo Robert  E.  Morris,  Wahoo 

Robert  Calkins,  Scottsbluff David  Imes,  Gering 

Robert  Jacobs.  Seward William  Bailey,  Seward 

Carrol  Verhage.  Geneva Chas.  F.  Ashby,  Geneva 


Elizabeth  D.  Edwards,  McCook ....  David  A.  Allerheiligen,  McCook 

Richard  Gentry.  Blair Hans  Rath,  Omaha 

James  D.  Bell,  York B.  N.  Greenberg,  York 


PRESIDENT 

George  Osborne,  Hastings 

Robert  E.  Kopp,  Plainview 

Audrey  Paulman.  Albion 

Gary  Yandewege,  Alliance 

William  W Lyons.  Ill,  Kearney 

Lawrence  Rudolph,  David  City 

R.  J.  Dietz,  Plattsmouth 

A.  H.  Shamberg,  Kimball 

Eugene  Sucha,  West  Point 

Loren  Jacobsen,  Broken  Bow 

Larry  Wilson.  Gothenburg 

Martin  F.  Sears,  Fremont 

Henry  J.  Billerbeck,  Randolph 

R.  S.  Cram,  Burwell 

Patrick  C.  Gillespie.  Beatrice 

S.  K.  Woodman,  Grand  Island 

John  C.  Wilcox,  Aurora 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.#  Inc. 

118  North  Fifth 
NORFOLK.  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


WashingtoNotes 

At  the  end  of  the  month  the  Senate  and 
House  were  in  deep  debate  on  the  budget  for 
next  fiscal  year.  The  outcome  will  determine 
the  size  and  scope  of  the  federal  health  effort. 

The  stakes  in  the  debate  are  high  — the  size 
of  the  federal  deficit;  the  issue  of  modifying  the 
scheduled  tax  cuts;  adjustments  in  Social 
Security  benefits;  and  the  congressional  bud- 
get process,  itself. 

The  Senate  bill,  approved  by  the  Senate 
Budget  Committee  on  a party-line  vote  and 
endorsed  by  President  Reagan,  calls  for  $95 
billion  in  additional  taxes  over  the  next  three 
years,  a freeze  on  most  domestic  spending  and 
a smaller  increase  in  Defense  spending  than 
originally  sought  by  the  Administration.  The 
most  controversial  provision  is  for  an  un- 
specified savings  of  $40  billion  in  Social 
Security  benefits. 

The  House  Budget  Committee  bill,  also 

(Continued  on  page  13A) 
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In  the  treatment 
of  insomnia 


Good  mornings 
start  with  restful  nights. 


Dalmane  (flurazepam  HCl/Roche) 

patients  fall  asleep  faster, 
sleep  longer  and  seldom  awaken 
with  morning  hangover. 

Feeling  well  rested  in  the  morning  usually  means 
having  slept  well  the  night  before.  And  for  insomniac 
patients  receiving  hypnotic  therapy,  a good  morning  also 
means  awakening  with  few  side  effects  from  their  medica- 
tion. Many  physicians  choose  Dalmane  for  their  patients 
who  suffer  from  insomnia  for  this  very  reason. 

Aside  from  enabling  patients  to  fall  asleep  more 
quickly  and  sleep  longer,  Dalmane  seldom  causes  morning 
hangover.  Most  Dalmane  patients  feel  alert  and  refreshed 
when  they  awaken.  In  53  paired-night  clinical  studies 
comparing  Dalmane  and  placebo  in  2010  insomniac 
patients  with  a variety  of  secondary  diagnoses,  most 
Dalmane  patients  awakened  more  alert  and  refreshed,  and 
less  groggy  and  drowsy,  than  on  nights  when  they  had 
taken  only  placebo.1  In  a double-blind  crossover  study  of 


42  patients  in  private  practice,  approximately  three  times 
as  many  patients  reported  feeling  refreshed  and  alert  upor 
awakening  after  a night  on  Dalmane  (flurazepam/Roche) 
compared  to  placebo  nights.2  This  difference  was  highly 
significant  (p<0.001)-  And  a retrospective  study  of  254 
hospitalized  patients  who  received  Dalmane  revealed  onh 
a 3.1%  incidence  of  side  effects.3 

While  residual  effects  from  Dalmane  therapy  are 
infrequent,  patients  should  be  cautioned  about  drinking 
alcohol,  driving  or  operating  hazardous  machinery  after 
ingesting  the  drug. 

Efficacy  and  safety  in  a broad 
range  of  patient  types. 

Over  2000  clinical  trials  involving  more  than 
10,000  patients  have  shown  that  Dalmane  patients  fall 
asleep  sooner,  sleep  longer  and  experience  fewer  nocturne 
awakenings.4  The  safety  and  efficacy  of  Dalmane  have 
been  demonstrated  in  medical  and  surgical  hospitalized 
patients,  in  patients  seen  in  office  practice  and  in  elderly 
patients.5  8 Since  the  risk  of  oversedation,  dizziness,  confu 
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Contemporary  Hypnotic  Therapy 


sion  and/or  ataxia  increases  with  larger  doses  in  the  elder- 
ly, it  is  recommended  that  the  dosage  be  limited  to  15  mg. 

Moreover,  the  efficacy  and  safety  of  Dalmane  for  the 
treatment  of  insomnia  have  been  demonstrated  in  thou- 
sands of  patients  with  a variety  of  primary  medical  condi- 
tions, including  cardiovascular,  neuropsychiatric,  endocrine- 
metabolic,  gastrointestinal,  genitourinary,  respiratory  and 
musculoskeletal  disorders.1  Dalmane  (flurazepam  HCl/Roche) 
is  contraindicated  in  pregnancy  and  in  patients  hypersensi- 
tive to  the  drug. 

Avoids  rebound  insomnia 
upon  discontinuation. 

Rebound  insomnia -a  worsening  of  sleep  beyond 
pretherapy  levels  after  drug  discontinuation— has  been 
reported  as  a potential  clinical  problem  with  some  hypnot- 
ics.910  However,  this  problem  has  not  been  reported  with 
Dalmane.  In  eight  out  of  eight  sleep  laboratory  studies, 
there  were  no  reports  of  rebound  insomnia. 11  When  you 
prescribe  Dalmane,  you  can  be  confident  of  efficacy  that 
enhances  therapeutic  progress.  Your  insomniac  patients  can 
be  assured  of  a restful  night,  night  after  night-a  good  start 
for  a good  morning. 
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Dalmane 

flurazepam  HCl/Roche 

l5-mg/K)-mg  capsules 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits; 
in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown 
effectiveness  for  at  least  28  consecutive  nights  of 
administration.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should 
only  be  undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HC1;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy'.  Several 
studies  suggest  an  increased  risk  of  congenital  malforma- 
tions associated  with  benzodiazepine  use  during  the  first 
trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility'  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g. , operating  machinery,  driv- 
ing). Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for 
a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus, skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SCOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  e.g. , excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  15  mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HC1. 
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The  Advertising  Council  is  the  biggest 
advertiser  in  the  world.  Last  year,  with 
the  cooperation  of  all  media,  the  Coun- 
cil placed  almost  six  hundred  million 
dollars  of  public  service  advertising. 
Yet  its  total  operating  expense  budget 
was  only  $1,147,000  which  makes  its 
advertising  programs  one  of  America’s 
greatest  bargains ...  for  every  $1  cash 
outlay  the  Council  is  generating  over 
$600  of  advertising. 
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needs  to  create  and  manage  this 
remarkable  program.  Advertisers,  ad- 
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contributed  the  space  and  time. 

Your  company  can  play  a role.  If  you 
believe  in  supporting  public  service 
efforts  to  help  meet  the  challenges 
which  face  our  nation  today,  then  your 
company  can  do  as  many  hundreds  of 
others— large  and  small— have  done. 
You  can  make  a tax-deductible  con- 
tribution to  the  Advertising  Council. 

At  the  very  least  you  can,  quite  easily, 
find  out  more  about  how  the  Council 
works  and  what  it  does.  Simply  write  to: 
Robert  P.  Keim,  President,  The  Adver- 
tising Council,  Inc.,  825  Third  Avenue, 
New  York,  New  York  10022. 
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As  an  Army  Reserve  physician,  you  can  serve 
your  country  and  community  with  just  a small  investment 
of  your  time.  You  will  broaden  your  professional  expe- 
rience by  working  on  interesting  medical  projects  in  your 
community.  Army  Reserve  service  is  flexible,  so  it  won’t 
interfere  with  your  practice.  You’ll  work  and  consult  with  top 
physicians  during  monthly  Reserve  meetings.  You’ll  also 
attend  funded  continuing  medical  education  programs.  You 
will  all  share  the  bond  of  being  civic-minded  physicians  who 
are  also  commissioned  officers.  One  important  benefit  of  being  an  officer  is 
the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 
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adopted  by  a party  vote,  would  leave  Social 
Security  benefits  intact  and  provide  for  higher 
domestic  spending  levels. 

The  Senate  bill  would  cut  Medicaid  benefits 
by  $700  million  next  fiscal  year,  compared  with 
only  $59  million  in  the  House  bill.  The  Senate 
Medicare  reduction  was  $5.1  billion,  almost  $3 
billion  more  than  the  House  measure  provides. 
* * * 

The  Federal  Trade  Commission’s  asserted 
jurisdiction  over  the  professions,  including 
medicine,  would  be  stripped  from  it  under  a 
bill  approved  by  the  Senate  Commerce  Com- 
mittee. 

The  Committee  action,  on  a 10-5  vote,  was  a 
triumph  for  the  American  Medical  Association 
and  other  professional  groups  that  have  been 
challenging  the  FTC’s  seven-year  campaign 
against  health  and  other  professional  associa- 
tions. 

The  Supreme  Court  earlier  this  year  failed 
to  resolve  the  jurisdictional  question  in  a tie,  4- 
4 vote  on  the  landmark  FTC  case  against  the 


AMA’s  code  of  ethics  governing  advertising  by 
physicians.  As  a result,  the  FTC’s  strictures 
against  the  AMA  were  left  standing. 

The  AMA  and  other  professions  have 
argued  that  the  FTC  was  established  to  police 
business  activities,  not  those  of  the  learned 
professions  which  are  governed  by  state 
regulations. 

The  Commerce  Committee  action  came 
after  a heated  debate  on  an  amendment  by 
Sen.  Ted  Stevens  (R-AK)  to  a bill  reauthoriz- 
ing the  FTC  for  three  years.  Addressing  his 
fellow  committee  members  and  before  a 
crowded  hearing  room,  Stevens  said  the  FTC 
had  not  asserted  any  jurisdiction  against  the 
professions  until  1975,  after  which  “there  has 
been  considerable  controversy.” 

The  Committee  should  assure  that  the 
states  can  continue  their  traditional  role  of 
regulating  the  professions  and  the  professions 
should  be  given  the  opportunity  to  discipline 
themselves,  Stevens  said.  He  noted  that  the 
Justice  Department  would  continue  to  have 
powers  to  employ  the  antitrust  statutes  against 
the  professions. 

(Continued  on  page  14A) 
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ORGANIZATIONS,  NATIONAL 


American  Academy  of  Family  Physicians 

Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 
American  Academy  of  Pediatrics 
M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physician  Assistants 
C.  Emil  Fasser,  PA-C,  APPA  President 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  VA  22202 

American  College  of  Emergency  Physicians 

Mr.  Arthur  E.  Auer,  Executive  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
875  North  Michigan  Ave.,  Suite  3744,  Chicago,  IL  60611 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
One  E.  Wacker  Dr.,  Suite  2700,  Chicago,  IL  60601 
American  College  of  Physicians 

Robert  H.  Moser,  M.D.,  F.  UC.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 
William  C.  Stronach,  J.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 
American  Hospital  Association 
Mr.  John  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
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American  Medical  Association 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 
American  Society  of  Clinical  Pathologists 
Meryl  H.  Haber,  M.D.,  Exec.  Vice  President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Vice  President 
2550  M Street  NW,  Suite  620 
Washington,  D.C.  20037 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
American  Urological  Association,  Incorporated, 
South  Central  Section 

Henry  Kammandel,  M.D.,  President 
8300  Dodge  Street,  Suite  407 
Omaha,  NE  68114 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
3400  Peachtree  Rd.,  NE,  St.  1101,  Atlanta,  GA  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
Mid-Central  States  Orthopaedic  Society,  Inc. 

Paul  Goetowski,  M.D.,  President 
Box  2636,  Station  B,  Lincoln,  NE  68502 
National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
740  Keeline  Bldg.,  319  South  17th  St. 

Omaha,  NE  68102 

National  Rehabilitation  Association 

633  S.  Washington  St.,  Alexandria,  VA  22314 

Radiological  Society  of  North  America 

Milton  Elkin,  M.D. 

Oak  Brook  Regency  Towers,  1415  W.  22nd  St. 

Ste.  1150,  Oak  Brook,  IL  60521 
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(Continued  from  page  13A) 

“The  issue  is  the  increasing  extension  of  the 
federal  bureaucracy  into  our  daily  lives,” 
asserted  Stevens.  “Why  should  the  FTC 
remove  from  the  states  the  burden  of  being 
responsive  to  change?”  he  asked.  If  the  present 
FTC  course  continues,  the  Senator  said,  “in 
the  end  you  will  have  federal  standardization 
of  the  professions.” 

The  opposition  to  Stevens’  amendment  was 
led  by  Committee  Chairman  Bob  Packwood 
(R-OR).  “Professional  associations  are  honest 
and  decent  but  as  they  see  it  often  isn't  the  way 
the  public  sees  it,”  Packwood  said.  He 
contended  that  state  medical  and  bar  associa- 
tions are  “hardly  ever”  regulated  by  the  states. 

Sen.  Robert  Kasten  (R-WI),  Chairman  of  the 
Committee’s  Subcommittee  on  the  Consumer 
which  handled  the  FTC  legislation,  said  he 
supported  the  Stevens  proposal  because  the 
FTC  over  the  past  few  years  “has  directly 

(Continued  on  page  16A) 
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Doctor,  is  it  time  for  a change? 

• You’re  spending  too  much  time  on  paperwork. 

• You  want  to  live  in  Europe,  not  just  vacation  there  for  a couple  of  weeks. 

• You  want  to  get  involved  with  academic  medicine,  full-time. 

• You  want  to  subspecialize,  but  can’t  support  your  family  on  a fellow’s  stipend. 

It’s  time  for  a change. 

If  you  are  seriously  considering  changing  your  situation,  you  owe  it  to  yourself  to  consider 
the  Army  Medical  Department.  We  have  an  amazingly  wide  variety  of  practice  situations 
available  to  qualified  physicians.  Clinical  and  hospital-based  practices  in  small  towns,  cities, 
major  metropolitan  areas.  Sunbelt,  Snowbelt,  Europe,  Asia,  Panama,  Full-time  academic 
positions.  Full-time  research  and  development  positions.  Fellowships  that  pay  like  practice 
positions. 

For  a confidential  evaluation,  compensation  estimate,  and  vacancy  projection,  call  (collect) 
(916)  684-4898/4860  today.  Ask  for  Major  Story,  your  Army  Medical  Department  Personnel 
Counselor. 

(Inquiries  held  in  strict  confidence;  position  guaranteed  before  commitment.) 


ARMY.  BE  ALL  YOU  CAN  BE. 
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overridden  state  regulatory  programs.”  The 
agency,  he  said,  “has  gone  beyond  the  general 
guidelines  of  what  we  would  like  to  have  from 
it.” 

Voting  for  the  amendment  were  Sens. 
Stevens,  Kasten,  Barry  Goldwater  (R-AZ), 
Harrison  Schmitt  (R-NM),  Larry  Pressler  (R- 
SD),  Ernest  Hollings  (D-SC),  Daniel  Inouye 
(D-HI),  Wendell  Ford  (D-KY),  James  Exon 
(D-NE),  and  Howell  Heflin  (D-AL). 

In  opposition  were  Sens,  Packwood,  Slade 
Gorton  (R-WA),  Nancy  Kassebaum  (R-KS), 
Howard  Cannon  (D-NV)  and  Donald  Riegle 
(D-MI). 

A few  days  before  the  Senate  Committee 
vote,  the  AMA  and  seven  other  professional 
organizations  had  sent  a telegram  to  President 
Reagan  urging  support  for  their  position 
against  FTC  jurisdiction,  since  this  would  be 
“consistent  with  your  goals  of  reducing  federal 


regulation,  restoring  power  to  the  states  and 
relying  more  on  private  sector  responsibility.” 

“This  is  a matter  of  major  importance  to  all 
professional  groups,  and  we  are  concerned  that 
this  Administration  appears  to  be  unrespon- 
sive” the  telegram  concluded. 

Signing  were  the  AMA,  the  American  Dental 
Association,  the  American  Optometric  Associ- 
ation, the  American  Veterinary  Medical  As- 
sociation, the  National  Society  of  Professional 
Engineers,  the  American  Institute  of  Archi- 
tects, the  American  Consulting  Engineers 
Council,  and  the  American  Society  of  Civil 
Engineers. 

The  House  Commerce  Committee  is  ex- 
pected to  take  up  the  questions  of  FTC 
reauthorization  and  jurisdiction  soon.  There  is 
a strong  drive  in  the  House  behind  a measure 
(H.R.  3722)  by  Reps.  Thomas  Luken  (D-OH) 
and  Gary  Lee  (R-NY)  that  would  impose  a 
moratorium  on  FTC’s  actions  against  the 
professions.  Almost  200  House  members  have 
co-sponsored  the  bill. 

(Continued  on  page  195) 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


NEW  EDITORIAL  BOARD 

I would  like  to  announce  the  selection  of  the 
following  individuals  as  my  Associate  Editors, 
and  the  composition  of  the  new  Editorial 
Board: 

Associate  Editors: 

Deepak  M.  Gangahar,  Lincoln 
Charles  S.  Wilson,  Lincoln 

Editorial  Board: 

John  F.  Aita,  Omaha 
Rod  Basler,  Lincoln 
Paul  E.  Collicott,  Lincoln 
John  F.  Connolly,  Omaha 
Doug  A.  Decker,  Lincoln 
Don  Dynek,  Lincoln 
Robert  E.  Ecklund,  Omaha 
Wendell  Fairbanks,  Alliance 
Robert  W.  Gillespie,  Lincoln 
Robert  C.  Goodlin,  Omaha 
Klemens  E.  Gustafson,  Beatrice 
Bruce  D.  Gutnik,  Omaha 
Roger  K.  Harned,  Omaha 
Edward  A.  Holyoke,  Ogallala 
Mark  R.  Hutchins,  Lincoln 
Sushil,  S.  Lacy,  Lincoln 
Matilda  S.  Mclntire,  Omaha 
Walter  J.  O’Donohue,  Omaha 
Jerald  Schenken,  Omaha 
Harlan  C.  Shriner,  Lincoln 


Patricia  Stivrins,  Lincoln 

William  M.  Vosik,  Kearney 

Arthur  Weaver,  Lincoln 

As  you  can  see,  25  individuals  have  volun- 
teered their  time  and  efforts  to  the  future 
evolution  of  the  Nebraska  Medical  Journal. 
Many  were  solicited  by  me,  knowing  their 
interests,  specialty,  and  geographic  location  in 
the  state.  Several  volunteered  their  services. 

If  you  have  concerns  or  criticisms  which  you 
would  like  to  express,  please  contact  either  me 
or  any  of  the  individuals  on  the  Board.  I would 
prefer,  of  course,  a Letter  to  the  Editor,  which 
could  be  published  in  The  Journal.  Not  much 
activity  has  occurred  in  this  area  in  the  past; 
we  would  like  to  encourage  much,  much  more 
“give  and  take.” 

By  the  way,  with  publication  of  the  June, 
1982,  issue  of  the  Nebraska  Medical  Jour- 
nal, all  manuscripts  accepted/processed  by 
Dr.  Frank  Cole  have  been  published.  So, 
everything  published  in  future  issues  is  the 
responsibility  of  the  current  Editors  and 
Editorial  Board. 


A.  D.  Forker 
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ORIGINAL  ARTICLES 


Transperineal  1-125  Implant 
of  the  Prostate: 

An  Accurate  and  Less  Morbid  Procedure 


Carcinoma  of  the  prostate  is 

the  second  most  common  cancer 
in  men,  next  to  lung  cancer. 
This  year  there  will  be  an  estimated  66,000 
new  cases  of  prostatic  cancer  and  21,500 
deaths  in  the  United  States  alone.1  By 
accepted  criteria,  only  5%  of  the  patients  with 
the  diagnosis  of  prostatic  cancer  are  eligible 
for  radical  prostatectomy.2  Sixty  percent  of  the 
patients  with  prostatic  cancer  have  either 
stage  B2  or  C disease  at  the  time  of  diagnosis,3 
and  this  large  group  of  patients  is  eligible  for 
radiotherapy.  There  is  evidence  that  prostatic 
cancer  can  be  controlled  locally  both  by 
external4  and/or  interstitial  irradiation.5  How- 
ever, prostatic  biopsy  twelve  months  following 
irradiation  suggests  that  interstitial  irradiation 
using  Iodine- 125  seeds  may  be  superior  to 
external  beam  irradiation  for  local  control  of 
the  disease.  The  interstitial  irradiation  is  also 
associated  with  a much  lower  complication 
rate.6  Presently,  the  Iodine-125  seed  im- 
plantation is  done  via  the  retropubic  route  at 
the  time  of  pelvic  lymphadenectomy.7  How- 
ever, this  technique  is  associated  with  intra- 
operative and  post-operative  problems  such 
as: 

1.  Inadequate  retropubic  space  for  proper 
placement  of  the  needles  for  optimal  seed 
distribution. 

2.  Bleeding  from  the  periprostatic  venous 
plexus,  from  mobilization  of  the  prostate 
and  from  the  needles  as  they  are  introduced 
into  the  prostate. 

3.  Post-operative  wound  infection,  when  the 
needles  inadvertently  enter  the  bladder 
and/or  rectum  during  implant  and  contami- 
nate the  operating  field. 

To  overcome  the  problems  associated  with 
the  retropubic  implant  technique,  the  trans- 
perineal percutaneous  template  technique  was 
developed. 

1.  A finger  is  introduced  into  the  rectum  and  a 

15  cm.  17  gauge  guide  needle  with  a stylet  is 
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introduced  into  the  perineum  anterior  to 
the  anus  in  the  midline.  As  the  needle  is 
pushed  cephalad,  anterior  to  the  rectal  wall, 
it  is  guided  by  the  rectal  finger  (Figure  1). 
The  tip  of  the  needle  is  placed  just  below 
the  lower  margin  of  the  inflated  Foley 
balloon  in  the  bladder.  The  position  is 
monitored  by  using  the  ‘C’  arm  of  the 
mobile  image  intensified  television  unit 
(Figure  3 top  left).  At  this  stage  the  stylet  is 
removed.  If  urine  effluxes  through  the 
needle,  it  is  slowly  drawn  backward  toward 
the  operator  until  urine  ceases  to  flow. 

2.  An  8 x 8 x 1 cm.  plexiglass  template  with 
holes  spaced  at  1 cm.  intervals  is  threaded 
onto  the  guide  needle  and  sutured  to  the 
skin.  The  remaining  needles,  with  stylets, 
are  inserted  into  the  prostate  through  the 
perineum  guided  by  the  template  in  a 
triangular  configuration  to  accommodate 
into  the  pubic  arch  (Figure  2). 

3.  At  this  stage  the  ‘C’  arm  of  the  mobile 
image  intensifier  television  unit  is  used  to 
verify  the  position  of  all  the  needles  in 
relation  to  the  lower  margin  of  the  Foley 
balloon  (Figure  3 top  right). 

4.  The  Mick  implant  gun  is  used  to  implant 
the  required  number  of  seeds  through  each 

+ Address  for  Reprints:  P.  P.  Kumar.  M.D..  Division  of  Radiation  Oncology. 

University  of  Nebraska  Medical  Center.  42nd  and  Dewey  Avenue. 
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Figure  1:  Shows  the  guide  needle  being  intro- 
duced transperineally  into  the  prostate  anterior  to 
the  anal  canal  guided  by  a finger  in  the  rectum. 


one  of  the  needles  (Figure  3 bottom  left). 
The  template  not  only  guides  and  keeps  the 
needles  in  position,  but  it  also  supports  the 
“implant  gun”  as  the  needle  is  triggered 
backwards.  A uniform  seed  distribution  is 
achieved  by  this  technique  (Figure  3 
bottom  right). 


Discussion 

The  natural  history  of  prostatic  cancer, 
without  specific  therapy,  may  remain  stable  in 
79%  of  stage  A,  66%  of  stage  B and  20%  of 
stage  C.8  In  the  study  quoted,  only  25%  of 
patients  ultimately  died  of  prostatic  cancer 
and  75%  from  causes  unrelated  to  prostatic 
cancer.  These  observations  are  important 
when  selecting  a proper  treatment  for  prostatic 
cancer  and  in  interpreting  the  results  of 
different  treatments. 


Radical  protatectomy  has  several  disadvan- 
tages as  a method  of  treatment.  There  are  few 
candidates  eligible  for  radical  prostatectomy 
by  presently  used  criteria,  and  the  complica- 
tions are  significant,  A 10%  to  25%  incidence 
of  incontinence  is  reported,  although  experi- 
ed  surgeons  have  reported  rates  of  less  than 


Figure  2:  Shows  the  template  and  all  the  needles 
introduced  into  the  prostate  transperineally  through 
the  template  in  position.  The  guide  needle  is  seen  at 
the  bottom. 
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Figure  3:  The  sequence  of  events  from  the 
introduction  of  the  guide  needle  to  completion  of  the 
1-125  seed  implant  as  recorded  on  ‘C’  arm  image 
intensifier  screen. 


5%.  Impotence  is  an  almost  assured  sequela  of 
the  operation. 

In  the  hope  of  decreasing  post-operative 
morbidity  and  finding  a treatment  which  would 
be  applicable  to  a far  larger  proportion  of 
patients,  Bagshaw1  and  others  used  external 
beam  radiation  to  treat  carcinoma  of  the 
prostate.  Its  applicability  is  much  more 
extensive  than  prostatectomy,  but  external 
beam  radiation  carries  significant  morbidity. 
The  incidence  of  bowel  and  bladder  irritability 
has  been  reported  as  high  as  12%.  Protracted 
voiding  symptoms,  including  incontinence 
alone,  was  reported  as  8%.  The  impotence  rate 
was  reported  as  high  as  23%  to  47%  of  patients 
treated  by  this  method.  The  over-all  control  of 
carcinoma  of  the  prostate  with  external  radia- 
tion is  still  unknown,  but  it  has  been  reported 
that  failure  of  local  control  is  almost  30%. 

In  an  attempt  to  improve  local  control  and 
further  decrease  the  morbidity,  Whitmore  et 
al7  introduced  retropubic  permanent  implanta- 


tion of  Iodine- 125  seeds  for  interstitial  radia- 
tion. In  spite  of  the  intraoperative  and  post- 
operative complications  associated  with  this 
technique,  as  enumerated  above,  the  mor- 
bidity of  the  procedure  has  proven  to  be  less 
than  external  beam  irradiation.  Rectal  compli- 
cations are  rare  and  the  impotence  rate  has 
been  reported  to  be  as  low  as  7%.  The 
transperineal  technique  described  here  further 
eliminates  the  morbidity  associated  with  the 
retropubic  technique  because  the  prostate  is 
not  mobilized,  and  the  needles  are  not 
introduced  into  the  prostate  in  antero- 
posterior direction  through  the  periprostatic 
venous  plexus.  However,  the  transperineal  I- 
125  implant  is  done  under  direct  vision 
through  the  abdominal  wound,  as  well  as 
fluoroscopic  vision  using  the  ‘C’  arm.  When 
ever  the  seminal  vesicles  need  to  be  im- 
planted, we  found  it  easier  to  implant  them 
transperineally  because  of  their  posterior 
location.  None  of  our  sixteen  patients 
had  complications  of  bleeding  or  wound 
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infection  associated  with  the  retropubic  1-125 
implant  technique.  Furthermore,  the  1-125 
seed  distribution  was  uniform,  giving  a better 
dose  distribution  throughout  the  tumor 
volume. 

Summary 

Retropubic  Iodine- 125  seed  implantation  of 
the  prostate  is  an  established  method  of 
treating  localized  prostatic  cancer.  The  tech- 
nical disadvantages  of  implanting  the  seeds  by 
the  retropubic  route  (inadequate  space  for 
proper  needle  placement,  bleeding,  and  pos- 
sible contamination  of  the  wound  due  to 
inadvertent  puncturing  of  the  bladder  and/or 
rectum)  has  influenced  us  to  develop  the 
transperineal  percutaneous  template  tech- 
nique to  implant  the  1-125  seeds  into  the 
prostate.  This  technique  totally  eliminated  the 
complications  of  bleeding  and  wound  infection 
in  our  series  of  sixteen  patients.  The  seed 
distribution  was  optimal,  giving  a uniform  dose 
distribution  within  the  tumor  volume. 

If  general  anesthesia  and/or  pelvic  ex- 
ploration are  contraindicated,  this  procedure 
can  be  done  under  spinal  anethesia  or  saddle 
block. 
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EDITOR’S  COMMENT: 

A urological  reviewer  of  this  article  made 
some  interesting  observations  that  I would  like 
to  pass  on  to  the  readers  of  the  Nebraska 
Medical  Journal.  He  said  the  following: 

“I  believe  the  discussion  of  carcinoma  of  the 
prostate  as  presented  by  Dr.  Kumar  is 
accurate,  and  that  his  conclusions  are  generally 
well  accepted.  He  and  his  associates  have 
devised  a somewhat  novel  alternative  method 
of  delivering  interstitial  radiation  to  the 
prostate.  My  major  concern  relates  to  the  fact 
that  physicians  whose  area  of  interest  and 
expertise  lies  in  non-urologic  endeavors  may 
feel  that  radiation  is  a worthwhile  treatment 
for  a cure  of  cancer  of  the  prostate.  Dr.  Kumar 
does  not  give  a good  description  of  his 
indications  for  utilizing  the  1-125  implant. 
Most  clinical  urologists  do  not  feel  that 
radiation,  whether  its  external  beam  or  inter- 
stitial, offers  a good  opportunity  for  a cure, 
although  it  is  often  used  for  palliation.” 

A.D.F. 
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Transient  Global  Amnesia 


TRANSIENT  global  amnesia 
(TGA)  is  a clinical  syndrome 
characterized  by  sudden  loss  of 
ability  to  formulate  new  memory  traces, 
resulting  in  a variable  time  period  of  amnesia. 
Although  not  uncommon,  it  is  infrequently 
recognized  by  clinicians.  Over  the  last  three 
years,  we  have  encountered  eleven  patients 
with  typical  TGA.  The  clinical  features,  diag- 
nostic studies  and  proposed  etiologic  mechan- 
isms are  discussed. 

Eleven  patients  (Table  I)  were  examined 
who  fulfilled  the  criteria  of  Shuping  et  al.1  for 
TGA:  1)  Acute  amnestic  event.  2)  Preservation 
of  personal  identity.  3)  Variable  retrograde 
amnesia  which  resolved  at  termination  of 
attack.  4)  Persistent  amnesia  only  for  the 
period  of  the  attack.  5)  Absence  of  head  injury, 
psychiatric  illness  or  histrionic  personality. 
Illustrative  cases  are  presented. 

Case  1 

W.G.,  a 61-year-old,  white  male  experienced 
an  acute  episode  of  amnesia  lasting  18  hours. 
During  this  time,  the  patient  was  able  to  drive 
to  a dinner  luncheon  which  he  attended  with 
his  family.  He  was  said  to  be  acting  strange  and 
kept  asking  “What’s  wrong?”  No  focal  motor, 
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sensory  or  visual  disturbances  were  identified 
and  speech  function  was  normal.  He  awoke  the 
next  morning  totally  amnestic  for  the  preced- 
ing 18  hours  and  was  complaining  of  a mild 
frontal  headache.  The  past  medical  history  was 
negative.  Neurological  examination  was  nor- 
mal. The  EEG  and  computerized  tomography 
scans  were  unremarkable.  The  patient  has 
been  followed  for  two  years  on  antiplatelet 
therapy  with  no  recurrence. 

Case  2 

L.C.,  a 63-year-old,  white  female  experi- 
enced an  episode  of  amnesia  of  eight  hours 
duration.  The  onset  was  acute  and  during  the 
time  period  she  was  able  to  attend  a meeting 
where  she  spoke  briefly  with  friends  and  was 
said  to  be  acting  somewhat  confused;  other- 
wise no  focal  neurological  deficits  were 


TABLE  1 

ELEVEN  PATIENT'S  WITH  T.G.'A. 


CASE  NO. 

AGE 

SEX 

DURATION 

MEDICAL  DIAGNOSES 

#1  R.  W. 

61 

M 

8 hrs. 

None 

R.  W. 

63 

M 

4 hrs . 

None 

#2  H.  K. 

55 

M 

2 hrs . 

Hypertension 

#3  F.  K. 

69 

M ' 

2 hrs. 

Hypertension,  angina 

#4  W.  G. 

61 

M 

18  hrs. 

None 

#5  L.  C. 

63 

F 

8 hrs . 

Breast  CA,  (10  yrs.) 

Hypertension 

Family  history  migraines 

It 6 E.  H. 

69 

F 

24  hrs. 

Breast  CA,  hypertension 

#7  H.  P. 

70 

M 

5 hrs. 

Syncope , hypercho- 
lesterolemia 

#8  R.  S. 

55 

M 

5 hrs. 

Family  history  migraines 

#9  C.  B. 

43 

F 

5 hrs. 

Migraines 

#10  I.  B. 

71 

F 

9 hrs. 

Hypertension , 
Squamous  CA  cervix 
Migraines 

#11  B.  K. 

77 

F 

3 hrs. 

Atrial  fibrillation 

CHF 
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identified.  She  drove  herself  home  and 
apparently  stopped  to  pay  several  bills; 
shortly  after  arriving  home,  she  called  her 
husband  and  complained  that  “something  is 
wrong”.  Her  husband  came  home  and  found 
her  acting  confused;  indeed  the  patient  did  not 
ever  remember  having  called  her  husband.  The 
past  medical  history  was  significant  in  that  she 
had  mild  hypertension  and  carcinoma  of  the 
breast  without  known  recurrence  over  a 10- 
year  period.  The  neurological  exam  was 
normal.  Computerized  tomography,  EEG  and 
cerebrospinal  fluid  analysis  were  normal. 

Results 

The  eleven  patients  presented  here  range  in 
age  from  43  to  77  years  in  age  with  an  average 
age  of  63.  Males  and  females  were  affected 
equally.  Only  one  patient  had  experienced  a 
prior  episode  of  TGA.  Duration  of  attacks 
ranged  from  two  hours  to  24  hours  with  an 
average  of  eight  and  one-half  hours.  Table  II 
summarizes  the  associated  medical  problems 
in  this  population.  Hypertension  was  the  most 
common  medical  problem,  seen  in  five  patients. 
A past  history  of  possible  migraines  and  a 
family  history  of  migraines  was  present  in  four 
patients;  three  patients  had  underlying  neo- 
plasms. 

The  neurological  examination  in  all  cases 
was  normal  except  for  the  deficit  in  memory 

TABLE  II 

UNDERLYING  DISEASE  IN  ELEVEN  PATIENT'S  WITH  T.G.A. 


Hypertension 

NUMBER 
OF  PATIENTS 

5 

Diabetes 

0 

Cardiac  - 

Ischemic  - 

2 

Arrhythmia  - 

1 

Valvular  - 

0 

Hyperlipid 

emia 

1 

Migraines 

Patient  - 

2 (Possible) 

Family  History  - 

2 (Mothers  with  migraines) 

Prior  TIA 

1 

Other  - 

Syncope  - 

i 

Breast  CA  - 

2 

Other  Neoplasm  - 

2 (CA  cervix) 

function  during  the  acute  attack.  Results  of 
laboratory  data  are  summarized  in  Table  III. 
EKG  changes  were  nonspecific  with  only  one 
patient  showing  an  arrhythmia.  Only  one 
patient  demonstrated  changes  on  computerized 
tomography  scan,  showing  what  was  felt  to  be  a 
small  left  mesial  temporal  infarct.  EEG  ab- 
normalities were  seen  in  five  of  nine  patients 
tested  with  evidence  of  temporal  slowing  and 
mid  diffuse  slowing  most  common.  Two 
patients  did  demonstrate  paroxysmal  activity 
arising  from  the  temporal  lobe,  but  had 
negative  prior  history  of  seizure  disorders.  The 
CSF  analysis  on  the  patients  with  carcinoma 
was  negative. 

Discussion 

Episodes  of  amnesia  have  been  correlated 
with  several  organic  states,  most  frequently  in 
association  with  widespread  disturbances  of 
cerebral  function,  such  as  organic  psychosis, 
toxic-metabolic  encephalopathy,  head  trauma 
and  epilepsy.  Many  patients  with  isolated 
amnesia  have  been  regarded  as  having  a 
hysterical  fugue  state. 

Transient  global  amnesia  (TGA)  is  a clinical 
syndrome  manifested  by  sudden  loss  of 
memory,  inability  to  learn  new  data,  confusion, 
preservation  of  consciousness  and  personal 
identity,  and  the  absence  of  focal  neurological 
deficit. 

TGA  is  most  often  encountered  in  patients 
over  50  years  of  age.  Occasional  precipitating 
events,  such  as  a sudden  change  in  environ- 
mental temperature,  has  been  reported.  Dur- 
ing an  episode,  which  may  last  from  several 
minutes  to  hours,  the  patient  may  be  able  to 
carry  out  complex  activity  such  as  driving  a car 
or  giving  a lecture.  No  apparent  focal  neuro- 
logical deficits  are  noted.  Occasionally,  the 
patient  will  state,  “I  am  in  a fog!”  or  “What’s 
wrong  with  me?”  indicating  that  they  are  aware 
something  is  wrong.  They  retain  their  personal 
identity  and  may  show  a variable  period  of 
memory  loss  for  past  events.  Automatistic 
behavior  suggestive  of  temporal  lobe  seizures 
and  focal  neurological  deficits  are  lacking.  The 
patient  gradually  regains  control,  but  a period 
of  amnesia  for  the  event  is  permanent,  as  is  an 
occasional  brief  period  of  retrograde  amnesia. 

Several  diverse  mechanisms  have  been 
proposed  as  the  etiology  of  TGA.  Most  authors 
feel  that  transient  ischemia  of  the  medial 
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temporal  lobes  from  posterior  cerebral  artery 
insufficiency  is  the  most  likely  mechanism.1'3 
This  may  represent  either  primary  verte- 
brobasilar insufficiency,  but  has  also  been 
used  to  explain  the  occurrence  of  TGA  in 
patients  with  migraine  in  which  posterior 
cerebral  artery  vasospasm  may  occur.3 

Epileptic  activity  has  been  noted  occasional- 
ly in  the  EEG  of  the  patients  with  TGA,  raising 
the  possibility  that  the  amnesia  is  secondary  to 
electrical  dysfunction  of  the  temporal  lobe. 
Typically,  these  patients  have  no  prior  history 
of  seizures,  recurrences  are  rare,  and  the 
typical  event  of  TGA  lacks  many  of  the 
features  suggestive  of  temporal  lobe  epilepsy. 

Rare  scattered  reports  of  medial  temporal 
lobe  tumors  causing  TGA  are  documented,  as 
are  sporadic  reports  of  drug-induced  TGA  with 
diazepam  and  digitalis  intoxication. 


Laboratory  studies  including  computerized 
axial  tomography,  EEG,  angiography  and  CSF 
analysis  have  generally  been  nondiagnostic. 
Atherosclerotic  changes  in  the  vertebrobasilar 
and  posterior  circulation  were  emphasized  by 
Matthew  and  Meyers.-  However,  the  fact  that 
TGA  occurs  primarily  in  the  elderly  population 
makes  it  difficult  to  separate  out  a coincidental 
relationship  from  a true  cause  and  effect. 

Computerized  axial  tomography  scans  are 
usually  normal  except  for  the  scattered  reports 
of  medial  temporal  tumors  and  occasional 
infarctions  seen  by  scanning.  The  EEG  changes 
most  commonly  seen  show  evidence  of  bi- 
temporal slowing  and  rarely  epileptiform  ac- 
tivity. 

The  natural  clinical  course  of  TGA  has  been 
debated.  Fisher  and  Adams  reported  no 
recurrences  among  17  patients  followed.4 


TABLE  III 

LABORATORY  DATA  IN  11  PATIENTS  WITH  T.G.A. 


Number  of  Results  Number  of 

Test Patients  Tested N.  A. Abnormality Patients 


Electrocardiogram 

10 

6 

4 

Left  axis  dev. 

Old  inf.  MI 
Right  B.B.B. 

Atrial  fibrillation 

i 

i 

i 

i 

24-Hour  Holter  Monitor 

2 

2 

0 

Electroencephalography 

9 

4 

5 

Mild  diffuse  slowing 
Bil.  temp,  slowing  only 
Bil.  temp,  slowing  5 
bil.  temp,  sharp  waves 
Bil.  temp,  slow  6 right 
temp,  spike 

1 

2 

I 

1 

CAT  scan  with  contrast 

9 

8 

1 

Left  medial  temporal 
lobe  infarct 

1 

Angiography 

1 

i 

0 

Doppler  study  (carotids) 

2 

i 

1 

Bilateral  carotid  dis. 

1 

Cerebrospinal  fluid  analysis 

2 

2 

0 

N - normal  A = abnormal 


TABLE  IV 


DIFFERENTIAL  DIAGNOSIS  OF  TRANSIENT  GLOBAL  AMNESIA 


Diagnosis 

Premorbid  Clinical 
Profile 

Characteristics 

Lab  Data 

Epilepsy 

History  of  seizures 

Temporal  lobe  or 
generalized  motor 
seizures,  post- 
ictal state 

EEG  abnormality, 

_ CT  abnormality 
static  or  pro- 
gressive 

Psychogenic  Fugue 
State 

Stress,  anxiety, 
depression,  histrio- 
nic personality 

Loss  of  personal  iden- 
tity, abrupt  termina- 
tion, quite  lengthy-- 
days,  month 

Normal 

Encephalitis 

Prodromal  illness 

Fever,  altered  sensor- 
ium 

EEG  § CSF  abnormal 

Trauma 

History  of  head 
trauma 

Relative  to  severity 
of  head  trauma,  fo- 
cal deficit 

Skull  fracture, 
CT  t abnormal 
EEG  - abnormal 

Neoplasm 

Focal  neurological 
symptoms,  progress- 
ive course 

Progressive  neuro- 
logical disturbance 

EEG/CT  abnormal 

Korsakoff's 

Alcoholism,  head 
trauma 

Persistent  fixed 
impairment  in  recent 
memory  function, 
signs  of  Wernicke's 
encephalopathy 

Normal 
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Nausieda,  in  a follow-up  of  32  patients,  noted 
recurrences  in  12%,  and  3%  of  his  population 
went  on  to  have  TIA’s.5  The  most  extensive 
follow-up  has  been  a 17-year  study  by  Shuping 
et  al  of  41  patients  in  which  recurrences  were 
seen  in  18%,  and  6%  of  his  population  went  on 
to  have  a stroke.1  Therefore,  recurrences  may 
occur,  but  are  rare.  Occasionally  patients  will 
subsequently  have  a stroke,  but  the  frequency 
of  stroke  is  much  less  than  would  be  expected 
with  more  typical  TIA’s  or  vertebrobasilar 
ischemic  attacks. 

The  accepted  management  is  somewhat 
debated.  Long-term  anticoagulation  has  not 
been  recommended.  Most  authors  would  favor 
the  use  of  antiplatelet  agents  at  the  present 
time. 


Table  IV  presents  the  clinical  entities 
considered  in  the  differential  diagnosis  of 
transient  global  amnesia.  Careful  clinical  his- 
tory and  selected  diagnostic  studies  will  help 
the  clinician  in  his  attempt  to  identify  the 
cause  of  transient  global  amnesia  in  his  patient 
population. 
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Ethylene  Glycol  Ingestion  in  a Retarded 
Young  Adult  — A Case  Report 


ETHYLENE  glycol  is  a toxic  sub- 
stance which  finds  its  way  into 
our  lives  through  its  use  in 
paint,  detergent,  lacquer,  polishes,  pharma- 
ceuticals, preservatives,  a substitute  for  gly- 
cerine in  enemas,  and  most  familiar  to  the 
layman,  in  deicers  and  antifreeze.1  This  paper 
relates  a single  case  of  ingestion  and  its 
management.  The  management  confirms  the 
validity  of  the  recently  recommended  oral 
ethyl  alcohol  dosage  schedule  of  Peterson.2 
The  common  aspects  of  toxicity  secondary  to 
ingestion  are  discussed.  Early  transport  from 
rural  areas  to  dialysis  centers  after  aggressive 
immediate  management  is  indicated. 

Case  Report 

A 16  year  old  white  retarded  male  had,  by 
the  report  of  his  foster  mother,  ingested  200- 
400  ml  of  antifreeze  some  20-30  minutes  prior 
to  arrival  at  the  University  of  Nebraska 
Medical  Center  Emergency  Room.  The  phar- 
macy staff  was  informed  and  a 20%  Ethyl 
Alcohol  solution  prepared. 

An  oral  gastric  lavage  tube  returned  greater 
than  100  ml  of  greenish-yellow  liquid  con- 
sistent by  gross  observation  with  antifreeze 
and  subsequently  identified  as  such  by  analy- 
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sis.  The  patient  was  then  lavaged  with  2 liters 
of  normal  saline.  No  activated  charcoal  was 
administered,  in  hopes  of  achieving  a more 
rapid  blood  ethanol  level.  After  the  lavage  had 
cleared,  the  gastric  lavage  tube  was  withdrawn, 
and  a nasogastric  tube  placed  to  facilitate 
administration  of  oral  ethyl  alcohol. 

Physical  examination  showed  a 44  Kg. 
normal  oriented,  prepubertal  male  except  for 
severe  agitation  and  mild  mental  retardation. 
Blood  pressure  was  110/76  mmHg,  pulse 
120/min,  and  respiratory  rate  22/min.  Chest  x- 
ray  was  obtained  showing  the  nasogastric  tube 
in  the  stomach,  and  the  lung  fields  were  free  of 
changes  for  aspiration.  A 20%  ethyl  alcohol 
loading  dose  was  administrered  as  a 0.6 
gram/kilogram  nasogastric  administration. 

Immediate  emergency  room  baseline  studies 
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included  a hemoglobin  of  14.6  gms%  and  a 
WBC  of  7,700  with  a normal  differential.  The 
first  available  urine  demonstrated  180-200 
RBC’s  but  no  casts  or  crystals.  Serum 
electrolytes  showed  a pH  of  7.25,  Na  147 
meq/L.,  K 4.1  meq/L.,  Cl  1 10  meq/L.  and  CO2 
content  of  19.  Measured  serum  osmolality  was 
371.  Serum  calcium  was  9.2  mg/dl. 

The  patient  was  transferred  to  the  intensive 
care  unit.  Thereafter,  the  patient  received  at 
least  100  mg/kg/hr  of  20%  ethyl  alcohol,  and  at 
times  close  to  230  mg/kg/hr  to  maintain  a 
blood  ethyl  alcohol  level  greater  than  80  mg/dl 
and  less  than  160  mg/dl.  This  was  monitored 
hourly  for  the  36  hours  that  ethanol  was 
administered.  By  using  this  protocol,  serum 
ethanol  levels  were  greater  than  80  mg/dl 
within  3 hours  of  therapy  initiation.  The  lowest 
calcium  figure  was  8.0  mg/dl  16  hours  later 
and  subsequently  returned  to  normal  at  8.7 
mg/dl  at  discharge.  The  CO2  content  returned 
to  a normal  28  hours  prior  to  discharge.  IV 
fluids  were  administered  in  copious  amounts: 
up  to  and  including  150  ml/hr  of  D5W  mixed 
with  two  50  mEq  amps  of  sodium  bicarbonate 
and  20  mEq  potassium  chloride  per  liter.  At 
the  time  that  the  patient’s  CO2  content  and 
electrolytes  returned  to  the  normal  range,  the 
fluids  were  changed  to  D5NS  infusion,  again 
administered  at  a rapid  rate  to  encourage  urine 
flow  and  discourage  the  formation  of  calcium 
oxalate  crystals.  The  patient  did  well,  and  was 
able  to  be  removed  from  ethyl  alcohol  inges- 
tion therapy  after  36  hours.  Peak  calculated 
ethylene  glycol  level  was  378.0  mg/dl  initially. 
35  hours  later,  the  patient  had  a calculated 
ethylene  glycol  level  of  21.08  mg/dl  (see 
appendix).  Creatinine  clearance  was  74  ml/min; 
the  BUN  was  12  mg/dl  and  serum  creatinine 
0.6  mg/dl.  The  patient  was  transferred  to  the 
ward  on  the  3rd  day  after  admission  and 
discharged  1 day  later.  On  clinic  return  1 week 
later,  his  BUN  was  1 1 mg/dl  and  creatinine  0.7 
mg/dl. 

Discussion 

The  metabolism  of  ethylene  glycol  involves 
oxidation  via  NAD  dependent  alcohol  dehy- 
drogenase to  glycoaldehyde,  ethanol  being  a 
selectively  preferred  competitive  inhibitor  of 
the  action  of  alcohol  dehydrogenase  on  ethy- 
lene glycol.  Glycoaldehyde  is  then  oxidized 
through  mitochondrial  aldehyde  oxidase  to 
glycolate.  Then  by  the  action  of  either  lactic 


dehydrogenase,  or  glycolate  oxidase,  glyoxy- 
late  is  formed.  The  most  important  metabolite 
of  glyoxylate  in  this  disease  process  is  oxalate. 

The  clinical  course  can  be  roughly  broken 
down  into  3 stages.  In  the  first  12  hours, 
central  nervous  system  manifestations  are 
primary.  CNS  signs  include  nausea  and  vomit- 
ing, coma,  generalized  or  focal  seizures, 
nystagmus,  ophthalmoplegia,  and  papilledema. 
Coincidentally,  one  may  find  changes  in  vital 
signs  consisting  of  a mild  hypertension,  tachy- 
cardia, and  low  grade  fever.  If  a spinal  tap  is 
performed,  the  results  are  often  compatible 
with  those  seen  in  meningoencephalitis. 

During  the  period  from  12  to  36  hours 
following  ingestion,  cardiac  failure  and  respira- 
tory compromise  are  frequent  events.  Follow- 
ing 36  hours,  the  major  organ  system  in  danger 
are  the  kidneys  - acute  tubular  necrosis  picture 
is  often  seen. 

The  laboratory  picture  is  dominated  by 
severe  metabolic  acidosis  especially  in  severe 
ingestions  and  treatment  delay.  Common 
laboratory  abnormalities  include  serum  bi- 
carbonate depression  (frequently  less  than  10 
mEq/L),  and  an  associated  anion  gap  greater 
than  20.  In  addition,  hypocalcemia  may  be- 
come manifest  as  the  calcium  ion  chelates  to 
oxalate.  Urinalysis  is  characterized  by  any  and 
all  of  crystaluria,  microhematuria,  proteinuria, 
pyuria,  and  cylinduria. 

Recently,  Peterson  et  al  reported  their  work 
on  kinetics  involving  the  half-life  of  ethylene 
glycol  during  oral  ethyl  alcohol  administration, 
both  with  and  without  dialysis  in  one  patient.2 
Their  patient  had  a half-life  of  ethylene  glycol 
of  17  hours  without  dialysis,  and  2.5  hours  with 
dialysis.  Of  interest  to  the  primary  care 
physician  are  their  recommended  oral  ethyl 
alcohol  dosage  schedules;  it  is  this  protocol 
which  served  as  the  general  outline  for  the 
administration  schedule  initially  used  in  our 
successfully  treated  patient.  The  loading  dose 
protocol  from  their  investigation  is  for  600 
mg/kg  as  a 50%  solution  of  ethyl  alcohol.  Their 
maintenance  protocol  calls  for  a 20%  solution 
at  109  mg/kg/hr  in  the  nondialyzed  patient, 
and  237  mg/kg/hr  in  the  dialyzed  patient.  As  a 
50%  solution  was  not  available,  125  ml  of  20% 
ethyl  alcohol  was  used  as  our  loading  dose  and 
resulted  in  emesis  some  30  minutes  later.  Had 
we  used  the  50%  solution,  as  suggested,  our 
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volume  would  have  been  slightly  over  50  ml, 
and  possibly  better  tolerated.  However,  even 
with  the  initial  emesis,  the  therapeutic  blood 
ethanol  range  was  reached  rapidly.  In  our 
nondialyzed  patient,  blood  ethanol  levels 
served  as  a guide  to  modify  the  Peterson 
maintenance  protocol;  we  subsequently  used 
between  100  and  230  mg/kg/hr  of  20%  oral 
ethyl  alcohol  to  maintain  a therapeutic  blood 
ethanol  level  greater  than  80  mg/dl  throughout 
the  treatment  period. 

Therapy  usually  begins  with  oral  ethanol. 
Replacement  may  instead  involve  a 5%  or 
10%  intravenous  ethanol  administration  where 
experience  with  this  route  of  entry  is  suf- 
ficient.* 1 2 3 4 5 Calcium  and  magnesium  may  need  to 
be  supplemented  to  treat  clinically  apparent 
deficiencies.  Two  of  the  most  rapidly  utilized 
cofactors  in  the  enzymatic  metabolism  of 
ethylene  glycol  are  thiamine  and  pyridoxine. 
Pyridoxine  is  important  in  conversion  of 
glyoxylate  to  glycine,  away  from  oxalate. 
Thiamine  assists  in  the  movement  of  glyoxa- 
late  to  alpha-hydroxy-beta  ketoadipate  instead 
of  oxalate.  Thiamine  and  pyridoxine  should 
therefore  be  given  prophylactically.  Our  44  kg 
patient  received  50  mg  IM  thiamine  and  400 
mg  NG  pyridoxine.  Renal  consultation  must  be 
attained,  as  oliguria  to  any  degree  may  proceed 
rapidly  to  acute  tubular  necrosis;  rapid  institu- 
tion of  dialysis  in  a deteriorating  situation  is  of 
proven  benefit.45  Diuretics  such  as  mannitol 
and  furosemide  are  of  value  early  in  main- 
taining urine  flow. 

In  our  patient,  the  central  nervous  system 
agitation  and  the  patient’s  poor  communica- 
tion skills  would  have  made  hemodialysis 
technically  very  difficult.  In  considering  this, 
we  elected  to  aggressively  manage  the  patient 
with  oral  ethanol.  Had  the  patient’s  urine 
output  decreased  to  less  than  50  cc/hr  for  any 
two  consecutive  hours,  or  less  than  30  ml/hr 
during  any  one  single  hour,  we  would  have 
instituted  dialysis  immediately.  The  indica- 
tions for  hemodialysis  are  two:  (1)  to  speed  the 
removal  of  ethylene  glycol  from  the  system  so 
that  it  is  not  metabolized  to  oxalate,  and  (2)  to 
manage  the  uremia  of  renal  insufficiency  if 
damage  secondary  to  ethylene  glycol  metabo- 


lites has  occurred.  In  a primarily  rural  state, 
the  outstate  primary  care  physician  should  be 
aware  of  the  acute  nondialysis  treatment  of 
ethylene  glycol  poisoning,  and  initiate  this 
while  transport  to  a dialysis  center  is  coor- 
dinated. 

Appendix 

Steps  in  Calculation  of  Approximate  Serum  Ethylene 
Glycol  Level 

(Figures  used  are  actual  values  0500  hours  4/4/81) 
Reference  Molecular  Weights 

a)  C2H5OH  (Ethanol)  = 46 

b)  C2H4<OH)2  (Ethylene  Glycol)  = 62 

1)  Obtain  a measured  serum  osmolality  (324  milliosm/L) 

2)  Calculate  standard  approximate  serum  osmolality 

a)  2 (Na  + K)  + glucose  + BUN  = osmolality 

18  2.8 

b)  2 (141  + 4)  + 94  + 9 = 298 

18  2.8 

3)  Measured  osmolality  — calculated  osmolality  = the 
unmeasured  osmolality 

a)  324  - 298  = 26 

b)  Providing  poisoning  involves  only  ethylene  glycol, 
unmeasured  osmolality  is  approximately  the  sum 
of  ethylene  glycol  and  ethyl  alcohol 

4)  Obtain  measured  serum  ethanol  level  (104  mg/dl) 
Conversion  to  milliOsmoles 

a)  MilliOsmoles  ETOH  = milligrams/liter 

molecular  weight 

b)  MilliOsmoles  ETOH  = (104  mg/dl)  (10)  = 22.6 

46 

5)  Unmeasured  osmolality  — milliOsmoles  ETOH  = 
milliOsmoles  Ethylene  glycol 

a)  26  — 22.6  = 3.4  milliOsmoles  Ethylene  Glycol 

b)  Ethylene  Glycol  mg/dl  = (milliOsmoles)  (molecular 

weight)  ^0 

c)  (3.4  milliOsmoles)  (62)  = 21.08  mg/dl  ethylene 

glycol 
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HISTORY  OF  MEDICINE: 

Rickets  and  Solar  Radiation  — Medicine's 
Debt  to  Professor  Frank  Mussehl 


PROFESSOR  Frank  Mussehl  was 
the  first  to  show  that  chicks  on 
a deficient  ration  would  regu- 
larly produce  rickets,  but  would  not  develop 
this  disease  if  exposed  to  direct  sunlight.  Also, 
chicks  under  similar  conditions,  but  receiving 
solar  radiation  through  window  glass,  derived 
no  such  benefit.  Therefore,  a specific  prophy- 
lactic and  therapeutic  effect  from  the  ultra- 
violet portion  of  the  solar  spectrum  was 
present.  This  was  one  of  the  major  discoveries 
of  the  Twentieth  Century.  This  served  to 
support  and  explain  the  earlier  clinical  ob- 
servation that  sunlight  was  beneficial,  especial- 
ly in  infancy  and  childhood.  The  medical 
profession  is  indebted  to  Professor  Frank 
Mussehl,  a Nebraskan  who  had  not  previously 
been  recognized  for  this  discovery  in  the 
medical  literature.  Neither  he  nor  the  Univer- 
sity of  Nebraska  have  been  credited  for  this 
major  discovery. 

Alfred  Hess,1  pediatrician  and  authority  on 
human  nutrition,  divided  the  history  of  rickets 
into  two  periods,  the  “old  rickets’'  and  the 
“new  rickets”.  The  first  period  represented  all 
the  knowledge  accumulated  over  more  than 
two  centuries  and  ended  in  1919  with  the 
unprecedented  problems  designated  as  “war 
malnutrition”,  “war  osteomalacia”  and  “war 
rickets”  prevalent  in  Poland,  Austria  and 
Germany  after  World  War  I.  Writing  in  1929, 
he  designated  “new  rickets”  the  knowledge 
gained  in  the  decade  of  1919  to  1929,  an 
accumulation  greater  than  that  of  all  previous 
time. 

A review  of  the  voluminous  literature  on 
rickets  would  be  inappropriate  here.  Excellent 
historical  monographs  describing  the  era  of  the 
“new  rickets”  are  those  of  Korenchevsky,2  and 
Hess.1  For  more  than  two  centuries  dis- 
turbances of  growth,  deformities  of  bones, 
convulsions  and  death  had  been  discribed  and 
identified  as  rickets.  Animals  who  grew  well  in 
their  natural  habitats  developed  similar  mani- 
festations when  confined  in  zoos.  These 
observations  were  rare  in  the  North  African 
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and  Mediterranean  cultures;  but  when  these 
dark  skinned  people  were  transferred  to  the 
industrial  cities  of  the  temperate  zone,  at  least 
90%  of  their  children  developed  rickets.  These 
observations  focused  attention  upon  the  en- 
vironment as  being  of  etiological  importance  in 
both  animals  and  man.  Confinement,  lack  of 
fresh  air,  inadequate  sunlight  and  limited 
exercise  became  suspect.  On  these  grounds 
some  found  it  difficult  to  account  for  the  low 
incidence  in  the  arctic,  in  west  Ireland,  and  on 
the  North  Sea  islands.  Furthermore,  as  the 
early  and  mild  forms  of  the  disease  became 
recognizable,  it  was  found  to  occur  with 
surprising  frequency  in  middle  and  upper  class 
homes.  This  led  to  theories  involving  heredi- 
tary, congenital,  infectious  and  toxic  factors. 
The  need  for  controlled  animal  studies  was 
obvious. 

The  origin  of  the  knowledge  of  the  value  of 
cod  liver  oil  in  the  prevention  and  treatment  of 
rickets  is  lost  in  antiquity.  The  Ebers  Papyrus 
describes  a form  of  blindness  that  responded 
to  treatment  by  feeding  liver.  This  was 
xerophthalmia,  a vitamin  A deficiency.  Folk 
medicine  had  discovered  the  value  of  liver,  a 
rich  source  of  vitamin  A. 

The  late  Doctor  L.  Van  Ess,  Professor  of 
Animal  Pathology,  liked  to  tell  of  the  place  of 
his  birth,  a small  cloud  and  fog  enshrouded 
Dutch  island  in  the  North  Sea.  “Here”,  he 
would  say,  “lived  two  classes  of  people,  the 
fisher  folk  and  the  farmer  folk.  The  fisher  folk 
lived  on  the  coast  and  the  farmer  folk  inland. 
The  fisher  folk  gave  cod  liver  oil  to  their 
children  who  grew  tall  and  vigorous.  The 
farmer  folk  used  cod  liver  oil  to  grease  their 
harness.  Their  children  did  not  grow  as  well, 
were  subject  to  convulsions  in  infancy  and 
deformities  of  bones  in  childhood.”  The 
mystery  of  the  absence  of  rickets  in  the  arctic 
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vanishes  when  one  considers  the  Eskimo  diet, 
rich  in  animal  fats  including  cod  livers.  The 
American  Indian  preferred  the  internal  organs 
of  his  kill  to  the  muscle  meats.  It  was  in  such 
situations  that  cod  livers  and  cod  liver  oil 
became  a part  of  primitive  medicine. 

It  was  in  the  years  just  prior  to  the  “new 
rickets”  decade  that  Frank  Mussehl  became 
involved  in  nutrition  research.  Through  the 
work  of  Hart,  Steenbock  and  McCollum,  the 
University  of  Wisconsin  had  become  recog- 
nized as  the  leading  center  of  nutrition 
research.  As  a student  there,  Mussehl  was 
employed  for  three  years  by  E.  V.  McCollum  in 
his  research.  Since  McCollum  was  preoccupied 
with  an  attempt  to  prove  there  was  more  than 
one  accessory  factor  in  cod  liver  oil,  he 
suggested  to  Mussehl  that  he  pursue  the  study 
of  the  effect  of  solar  radiation  on  the  growth  of 
chicks.  Most  of  the  previous  meager  experimen- 
tation had  been  done  with  dogs,  rabbits,  pigs 
and  primates.  These  animals  involved  excessive 
costs  and  the  observations  were  difficult  to 
duplicate.  McCollum  had  adopted  white  rats, 
but  since  Mussehl  had  his  major  in  Poultry 
Science,  McCollum  urged  Mussehl  to  try  baby 
chicks.  What  was  needed  was  a small  animal, 
available  in  large  numbers,  of  uniform  genetic 
origin,  which  could  be  raised  in  confinment  and 
at  low  costs.  Chicks  met  these  requirements. 

In  1918  a paper  was  prepared  by  Mussehl 
describing  the  results  of  his  investigation. 
Briefly  his  conclusions  were: 

1.  On  a ration  which  would  produce  rickets, 
chicks  will  show  symptoms  of  rickets  in  four 
to  six  weeks,  if  certain  radiation  require- 
ments are  not  met. 

2.  Exposure  to  direct  sunlight  will  prevent 
the  development  of  rickets  in  chicks  on  the 
standard  ration. 

3.  Under  similar  conditions,  chicks  exposed  to 
radiation  coming  through  window  glass, 
develop  rickets. 

4.  The  addition  of  cod  liver  oil  to  the  standard 
ration  improves  the  ration  greatly  but  does 
not  result  in  optimum  well  being  and 
growth. 

This  paper  was  reviewed  by  Dr.  L.  Van  Ess, 


Chairman  of  the  Department  of  Animal  Path- 
ology and  an  authority  on  clinical  rickets,  the 
histopathology  of  this  disease,  and  the  use  of 
cod  liver  oil  in  its  prevention  and  cure.  He 
promptly  rejected  the  paper.  His  feelings  were 
expressed  in  the  single  word  “impossible”.  He 
urged  repetition  of  these  experiments  “over 
and  over  again”.  Because  of  the  prestige  of  Dr. 
Van  Ess  and  his  power,  Mussehl,  a young  man 
just  getting  started  in  his  new  department,  did 
not  feel  it  prudent  to  publish  the  paper. 

In  the  mean  time  experiments  in  Steen- 
bock’s  laboratory  at  the  University  of  Wiscon- 
sin, conducted  coincidentally,  confirmed  the 
results  reported  in  the  paper  above.  The 
Wisconsin  studies  were  published  in  1923. 
Objections  were  now  removed  and  a brief 
report  was  published  in  the  Annual  Report  of 
the  Nebraska  Agricultural  Experiment  Station 
of  19244  and  more  completely  in  publications 
of  1925-26.5-6  The  conservatism  of  Dr.  Van  Ess 
had  denied  Mussehl  recognition  for  his  prior 
observations.  The  prestige  of  the  University  of 
Wisconsin  and  the  genius  of  Steenbock  sub- 
sequently obscured  Mussehl’s  observations. 

McCollum,  Steenbock,  and  Hart  were  giants 
in  nutrition  research,  and  initiated  the  pro- 
ductive decade  of  1919  to  1929,  which 
revolutionized  the  science  of  nutrition.  Pro- 
fessor Frank  Mussehl  should  also  be  recog- 
nized for  his  contributions.  Recently,  the 
Nebraska  Chapter  of  the  Academy  of  Pedi- 
atrics and  the  Pediatric  Society  of  Nebraska,  in 
joint  session,  honored  Professor  Mussehl  for 
his  research. 

References 

1.  Hess,  Alfred:  Rickets  Osteomalacia,  and  Tetany.  Lea 
and  Febiger,  1929. 

2.  Korenchevsky,  V.:  Aetiology  and  Pathology  of 
Rickets.  His  Majesty’s  Stationery  Office,  London,  1922. 

3.  Hart,  E.B.,  Steenbock,  H.,  Leprovsky,  S.  and  Haline, 
J.G.:  Nutritional  Requirements  of  Baby  Chicks.  J.  Biol. 
Chem.  58:33,  1923. 

4.  Mussehl,  Frank  E.:  Nebraska  Annual  Experiment 
Station  Report,  1924. 

5.  Mussehl,  Frank  E.  and  Bancroft,  Paul  M.:  Nutrient 
Requirements  of  Growing  Chicks.  Poultry  Science  4:118, 
1925. 

6.  Mussehl,  Frank  E.:  Nutritive  Requirements  of 
Growing  Chicks.  Nebraska  Agricultural  Experiment  Sta- 
tion Bull.  No.  38,  1926. 


July  1982  Nebraska  Medical  Journal  185 


MEDICAL  SCHOOL  CORNER: 

Infection  Control  as  the  Focus  for 
a New  Course  for  Medical  Students 


EARLY  in  the  development  of  the 
Infection  Control  Program  at 
the  University  of  Nebraska 
Medical  Center,  it  was  recognized  that  the 
example  set  by  physicians  was  more  powerful 
than  words  in  influencing  the  future  practices 
of  students  and  personnel.  As  leader  of  the 
health  team,  the  physician  should  exemplify 
the  very  best  technique  because  it  is  observed 
by  all  members  of  the  health  team  including 
other  physicians,  nurses,  laboratory  personnel 
and  students.  If  the  physician  disregards  the 
use  of  gowns,  gloves,  and  masks  when  caring 
for  a person  on  Strict  Isolation,  other  person- 
nel will  question  their  own  need  for  proper 
attire.  If  the  physician  neglects  to  wash  his 
hands  before  caring  for  each  patient,  the 
accompanying  students  will  not  learn  this 
simplest  of  procedures  that  can  reduce  noso- 
comial infections  by  50%. 1 

With  the  support  of  the  Infection  Control 
Officer,  the  Dean  of  the  University  of  Nebras- 
ka College  of  Medicine,  and  the  Curriculum 
Committee,  a pilot  study  for  a course  entitled 
“Basic  Practical  Skills”  was  initiated.  The 
method  used  was  lecture  - demonstration  of 
selected  procedures  which  included  hand- 
washing, isolation  technique,  sterile  dressing 
change,  urinary  catheterization  and  the  ad- 
ministration of  intravenous  and  parenteral 
medications.  Because  of  the  positive  student 
response  and  the  approval  of  the  Curriculum 
Committee,  the  course  became  an  elective  the 
following  year  and  now  is  a required  course  for 
all  medical  students.  Continued  positive  stu- 
dent evaluation  each  year  has  resulted  in  the 
course  time  being  increased  to  8 clock  hours. 
This  allowed  the  educational  content  to  be 
expanded  to  include  the  collection  of  speci- 
mens for  laboratory  analysis,  surgical  scrub, 
and  the  use  of  videotapes  for  additional 
selected  procedures.  Also,  more  practice  time 
was  made  available  to  the  students  on  an 
optional  or  required  basis. 

Positive  student  evaluation  of  the  course 
may  be  partially  due  to  its  unique  focus  on  “the 
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epidemiology  of  nosocomial  infections”  rather 
than  the  procedure  itself.  The  introduction  to 
the  course  includes  the  definition  of  noso- 
comial infections,  the  identification  of  high  risk 
patients,  and  data  on  incidence  rates  of 
nosocomial  infections  by  service,  site,  ward, 
and  pathogen.  Routes  of  spread  of  infection, 
characteristics  of  causative  pathogens,  the 
status  of  host  defense  mechanisms,  and  factors 
that  influence  transmission  are  all  discussed. 
Epidemiologic  data  are  reinforced  during  the 
lecture-demonstrations  that  precede  student 
practice. 

For  example,  how  do  we  incorporate  epi- 
demiology into  handwashing,  a rather  un- 
scientific procedure  that  is  often  taken  for 
granted?  The  students  are  asked  to  identify 
transient  and  resident  pathogens  that  live  on 
our  hands.  It  is  pointed  out  that  the  transient 
organisms  are  the  most  virulent,  but  fortunate- 
ly, they  live  only  24  hours  and  are  easily 
washed  off  with  soap,  friction  and  running 
water.  Examples  of  these  pathogens  are 
Staphylococcus  aureus,  Escherichia  coli, 
Pseudomonas  aeruginosa,  Proteus  mirabilis 
and  Streptococci.  A comparison  is  then  made  to 
pathogens  that  cause  most  of  the  nosocomial 
infections.  They  are  Escherichia  coli,  Staphy- 
lococcus aureus,  Streptococcus  Group  D, 
Klebsiella,  Proteus,  and  Pseudomonas  in  that 
order.2  So,  the  very  pathogens  we  all  carry  on 
our  hands,  and  that  can  be  washed  off  in  15 
seconds,  are  the  ones  that  cause  the  majority 
of  nosocomial  infections. 

The  urinary  catheterization  lecture-demon- 
stration emphasizes  that  40%  of  all  nosocomial 
infections  are  urinary  tract  infections.  Of  all 
patients  who  have  urinary  tract  nosocomial 
infections,  75%  have  had  some  form  of  urologic 
instrumentation  before  their  infection.  This  is 
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most  often  urinary  catheterization.  The  most 
serious  complication  of  urinary  catheterization 
is  its  predisposition  to  Gram-negative  septi- 
cemia, a disease  with  20  to  50%  mortality.3 
The  concurrent  epidemiological  information 
during  demonstrations  emphasizes  the  im- 
portance of  proper  sterile  procedure. 

The  other  procedures  are  taught  in  a similar 
format,  emphasizing  “why”  a particular  tech- 
nique is  recommended.  Each  student  does  the 
procedure  under  supervision.  The  students 
give  subcutaneous  injections  to  each  other 
using  .5cc  sterile  saline  solution.  The  intra- 
venous procedure  is  also  performed  on  another 
student  with  proper  skin  cleansing,  the  use  of 
butterfly  stainless  steel  needles,  and  insertion 
into  the  vein  only  until  blood  return  is 
observed.  Handwashing  must  be  done  before 
each  procedure.  Male  and  female  pelvic 
simulators  are  used  for  the  urinary  catheteriza- 
tion demonstration  and  return  demonstrations. 
If  necessary  or  desired  by  the  student, 
additional  practice  time  is  available  to  repeat 
any  of  the  procedures. 

When  should  Basic  Practical  Skills  be 
taught?  It  is  ideal  to  present  the  course  after 
the  students  have  had  Microbiology,  Epi- 
demiology and  Introduction  to  Infectious 
Diseases,  and  immediately  prior  to  their 
clinical  assignmnt.  Most  of  the  students  have 
had  no  clinical  experience,  and  therefore  they 
are  highly  motivated  with  the  opportunity  that 
this  course  provides  for  them. 

The  organization  and  administration  of  the 
course  is  considerable  in  terms  of  faculty, 
laboratory  space,  the  purchase  of  equipment 
and  scheduling.  In  regard  to  faculty,  Registered 
Nurses  teach  the  course.  The  nurses  are 
prepared  faculty  in  the  College  of  Nursing  or 
Medicine  and/or  have  experience  in  Infection 
Control.  The  ideal  faculty- student  ratio  is  1:4 
in  order  for  faculty  to  effectively  observe  the 
student’s  technique  and  to  answer  individual 
questions  that  arise  during  the  procedure.  The 
availability  of  laboratory  space  and  specialized 
equipment  makes  it  most  feasible  for  the  class 
to  be  taught  in  groups  of  16  students  with  4 
faculty. 

Required  reading  for  the  course  is  a syllabus 
with  the  course  objectives,  an  outline  of  the 
epidemiology  of  nosocomial  infections,  and 
information  related  to  each  procedure.  The 
pass-fail  grade  is  based  on  a quiz  over  the 


above  material  and  the  laboratory  evaluation. 
All  printed  materials,  equipment,  and  pro- 
cedures are  reviewed  and  updated  annually. 

What  is  the  cost  of  the  course?  Faculty 
salaries  account  for  the  major  expense.  The 
equipment  consists  of  no  less  than  35  different 
items  from  band  aides  to  catheterization  kits. 
Printing  costs  for  reference  material  is  another 
expense.  The  average  cost  for  equipment  and 
printing  is  $5.00  per  student. 

In  addition  to  medical  students,  “Basic 
Practical  Skills”  has  been  modified  for  the 
Allied  Health  Professions  including  students  in 
Radiation  Technology,  Medical  Technology, 
and  Physician’s  Assistant  Education. 

While  the  primary  objective  of  the  course  is 
the  prevention  of  infections  through  the 
practical  application  of  epidemiologic  prin- 
ciples, an  important  secondary  result  is  the 
positive  response  and  appreciation  expressed 
by  the  medical  students  to  the  nurses  as 
teachers  in  their  area  of  expertise.  This  course 
is  an  example  of  a trend  in  which  nurses,  as 
academic  faculty,  are  contributing  to  the 
education  of  medical  students. 

Summary 

A new  course  entitled  “Basic  Practical 
Skills”  has  been  well  received  by  medical 
students  at  the  University  of  Nebraska  College 
of  Medicine.  The  focus  of  the  course  content  is 
the  prevention  of  nosocomial  infections  through 
applied  epidemiology  and  supervised  practice 
of  selected  procedures.  The  students  are 
expected  to  demonstrate  proficiency  in  per- 
forming sterile  dressing  change,  isolation 
technique,  urinary  catheterization,  surgical 
scrub,  and  the  administration  of  parenteral 
drugs  and  intravenous  infusion.  Exposure  to 
additional  procedures  is  taught  through  the 
use  of  audiovisual  aides.  Student  evaluations 
consistently  give  the  course  high  marks  as  a 
useful  preparation  for  clinical  assignment. 
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DOWN  MEMORY  LANE: 

Reflections  on  Fifty  Years 
in  Family  Practice 


AFTER  graduating  from  the  Uni- 
versity of  Nebraska  in  1932, 
I took  a rotating  internship 
at  the  Immanuel  Hospital.  It  was  the  highest 
paying  hospital  in  Omaha.  The  pay  was  $40.00 
per  month,  of  which  $10.00  was  held  out  so 
that  we  would  have  a little  nest  egg  on  finishing 
the  year.  The  big  depression  was  on  and  the 
hospital  census  was  low.  People  could  not 
afford  to  pay  hospital  or  surgical  costs.  We  had 
an  arrangement  with  the  University  whereby  a 
fee  of  $10.00  would  cover  all  hospital  and 
surgical  costs  for  a tonsillectomy.  During  my 
three  months  on  the  E.N.T.  service,  I only  had 
the  opportunity  to  do  three  tonsillectomies. 
People  could  not  afford  the  $10.00. 

The  obstetrical  service  was  also  very  slow. 
Most  women  didn’t  come  to  the  hospital  for 
their  deliveries.  The  OB-GYN  specialists  were 
competing  with  the  general  practitioners  for 
deliveries  at  $35.00. 

I started  my  practice  in  Perry,  Iowa,  a town 
of  6,000  people  in  July,  1933.  The  great 
depression  was  on.  People  didn’t  have  money. 
We  received  a few  chickens  or  vegetables  or  a 
promise  to  pay  when  able.  It  was  about  a year 
before  I was  making  a meager  living.  This  was 
in  an  area  which  is  considered  to  be  stable. 
Farm  land  which  is  now  worth  $1,500.00  to 
$2,000.00  per  acre  was  selling  for  $50.00  to 
$100.00  per  acre  or  less. 

My  fee  for  an  office  visit  was  $1.50.  A home 
visit  was  $3.00.  We  dispensed  our  own 
medications  for  an  additional  small  charge.  If 
you  didn't  get  paid,  you  paid  for  the  privilege 
of  taking  care  of  the  patient. 

During  my  years  in  practice  I have  seen  and 
treated  diseases  that  one  does  not  see  or  have 
to  treat  in  present  practice,  such  as  Typhoid, 
Diptheria,  Smallpox  and  paralytic  Polio.  I 
remember  one  case  especially.  She  was  a 
beautiful  lady,  about  6 feet  2 inches  tall  with  a 
figure  like  Venus  deMilo.  About  10  months 
after  she  delivered  a baby  girl,  she  developed 
polio.  It  was  during  the  severe  epidemic  of 
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1952.  The  paralysis  started  at  her  feet  and 
gradually  progressed  up  her  body.  We  were 
unable  to  get  her  accepted  by  any  hospital.  The 
Douglas  County  Hospital  informed  me  that 
they  had  only  room  for  cases  with  respiratory 
paralysis.  When  she  was  unable  to  breathe,  I 
could  call  the  Fire  Department  and  they  would 
come  with  a portable  respirator  to  bring  her 
there.  Fortunately,  the  paralysis  stopped  at  the 
lower  ribs.  When  she  passed  the  contagious 
stage,  I was  able  to  get  her  hospitalized.  After  a 
long  period  of  painful  exercises  and  of  hard 
work  by  a very  devoted  physio-therapist,  she 
recovered  completely. 

In  July,  1942,  my  tour  of  duty  with  the  Army 
began.  I served  44  months  in  California  and 
various  European  countries.  About  a month 
after  I returned  to  Perry,  I received  a call  from 
my  brother,  Dr.  Morris  Margolin,  asking  me  to 
come  to  Omaha  and  to  take  over  his  practice, 
as  he  had  suddenly  lost  his  vision.  After  about 
6 months,  he  wanted  to  come  back  to  the 
office.  With  the  help  of  a nurse  who  drove  him 
to  the  hospital,  read  the  charts,  wrote  his 
orders,  helped  him  with  the  patients  and  read 
all  the  latest  articles  on  diabetes,  he  was  able 
to  continue  his  practice.  I was  always  available 
to  act  as  his  eyes  and  examine  things  which 
required  vision.  He  continued  lecturing  classes 
on  diabetes  for  many  years. 

I enjoyed  Family  Practice.  There  were 
always  many  unusual  situations  which  arose  to 
make  it  interesting.  I have  delivered  about 
2,000  babies  during  my  time  in  practice,  about 
400  of  which  were  home  deliveries.  I remember 
one  time  especially.  I was  called  out  at  about 
11:00  P.M.  during  a blizzard  in  December  to 
go  out  to  a farm  about  4 miles  from  town  to 
deliver  a baby.  I drove  about  3 miles  and  then 
my  car  went  off  the  side  of  the  road. 
Fortunately,  there  was  a farm  house  not  far 
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away  and  I made  my  way  there.  I called  the 
County  Supervisor  and  told  him  about  the 
problem.  He  said  that  he  would  send  someone 
out  to  help.  A few  minutes  later  I received  a 
call  from  the  Father.  The  baby  had  been  born 
while  he  went  out  to  call  me.  He  was  instructed 
to  tie  the  cord  in  two  places,  cut  between  them, 
wrap  the  baby  in  a blanket  and  put  it  in  bed 
with  the  mother.  About  4 hours  later,  along 
comes  a road  grader.  We  chained  my  car 
behind  it.  I tried  to  start  the  car  but  it  was  very 
noisy;  something  was  broken  inside.  We  tried 
to  go  on  with  the  road  grader  but  he  could  only 
make  about  lA  mile.  He  went  back  for  the 
Caterpillar  Tractor.  About  five  hours  later  the 
Cat  arrived;  I climbed  on  and  we  made  it  to  the 
farm.  The  cabin  was  ice  cold.  There  were  four 
unclothed  small  children  running  around.  The 
father  had  tied  a string  around  the  cord, 
wrapped  the  baby,  placenta  and  all,  in  a 
blanket,  and  put  them  in  the  cold  wet  bed  with 
the  mother.  I made  a fire,  cleaned  up  the 
mother  and  baby,  cleaned  and  changed  the 
bed,  and  went  back  on  the  Caterpillar.  We 
chained  my  car  on  behind  it  and  pulled  it  into 
town  at  about  2 V2  miles  per  hour.  I almost  froze 
in  the  car  as  I couldn’t  start  the  motor  to 


furnish  any  heat.  I got  a loaner  car  and  went 
back  three  times,  as  I feared  that  the  mother  or 
baby  would  get  pneumonia  from  the  ordeal. 
They  didn’t  have  any  problems.  I did.  My  car 
cost  $55.00  to  repair.  The  Welfare  was 
generous  — they  paid  me  $16.25.  It  was  much 
worse  in  those  days  than  it  is  now. 

I remember  sitting  at  the  bedside  of  patients 
with  pneumonia  waiting  for  the  crisis,  when  the 
patient  would  improve  or  go  bad,  as  the 
famous  picture  of  the  Doctor  was  supposed  to 
represent. 

If  someone  had  told  me  years  ago  that  the 
heart  could  be  stopped,  cut  open,  defects 
repaired,  and  the  patient  recovered,  or  that 
organs  could  be  transplanted  from  one  person 
to  another,  I would  not  have  believed  it 
possible.  Now  we  consider  it  not  unusual. 
Many  very  interesting  developments  have 
taken  place  during  the  past  fifty  years. 

In  summary,  I have  enjoyed  helping  people. 
When  I entered  the  medical  profession,  I did 
so  because  I wanted  to  be  the  Good  Guy  and 
not  to  make  a lot  of  money.  Most  of  the  time,  I 
believe  that  I accomplished  both  of  my 
objectives. 
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As  I reflect  on  the  annual  meeting  of  the 
NMA  in  Omaha  April  30  through  May  3, 1 have 
to  conclude  this  was  our  most  successful 
meeting  ever.  I felt  the  facilities  were  excellent. 
Certainly  the  Scientific  Sessions  Committee, 
chaired  by  Dr.  Bob  Stryker,  and  the  NMA 
Staff  deserve  our  gratitude.  Never  has  the 
attendance  been  so  good.  I think  this  was 
enhanced  by  meeting  in  conjunction  with 
sixteen  specialty  societies.  Again  no  registra- 
tion fee  was  assessed.  This  is  not  true  of  many, 
if  not  most,  states.  Adjoining  states  of  Wyom- 
ing, South  Dakota,  and  Minnesota  do  have  a 
registration  fee.  This  is  not  to  say  it  will  never 
become  necessary  in  Nebraska. 

I believe  this  is  one  of  the  many  benefits  of 
being  a part  of  organized  medicine.  Now,  of  all 
times,  physicians  need  to  be  closely  knit  and 
striving  for  common  goals.  The  desire  of  non- 
physicians to  become  health  care  providers, 
health  care  costs,  the  consumer  perception  of 
physicians,  and  many  other  forces  merit  our 
concern  and  vigilance. 

Happily  most  Nebraska  physicians  realize 
the  benefits  of  organization  as  evidenced  by 
their  support  through  dues.  This  is  not  a small 
item.  However  the  savings  afforded  by  qualify- 
ing under  the  Nebraska  Hospital-Medical 
Liability  Act  (LB  434)  far  exceeds  the  annual 
dues.  This  act  exists  as  a result  of  much  hard 
work  and  sacrifice  by  many  of  you,  the 
members  of  the  Nebraska  Medical  Association. 


Unfortunately,  some  14%  at  this  date,  for 
whatever  reason,  have  chosen  not  to  become 
association  members.  We  need  these  people. 
Your  help  in  convincing  a colleague  they 
should  belong  would  further  strengthen  your 
association.  New  physicians  need  to  be  wel- 
comed and  informed  of  the  favorable  dues 
structure  for  the  first  two  years  in  practice. 
Former  members  should  be  re-enlisted.  If 
resolvable  problems  exist  that  cause  a negative 
feeling  concerning  membership,  your  Board  of 
Directors  would  like  to  address  these  issues. 


190  Nebraska  Medical  Journal 


July  1982 


Coming  Meetings 


CONTINUING  MEDICAL  EDUCATION 
COURSES 

UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 
CENTER  FOR  CONTINUING 
EDUCATION 

SEPTEMBER 

“EMERGENCY  MEDICINE  REVIEW”  — 
Sept.  13-18,  1982,  Center  for  Continuing 
Education,  Omaha,  Nebraska. 

“ADVANCED  TRAUMA  LIFE  SUPPORT” 
— Sept.  20-21,  1982,  Center  for  Continuing 
Education,  Omaha,  Nebraska. 

For  specific  information  about  courses, 

contact  Marge  Adey  or  Roxanne  Pankonin, 

Center  for  Continuing  Education,  (402)  559- 

4152. 

* 

LAKE  OKOBOJI  INFECTIOUS  DISEASE 
SYMPOSIUM  — Friday  and  Saturday,  July 
30  and  31,  1982.  A continuing  medical 
education  offering  on  the  shores  of  beautiful 
Lake  Okoboji.  To  register  or  for  further 
information:  Contact  Marge  Adey,  Center 
for  Continuing  Education,  University  of 
Nebraska  Medical  Center,  42nd  and  Dewey, 
Omaha,  Nebraska  68105.  Telephone:  402- 
559-4152. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
1982  Fall  Session  — September  9-11, 
1982. 

1982  ANNUAL  MEETING,  UNITED 
STATES  SECTION  INTERNATIONAL 
COLLEGE  OF  SURGEONS  - “Inter- 
national Surgical  Frontiers”,  September  13- 
16,  1982,  Resorts  International  Hotel, 

Atlantic  City,  New  Jersey.  For  further  in- 
formation contact:  Mrs.  Sally  Cox,  Coor- 
dinator of  Continuing  Medical  Education, 
1516  North  Lake  Shore  Drive,  Chicago, 
Illinois  60610. 


THE  4TH  ANNUAL  PHARMACY  SYM- 
POSIUM ON  CANCER  CHEMOTHERAPY 
will  be  held  in  Houston  at  the  Shamrock 
Hilton  Hotel,  September  12-14,  1982.  The 
symposium  will  include  sessions  on  cancer 
reserach  status;  patient  psychotherapeutic 
management;  hyperthermia;  breast  cancer 
update;  DES  daughters;  and  chemotherapy 
exposure  risk.  Workshop  topics  include  a 
patient  panel,  reconstructive  surgery,  death 
and  dying  and  bone  marrow  transplants. 
“Oncology  Pharmacy:  A Basic  Course,”  a 
seven-hour  course  designed  for  the  new 
practitioner  in  oncology  pharmacy,  will  also 
be  held.  For  additional  information:  Sharon 
Bronson,  Department  of  Pharmacy,  M.  D. 
Anderson  Hospital  and  Tumor  Institute, 
6723  Bertner  Ave.,  Houston,  Texas  77030 
(713)  792-2870. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Alumni  Reception,  Tuesday,  October  5, 
1982,  5:30-7:00  p.m.,  San  Francisco  Hilton 
Hotel,  San  Francisco,  California;  in  conjunc- 
tion with  American  Academy  of  Family 
Physicians  meeting.  All  alumni,  spouses, 
friends  and  faculty  are  invited. 

SEVENTH  ANNUAL  INTERNATIONAL 
BODY  IMAGING  CONFERENCE  — 

The  Seventh  Annual  International  Body 
Imaging  Conference  will  be  held  at  the 
Sheraton  Royal  Waikoloa  Hotel  in  Kona, 
Hawaii,  October  9-17,  1982  with  formal 
conference  sessions  October  10-14,  1982.  The 
conference  offers  approximately  28  Category  I 
ACR  credits  and  will  present  to  the  participant 
a correlated  approach  to  the  principles,  indica- 
tions, uses,  interpretations  and  results  ob- 
tained with  computed  tomography,  ultra- 
sonography, nuclear  imaging,  nuclear  magnetic 
resonance  and  digital  radiography.  A one-half 
day  symposium  on  NMR  imaging  is  planned. 
Course  participation  by  practicing  imaging 
physicians,  residents,  technologists  and  cor- 
porate personnel  is  encouraged. 

Course  faculty  will  include  Roy  Filly,  M.D., 
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Chief,  Section  of  Diagnostic  Ultrasound,  Uni- 
versity of  California  at  San  Francisco;  Robert 
R.  Hattery,  M.D.,  Chairman,  Department  of 
Diagnostic  Radiology,  Mayo  Clinic,  Rochester, 
MN;  Michael  Johnson,  M.D.,  Associate  Pro- 
fessor of  Diagnostic  Radiology,  Director,  Divi- 
sion of  Diagnostic  Ultrasound,  University  of 
Colorado  Health  Sciences  Center,  Denver, 
CO;  William  Klingensmith,  M.D.,  Nuclear 
Medicine  Division,  University  of  Colorado 
Health  Sciences  Center,  Denver,  CO;  George 
Leopold,  M.D.,  Professor  of  Radiology,  Di- 
rector of  Diagnostic  Ultrasound,  University  of 
California  Medical  Center,  San  Diego,  CA; 
Angelo  Lurus,  M.D.,  Chairman,  Department  of 
Radiology,  Holy  Family  Hospital,  Spokane, 
WA;  Larry  Mack,  M.D.,  Director  of  Ultra- 
sound and  CT,  Harborview  Hospital,  Uni- 
versity of  Washington,  Seattle,  WA:  F. 

David  Rollo,  M.D.,  Ph.D.,  Professor  of  Radi- 
ology, Vanderbilt  University  Medical  Center, 
Nashville,  TN,  Vice  President  for  Medical 
Affairs,  Humana,  Inc.,  Louisville,  KY. 

Conference  Registration  Limited:  $385. 

Residents  and  Technologists  $295  with  letter. 
Address  registration  and  inquiries  to:  Con- 
ference Secretary,  Seventh  Annual  Interna- 
tional Body  Imaging  Conference,  Department 
of  Radiology,  West  Park  Hospital,  22141 
Roscoe  Blvd.,  Canoga  Park,  CA  91304.  Tele- 
phone: (213)  340-0580  ext.  280. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Annual  Alumni  Roundup  and  Reception, 
Monday,  October  25,  1982,  6:00  - 7:30  p.m.. 
Red  Lion  Inn,  Omaha,  Nebraska;  in  conjunc- 
tion with  Omaha  Mid-West  Clinical  Society 


meeting.  All  alumni,  spouses,  friends  and 
faculty  are  invited. 

50th  ANNUAL  POSTGRADUATE  ASSEM- 
BLY — Omaha  Mid-West  Clinical  Society, 
October  25,  26  and  27,  1982,  The  Red  Lion 
Inn,  Omaha,  Nebraska.  For  information, 
please  contact:  Miss  Lorraine  E.  Seibel, 
Executive  Secretary,  Omaha  Mid-West 
Clinical  Society,  7363  Pacific  Street, 
#210-A,  Omaha,  Nebraska  68114. 


“CURRENT  CONTROVERSIES  IN  BREAST 
CANCER"  is  the  topic  of  the  26th  annual 
Clinical  Conference  to  be  held  in  Houston 
at  the  Shamrock  Hilton  Hotel,  November 
3-5,  1982.  The  conference  will  discuss  the 
current  status  of  therapeutic  and  diagnostic 
controversies  surrounding  breast  cancer.  It 
will  focus  on  issues  of  limited  mastectomy 
and  irradiation;  pathologic  prognostic 
factors;  breast  cancer  screening;  long-term 
results  on  adjuvant  chemotherapy;  the  value 
of  biological  markers;  strategies  for  complete 
remission  of  metastatic  disease;  and  second- 
and  third-line  therapies  for  advanced  disease. 
Co-chairpersons:  Drs.  George  G.  Blumen- 
schein,  Eleanor  Montague  and  Frederick 
Ames.  For  additional  information:  Stephen 
C.  Stuyck,  Director,  Public  Information  and 
Education,  M.D.  Anderson  Hospital  and 
Tumor  Institute,  Houston,  Texas  77030, 
(713)  792-3030. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Interim  Meeting,  December  5-8,  1982, 
Miami  Beach,  Florida. 
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Picture  Gallery 


1982  NMA  ANNUAL  SESSION 


Dr.  Dwaine  J. 
Delegates. 


Peetz  addressing  the  House  of 


Dr.  Allan  C.  Landers  addressing  the  House  of 
Delegates. 


ml  I 


„ k v 

Dr.  Carlyle  E.  Wilson  presenting  Presidential 

tlamiD  f n Allan  i T anrloec 


Dr.  Carlyle  E.  Wilson  presenting  gavel  to  Dr. 
Allan  C.  Landers. 


k V I 

Dr.  Carlyle  E.  Wilson  presenting  Presidential 
medallion  to  Dr.  Allan  C.  Landers. 


Dr.  Allan  C.  Landers  presenting  Past  President’s 
badge  to  Dr.  Carlyle  E.  Wilson. 


Dr.  Carlyle  E.  Wilson  presenting  President’s 
badge  to  Dr.  Allan  C.  Landers. 
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Dr.  Allan  C.  Landers  presenting  plaque  to  Dr. 
Carlyle  E.  Wilson. 


Dr.  Ronald  W.  Roskins  speaking  at  the  Inaugural 
Banquet. 


Inaugural  Banquet 


Dr.  Allan  C.  Landers  addressing  the  Inaugural 
Banquet. 


Inaugural  Banquet 


Inaugural  Banquet 


Inaugural  Banquet 


Nebraska  Medical  Association  Past  Presidents 
attending  the  Past  President’s  Breakfast. 
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Welcome  New  Members 


Vincent  J.  Sutton,  M.D. 

2115  North  Kansas  Avenue 
Hastings,  NE  68901 

John  F.  Edlund,  M.D. 

601  North  30th 
Omaha,  NE  68131 

James  E.  McGill,  M.D. 

5215  Webster  Street 
Omaha,  NE  68132 

Michael  D.  Wilmot,  M.D. 

601  North  30th 
Omaha,  NE  68131 

Richard  A.  Ceniza,  M.D. 

601  North  30th,  #4710 
Omaha,  NE  68131 


Mark  A.  Christensen,  M.D. 

711  Medical  Arts  Building 
Omaha,  NE  68102 

Joseph  F.  Ruscio,  M.D. 

601  North  30th 
Omaha,  NE  68131 

David  L.  Smith,  M.D. 

5440  South  Street,  #100 
Lincoln,  NE  68506 

John  P.  Cheatham,  M.D. 

Department  of  Pediatric  Cardiology 
UNMC 

Omaha,  NE  68105 

Philip  J.  Hofschire,  M.D. 

UNMC 

Omaha,  NE  68105 


Washing toNotes 


(Continued  from  page  16A) 

The  Stevens  amendment  before  the  Senate 
Committee  was  patterned  after  legislation  (S. 
1984)  introduced  by  Sens.  James  McClure  (R- 
ID)  and  John  Melcher  (D-MT),  two  leading 
Senate  proponents  of  restricting  the  FTC’s 
scope  over  the  professions. 

The  legislation  is  given  a good  chance  of 
clearing  Congress  if  opponents  do  not  succeed 
in  keeping  it  from  floor  votes  in  House  and 
Senate. 

* * * 

The  House  Commerce  Committee  has  for- 
mally adopted  a proposal  to  place  federal 
health  planning  into  a block  grant  to  the  states, 
stripping  most  centralized  control  from  the 
controversial  program. 

The  action  came  on  an  amendment  by  Reps. 
Richard  Shelby  (D-AL)  and  Edward  Madigan 
(R-IL)  over  the  initial  opposition  of  Rep. 
Henry  Waxman  (D-CA),  chairman  of  the  health 
subcommittee. 

The  program  would  be  kept  alive  for  two 


more  years  with  funding  of  $64  million  next 
fiscal  year.  However,  the  nature  of  the  program 
would  be  changed  significantly  with  the  states 
and  localities  given  a much  freer  hand  and 
many  current  restrictions  lifted. 

The  certificate-of-need  (CON)  requirements 
in  present  law  would  be  liberalized  greatly, 
with  the  CON  for  capital  expenditures  put  at 
$5  million  in  comparison  with  the  present 
$600,000.  The  CON  for  institutional  health 
services  would  be  set  at  $1  million. 

Strongly  opposed  by  the  AMA,  the  planning 
program  which  is  up  for  reauthorization  this 
year,  has  been  a target  of  the  Reagan 
Administration  which  wants  to  phase  it  out. 

The  Senate  Labor  and  Human  Resources 
Committee  on  a tie  vote  last  month  blocked  a 
proposal  to  continue  and  revise  the  planning 
program. 

* * * 

The  government  has  reported  progress  in 
collecting  overdue  school  loans  from  health 
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professionals  and  announced  new  steps  to 
improve  collection  and  prevent  abuses. 

As  a result  of  a crackdown  on  overdue  loans, 
80  physicians  employed  by  the  Health  and 
Human  Services  (HHS)  Department  were 
discovered  to  be  delinquent  and  notified  they 
will  be  disciplined  unless  payments  are  brought 
up-to-date  immediately.  A review  by  HHS 
Inspector  General  Richard  Kusserow  also 
found  83  delinquent  physicians  associated 
with  medical  schools. 

Kusserow  said  six  medical  schools  have 
increased  collections  by  almost  250  percent. 
More  than  $5  million  in  delinquent  loans  could 
be  erased  within  one  year  at  that  rate, 
Kusserow  said. 

The  review  revealed  $30.6  million  in  delin- 
quent loans  with  more  than  $5  million  owed  by 
physicians. 

New  regulations  will  establish  new  delin- 
quency rate  ceilings  for  schools  and  penalties 
for  exceeding  the  ceilings.  The  Public  Health 
Service  Student  Financial  Aid  guidelines  are 
being  revised  to  require  schools  to  go  to  court 
to  recover  loans  if  necessary. 

Sen.  Charles  Percy  (R-IL)  has  introduced 
legislation  that  would  allow  the  Internal 
Revenue  Service  to  release  current  addresses 
of  delinquent  borrowers  to  the  schools  holding 
the  loans. 

* * * 

The  Social  Security  Administration  has 
proposed  new  medical  standards  to  be  used  in 
evaluating  disability  claims. 

The  slightly  tighter  medical  standards, 
published  recently  in  the  Federal  Register  for 
60-day  comment,  are  not  related  to  the  more 
rigorous  standards  announced  last  year  for  the 
disability  program  as  a whole.  Significant 
reductions  to  the  number  of  beneficiaries  is 
expected  under  the  program. 

The  revisions  on  the  Listing  of  Impairments 
reflect  advances  in  medical  treatment  and 
diagnosis  and  Social  Security’s  experience  in 


evaluating  claims.  They  are  not  based  on  any 
changes  in  the  law. 

Of  the  13  body  systems  in  the  Listing, 
changes  are  proposed  in  all  but  two  — skin 
disorders  and  genito-urinary. 

Significant  changes  are  recommended  for: 
respiratory,  musculo-skeletal,  cardiovascular, 
digestive,  hemic  and  lymphatic,  neurological 
and  neoplastic.  Less  significant  are  changes  for 
special  senses  and  speech  and  the  multiple 
body  systems  listing.  Minor  changes  are 
proposed  for  mental  disorders  and  endocrine 
systems. 

Slight  changes  also  are  proposed  for  the 
Listing  of  Impairments  used  in  evaluating 
children  under  age  18  for  Supplemental 
Security  Income  disability  claims.  The  changes 
are  for  musculo-skeletal,  special  senses  and 
speech,  genito-urinary,  mental  and  emotional 
disorders,  and  neoplastic  disease. 

* * * 

The  AMA  has  expressed  its  support  for  the 
basic  goals  of  legislation  to  encourage  the 
development  of  drugs  for  rare  diseases,  but 
called  for  specific  changes  that  would  “allay 
the  concerns  of  practicing  physicians.” 

The  AMA,  in  a letter  to  Rep.  Henry  Waxman 
(D-CA),  chairman  of  the  House  Commerce 
Health  Subcommittee  and  sponsor  of  the  bill, 
said  that  legislation  was  needed  to  solve  the 
problem  of  developing  and  producing  the  so- 
called  “orphan  drugs”  that  are  financial  losers 
for  their  manufacturers. 

The  legislation  (H.R.  5238)  would  amend 
the  Food,  Drug  and  Cosmetic  Act  to  make 
drugs  available  on  a limited  basis  for  treatment 
of  rare  diseases  even  though  the  drug  was  still 
being  tested.  It  also  would  provide  the 
manufacturer  with  seven  years  of  exclusive 
marketing  even  if  the  drugs  could  not  be 
patented,  and  establish  an  interagency  on 
orphan  drugs.  The  legislation  would  amend  the 
Internal  Revenue  Code  to  provide  a tax  credit 
to  those  who  develop  drugs  for  rare  diseases. 
* * * 
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REPORTS  OF  OFFICERS, 
DELEGATES  AND  COMMISSIONS 

ANNUAL  SESSION 
APRIL  30,  MAY  1,  2 and  3,  1982 

(These  reports  appear  as  originally  submitted.  For  the 
House  of  Delegates  deliberations,  possible  changes,  and 
final  action,  refer  to  the  minutes  which  follow  these 
reports.) 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

Carlyle  E.  Wilson,  Jr.,  M.D..  Borrego  Springs,  Calif.  - Chairman;  Allan  C. 
Landers,  M.D.,  Scottsbluff;  Orin  R.  Hayes,  M.D.,  Lincoln;  Russell  L. 
Gorthey,  M.D.,  Lincoln;  Herbert  E.  Reese,  M.D.,  Lincoln;  Frederick  F. 
Paustian,  M.D.,  Omaha;  Dwaine  J.  Peetz,  M.D.,  Neligh;  Harry  W. 
McFadden,  M.D.,  Omaha;  Alvin  A.  Armstrong,  M.D.,  Scottsbluff;  Stanley 
M.  Truhlsen,  M.D.,  Omaha. 

(1)  NEBRASKA  MEDICAL  JOURNAL  — Editorship 
of  the  Journal  officially  changed  in  January.  1982.  Alan 
Forker,  M.D.,  of  Lincoln,  replaced  Frank  Cole,  M.D. 

The  Board  wishes  to  extend  its  sincere  thanks  and 
appreciation  to  Dr.  Cole  for  his  many  years  of  loyal  service 
and  dedication  to  the  Nebraska  Medical  Journal.  The 
Board  also  wishes  to  officially  welcome  Dr.  Forker  aboard 
as  the  new  Editor.  We  are  certain  that  he  will  continue  to 
maintain  the  exceptional  quality  that  has  long  been  the 
trademark  of  our  Journal.  The  Board  also  approved  the 
appointment  of  Associate  Editors  and  an  Editorial  Board. 

(2)  NUCLEAR  ACCIDENT  PROGRAM  COM- 
PLETED — A 1980  House  of  Delegates  resolution 
proposed  the  development  of  a plan  for  nuclear  accident 
response.  Through  a joint  effort  by  the  Nebraska 
Radiological  Society  and  the  Nebraska  Medical  Associa- 
tion of  Nuclear  Physicians,  the  plan  was  formulated.  In 
cooperation  with  the  Commission  on  Clinical  Medicine, 
this  plan  has  been  completed  and  mailed  to  all  radi- 
ologists, and  the  Chiefs  of  Staff  of  all  Nebraska  hospitals. 
These  organizations  and  the  Commission  are  to  be 
commended  for  this  extensive  cooperative  effort. 

(3)  UNMC-NMA  LIAISON  COMMITTEE  — Regular 
meetings  with  the  Dean  of  the  University  of  Nebraska 
College  of  Medicine  continue  to  provide  for  a better 
understanding  of  activities  and  issues  of  both  academia 
and  the  private  practicing  physician.  Information  received 
at  one  of  these  meetings  indicated  that  two  additional 
private  practicing  physicians,  for  a total  of  four,  have 
been  added  to  the  UNCM  Admissions  Committee.  There 
are  14  members  presently  on  the  committee. 

A bi-monthly  schedule  continues  to  be  maintained  for 
meetings  of  the  Liaison  Committee. 

(4)  PUBLIC  RELATIONS  - The  Board  approved  a 
request  by  the  Commission  on  Public  Affairs  for  funds  to 
initiate  a new  public  information  program.  This  project 
consists  of  a series  of  weekly  taped  messages  or  news 
interviews  transmitted  via  telephone  each  week  to  radio 
stations  in  the  state.  An  interview,  on  a timely  subject,  is 
done  with  a practicing  physician  by  a professional 
announcer.  These  subjects  are  then  made  available  to  the 
stations.  Initial  usage  indicates  the  programs  are  very 
popular,  and  that  the  radio  statons  are  using  the  tapes  on 
a regular  basis.  The  Board  commends  the  Commission  for 
their  continuing  efforts  to  improve  the  frequency  and 
quality  of  information  being  made  available  to  the  public. 

(5)  MEMBERSHIP  — One  of  the  priorities  of  1981 
was  the  development  and  implementation  of  a compre- 
hensive membership  campaign  covering  three  areas, 


retention  of  current  active  members,  retention  and 
increase  in  the  number  of  AMA  members,  and  an 
individualized  program  to  bring  into  the  federation  those 
physicians  who  are  not  members  of  organized  medicine  at 
any  level.  An  Ad-Hoc  Committee  was  appointed  and  an 
aggressive  campaign  was  initiated  beginning  in  December 
and  continuing  into  the  early  months  of  1982.  A “peer-to- 
peer”  concept  was  utilized  and  numerous  contacts  have 
been  made. 

Dr.  Robert  Kelley,  a member  of  the  Board  of  Trustees 
of  the  American  Medical  Association,  was  invited  to  speak 
to  the  Metropolitan  Omaha  Medical  Society  on  Septem- 
ber 8,  1981,  as  the  kick-off  to  the  membership  drive  for 
both  the  NMA  and  the  Omaha  Medical  Society.  Shortly 
thereafter,  Dr.  Wilson  and  Dr.  Bressman  (then  President 
of  the  MOMS),  along  with  the  Chairman  of  the  House 
Officer  Section  of  the  AMA,  Dr.  Steve  Liston  from  San 
Diego,  met  with  students  and  house  officers  at  both  the 
University  of  Nebraska  College  of  Medicine  and  Creigh- 
ton University  School  of  Medicine.  This  activity  initiated 
the  beginning  of  the  membership  drive  of  students  and 
house  officers. 

The  effort  was  supplemented  by  personal  letters.  The 
American  Medical  Association  also  assisted  in  this  effort, 
and  an  NMA  brochure  was  designed  and  utilized  to 
coincide  with  the  program.  Final  numbers  and  results  will 
be  tabulated  and  reported  at  the  Annual  Session. 

The  Board  met  recently  with  student  members  Rock- 
ford Yapp  and  Ed  Raines  and  discussed  the  need  to 
create  more  interest  by  students  in  organized  medicine. 
The  Board  was  impressed  with  the  efforts  being  made  by 
these  young  men  to  develop  a representative  student 
effort,  which  would  be  more  closely  involved  with  the 
NMA.  If  sufficient  interest  evolves  on  this  subject,  the 
matter  would  be  referred  to  an  appropriate  Commission 
for  further  study  and  consideration. 

The  Board  will  follow  the  progress  of  this  student 
organization  with  interest.  In  addition,  the  Board  urges 
members  of  the  House  of  Delegates  to  identify  themselves 
to  the  student  delegates  from  both  medical  schools  during 
the  sessions  of  the  House.  These  students  would 
appreciate  your  assistance  and  interest  in  learning  more 
about  the  operation  of  the  House  of  Delegates. 


(6)  NMA  HEALTH  INSURANCE  PLAN  — At  the 

Fall  Session,  the  Board  reported  to  the  House  that  it  was 
reviewing  the  current  health  insurance  program  for 
members,  their  families  and  their  employees. 

An  indepth  review  was  conducted  by  the  Board  with  the 
assistance  of  an  independent  consulting  firm. 

As  a result  of  the  information  received,  the  Board 
approved  a deductible  program  provided  by  Nebraska 
Blue  Cross-Blue  Shield.  The  program  provides  for  a $250 
deductible  for  employees  and  $500  deductible  for 
physicians  and  80/20  coinsurance  above  the  deductible. 
To  coincide  with  the  coinsurance,  there  is  a stop  loss  of 
$500  for  employees  and  $1,000  for  physicians. 

The  decision  to  change  from  first  dollar  coverage  to  a 
deductible  was  not  made  lightly.  The  data  presented  to 
the  Board  was  instrumental  in  changing  to  the  deductible 
program. 

The  high  option  benefit  policy  featuring  first  dollar 
coverage,  is  still  available  at  a substantial  increase  in 
premium  rates. 

A progress  report  on  experience  under  this  new 
program  will  be  made  at  the  Fall  Session.  The  program 
became  effective  in  March,  1982. 
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(7)  DELEGATE  GUIDELINES  — At  the  Fall  Session, 
Resolution  #3  from  the  Metropolitan  Omaha  Medical 
Society  requested  that  Delegate  and  Alternate  Delegate 
Guidelines  be  developed  to  assist  these  representatives  in 
being  better  informed  as  to  their  responsibilities.  In 
addition,  the  Reference  Committee  in  discussing  this 
matter  before  the  House,  requested  that  an  effort  be 
made  to  seat  Alternate  Delegates  adjacent  to  their 
Delegates. 

The  Speaker  and  Vice  Speaker  and  staff  reviewed  this 
matter  and  a set  of  Guidelines  were  developed  by  these 
individuals  and  presented  to  the  Board  of  Directors  at 
their  March  meeting. 

It  is  the  recommendation  of  the  Board  that  the  House 
accept  the  Guidelines  as  proposed  by  the  Speaker  and 
Vice  Speaker  of  the  House  of  Delegates.  We  believe 
this  document  will  be  useful  to  all  Delegates  and 
Alternates  as  it  covers  the  operations  and  responsibilities 
of  the  House  of  Delegates. 

In  regard  to  seating  within  the  House  of  Delegates,  the 
Speaker  and  Vice  Speaker  requested  that  staff  provide  for 
two  seats  at  the  end  of  each  row  in  the  House  for  use  by 
the  Alternates.  While  consideration  was  given  to  provide 
seating  for  all  Alternates  along  with  the  Delegates, 
physical  space  at  current  or  future  meeting  sites  of  NMA 
would  not  permit  this  type  of  arrangement. 

A set  of  these  Guidelines  was  mailed  to  each  Delegate 
and  Alternate  of  record. 

An  accompanying  letter  introduced  the  Guidelines,  and 
in  addition  described  the  schedule  of  the  House  of 
Delegates,  including  the  basic  responsibilities  of  Dele- 
gates and  Alternates,  particularly  the  importance  of 
attending  the  two  yearly  meetings  of  the  House  of 
Delegates. 

(8)  TUMOR  REGISTRY  PROGRAM  - Elsewhere  in 
the  Handbook  is  a detailed  report  of  the  Ad-Hoc 
Committee  on  Tumor  Registry.  During  the  past  year,  this 
committee  has  spent  many  hours  developing  a voluntary 
state-wide  tumor  registry. 

Recognition  of  this  effort  by  the  Nebraska  Medical 
Foundation  resulted  in  that  organization  agreeing  to  serve 
as  the  coordinating  body  for  this  project.  In  addition,  the 
Foundation  approved  a grant  of  $5,000  seed  money  to 
assist  in  the  development  of  this  program.  Implementa- 
tion of  this  project  will  have  significant  impact  as  there  is 
currently  no  state-wade  program.  In  addition,  this  effort 
stands  as  a visible  sign  of  the  dedication  of  medicine 
through  sharing  of  a program  that  has  meaning  and 
visibility  throughout  the  entire  state. 

The  Board  commends  Dr.  Karrer  and  his  committee  for 
their  fine  work. 

(9)  FINANCIAL  REPORT  — At  the  close  of  1981,  a 
modest  cash  surplus  remained  after  payment  of  all 
expenses. 

Several  non-budget  items  were  incurred  including  the 
Patient  Referral  Study  for  the  Health  Planning  Commit- 
tee. 

Primary  cost  items  were  travel,  meetings,  administra- 
tive overhead  and  professional  services.  The  intensity  of 
Association  activity  is  directly  related  to  these  major 
expenditures  and  there  is  little  evidence  of  a downward 
trend  in  these  areas.  A forty  percent  (40%)  increase  in 
bulk  mail  rates  went  into  effect  at  the  time  of  the  20c 
stamp.  Bulk  purchasing  of  supplies  and  printing  are 
utilized  to  get  maximum  mileage  for  the  dues  dollar. 

While  inflation  has  eased  somewhat,  the  Association 


continues  to  be  faced  with  increased  costs  of  goods  and 
services. 

Investment  of  funds  in  a daily  interest  bearing  account 
in  1981  was  helpful  in  earning  increased  income. 

In  1982,  the  Board  has  monitored  the  impact  of  a 
simultaneous  increase  in  state  and  national  dues  and  in 
some  cases,  an  increase  in  county  dues.  Membership 
records  to  date  do  not  indicate  any  major  deviation  of 
membership  totals  at  the  state  level.  The  Board  is  most 
appreciative  of  the  continuing  high  ratio  of  membership  in 
the  state  which  signifies,  in  our  opinion,  support  for 
organized  medicine. 

Follow-up  letters  have  gone  to  physicians  who  did  not 
join  the  AMA.  The  results  of  this  effort  are  not  conclusive 
at  the  time  of  this  report.  Further  information  will  be 
presented  at  the  Annual  Session. 

The  Board  adopted  a budget  of  $416,022,  for  1982 
representing  a 9%  increase  over  1981.  This  budget 
maintains  current  activity  and  programs  but  leaves 
limited  funds  for  new  or  additional  programs.  With  the 
beginning  of  this  year,  dues  were  increased  by  $25,  which 
is  estimated  to  add  approximately  $35,000  to  dues 
income.  At  this  writing,  the  Board  anticipates  a very 
limited  cash  surplus  at  the  close  of  1982. 

According  to  figures  received  from  the  Auditor,  our 
reserves  to  budget  at  the  close  of  1981  were  short  by 
$3,000.  The  Board  will  make  every  effort  to  transfer  cash 
funds  during  1982  to  bring  this  ratio  to  75%  of  the  budget 
in  accordance  with  the  directive  of  the  House.  A report  on 
the  progress  of  this  issue  will  be  made  at  the  Fall  Session 
and  the  Board  will  make  recommendations,  if  deemed 
necessary. 

In  conclusion,  the  Board  will  continue  to  carefully 
monitor  NMA  expenses,  investments,  and  related  finan- 
cial activity  to  insure  the  membership  their  dues  dollars 
are  equitably  spent  while  retaining  and  meeting  the 
present  and  future  needs  of  organized  medicine,  and  the 
membership. 

The  Board  will  not  hesitate  to  bring  pertinent  finan- 
cial information  and  recommendations  to  this  House  as 
the  need  arises. 

(10)  LEGISLATION  — The  Board  discussed  the 
importance  of  the  current  chiropractic  bill  at  their 
meeting  on  March  10th.  A special  Newsletter  was  sent  at 
that  time  to  all  members  of  the  NMA  about  the  new 
Legislative  situation  in  this  regard.  Special  attention  to 
this  problem  was  given  by  the  Commission  on  Legislation 
and  Legal  Affairs. 


REPORT  OF  THE  DELEGATE  TO  THE  AMA 
— INTERIM  SESSION 

The  interim  1981  meeting  of  the  American  Medical 
Association  was  held  at  the  Las  Vegas  Hilton  Hotel, 
December  6th  through  December  9th,  1981. 

The  House  of  Delegates  considered  42  reports  of  the 
Board  of  Trustees,  31  reports  of  various  Councils,  and  55 
Resolutions. 

All  of  these  were  important  and  of  interest  and  for 
anyone  wanting  a detailed  report  of  these  activities,  this 
information  can  be  provided. 

I chose  to  discuss  in  detail  particularly  the  disposition 
of  the  three  resolutions  submitted  to  the  American 
Medical  Association  by  the  Nebraska  Medical  Associa- 
tion, and  also  to  discuss  what  seemed  to  be  to  be  pertinent 
activities  influencing  Nebraska  physicians. 


198  Nebraska  Medical  Journal  July  1982 


NEBRASKA  RESOLUTION  #33  — This  resolution 
dealt  with  physician-patient  relationship  and  was 
prompted  by  an  action  of  the  Department  of  Health  and 
Human  Services  wherein  in  its  administration  of  the  Title 
IX  amendments  to  the  Education  Act  of  1972,  declared 
that  provision  of  a federal  education  loan  to  one  of  its 
students  subjected  an  independent  college  or  university 
to  all  the  provisions  of  Title  IX. 

We  were  fearful  that  physicians  accepting  payments 
from  patients  who  have  received  funds  from  federal 
sources  might  subject  us  to  the  same  restrictions. 

Hence,  the  resolution  asked  the  AMA  to  adopt  the 
position  that  a contractual  or  fiduciary  relationship  does 
not  exist  between  the  physician  and  government  or  other 
funding  sources  simply  because  that  source  may  provide 
funds  to  patients  for  medical  services. 

This  resolution  was  heard  by  Reference  Committee  A 
and  little  discussion  was  stimulated.  There  was  certainly 
no  objection.  The  Reference  Committee  placed  it  on  their 
consent  calendar  and  it  was  referred  to  the  Board  of 
Trustees  for  their  consideration  and  whatever  action  their 
judgment  dictated. 

NEBRASKA  RESOLUTIONS  #32  & #34  — Resolu- 
tion #32  pointed  out  that  the  size  of  the  House  of 
Delegates  was  becoming  unwieldy  and  difficult  to  ac- 
commodate. It  also  noted  that  all  specialty  societies  are 
currently  represented  in  the  House  of  Delegates  in  a 
democratic  manner.  Additional  specialty  delegates  will 
result  in  inquitable  representation  of  some  specialities.  It 
then  resolved  that  the  size  of  the  House  of  Delegates  of 
the  AMA  be  limited  to  that  number  of  delegates  officially 
accredited  for  the  1981  annual  meeting. 

Resolution  #34  stated  there  had  been  concern  about 
the  size  and  makeup  of  the  House  of  Delegates.  The 
present  method  of  proportional  representation  of  the 
individual  physician  in  the  House  of  Delegates  is  unequal 
depending  upon  his  specialty  if  one  uses  the  present 
guidelines  for  apportioning  and  seating  delegates  in  the 
House  of  Delegates. 

At  the  present  time,  all  physicians  are  or  can  be 
designated  as  specialists,  and  because  of  that,  are  full 
voting  members  of  one  or  more  national  medical  society. 
Hence,  the  resolution  asked  that  the  AMA  add  to  its 
guidelines  for  a national  medical  society  (for  purposes  of 
representation  in  the  House  of  Delegates)  that  each 
physician  can  be  counted  as  a member  of  a state  medical 
society,  and  only  once  more  as  a member  of  his  speciality 
medical  society  in  which  he  can  vote  and  hold  office. 

These  two  resolutions,  in  addition  to  two  other 
resolutions  addressing  the  same  subject,  along  with 
Report  SS  of  the  Board  of  Trustees  having  to  do  with 
speciality  society  representation,  and  Report  B of  the 
Council  on  Long  Range  Planning  and  Development  having 
to  do  with  speciality  society  representation,  provided  a 
spirited  and  prolonged  discussion. 

It  will  be  useful  to  review  briefly  the  long  developing 
contention  of  speciality  society  representation  for  two 
reasons.  First,  it  will  be  informative  for  the  NMA 
membership  and,  second,  the  eventual  disposition  in- 
volved the  election  of  another  of  our  NMA  members  as  a 
member  of  the  House  of  Delegates  of  the  AMA. 

First  of  all,  in  the  late  1960’s,  the  first  Quinn  Report 
recommended  that  speciality  societies  be  given  direct 
representation  in  the  House  of  Delegates.  A second  Quinn 
Report  recommended  a different  mechanism  through 
which  the  speciality  discipline  would  be  represented  in 
the  House,  rather  than  the  speciality  societies  as  an 
organization. 


The  section  council  type  of  mechanism  worked  ade- 
quately for  some  specialities,  but  was  not  overall 
successful.  So  after  a considerable  delay,  the  Council  on 
Long  Range  Planning  and  Development  suggested  that 
specialities  be  represented  in  the  House  by  a delegate 
selected  by  the  speciality  society. 

The  whole  purpose  of  direct  speciality  society  repre- 
sentation was  the  opportunity  for  participation  in  the 
AMA  of  all  legitimate  speciality  organizations  that  have  a 
constituency,  purpose,  and  views  not  already  represented 
by  another  organization  in  the  House. 

Hence,  in  1977  the  House  adopted  this  recommenda- 
tion and  at  the  1978  annual  meeting  speciality  societies 
were  seated  in  the  AMA  House  of  Delegates  for  the  first 
time. 

Although  guidelines  had  been  developed  as  to  who 
should  be  given  delegates,  with  such  matters  as  total  AMA 
members  in  the  society,  cohesiveness  of  purpose,  and  a 
preponderance  of  physician  members  in  the  organization, 
some  judgment  had  to  be  made  in  all  instances  by  the 
Board  of  Trustees.  These  recommendations  are  then 
reviewed  and  either  approved  or  disapproved  by  the 
House  of  Delegates. 

As  this  continued  to  be  developed,  the  House  became 
concerned  about  the  number  of  speciality  societies  being 
admitted  and  at  the  1979  annual  meeting  declared  a 
moratorium  on  any  more  societies  being  seated. 

Although  it  was  suggested  this  moratorium  be  lifted  in 
1980,  it  was  again  imposed  in  1981,  and  the  board  was 
asked  to  study  the  matter  further. 

The  fundamental  question  still  focused  on  the  distinc- 
tion between  representation  of  a speciality  organization 
vs.  the  representation  of  a specialty  discipline. 

Hence,  the  Council  on  Long  Range  Planning  and 
Development  believes  the  AMA  should  maintain  its 
decision-making  flexibility  in  this  area,  and  rely  on  the 
collective  judgment  of  the  Board  of  Trustees  and  of  the 
House. 

All  of  these  matters,  including  the  report  already 
discussed  and  the  two  Nebraska  Resolutions,  were 
debated  long  and  hard.  However,  after  prolonged  dis- 
cussion wherein  every  point  of  view  was  offered,  the 
Reference  Committee  recommended  recalling  the  Board 
of  Trustees’  report  of  1981  and  to  act  on  those  speciality 
societies  which  had  been  recommended  by  the  board  prior 
to  the  moratorium  of  1979. 

This  was  done  and  the  nine  speciality  societies  which 
had  been  recommended  were  voted  upon  by  a secret 
ballot.  Six  of  these  were  approved  for  representation  in 
the  House  of  Delegates.  They  were: 

1.  American  Association  of  Clinical  Urologists 

2.  The  American  College  of  Nuclear  Physicians 

3.  American  Orthopedic  Association 

4.  American  Society  of  Gastrointestinal  Endoscopy 

5.  American  Society  of  Therapeutic  Radiologists 

6.  American  Association  of  Life  Insurance  Medical 
Directors  of  America 

Dr.  Robert  Long  of  Omaha  was  the  delegate  selected  by 
the  Association  of  Life  Insurance  Medical  Directors  and 
he  is  now  a member  of  the  House  of  Delegates  of  the 
AMA.  This  then  brings  to  seven  the  number  of  NMA 
members  serving  in  the  House  of  Delegates  and  we 
welcome  his  addition  to  our  ranks. 

Other  than  this  specific  change,  all  reports  and 
resolutions  relating  to  this  question  were  referred  to  the 
Board  of  Trustees,  the  Long  Range  Planning  and 
Development  Council,  and  the  Council  on  Constitution 
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and  Bylaws  for  their  consideration,  and  to  report  back  to 
the  1982  annual  meeting. 

STUDENTS  AND  RESIDENTS  AS  MEMBERS  OF 
BOARD  OF  TRUSTEES  — Two  resolutions,  one 
submitted  by  the  Resident  Physician  section  and  another 
by  the  Medical  Student  section,  requested  that  a 
member  of  the  resident  section  attend  the  Board  of 
Trustees’  meetings. 

This  developed  a great  deal  of  controversy,  both  at  the 
reference  committee  and  in  the  House.  The  AMA 
administration  took  care  to  point  out  that  both  the 
residents  and  the  students  had  made  responsible  and 
constructive  contributions  in  the  past  when  they  had  been 
asked  to  appear  as  guests  when  their  input  was  desired. 

However,  the  fiduciary  and  legal  burdens  were  such  that 
the  board  could  not  permit  nonmembers  to  be  involved  in 
all  deliberations  of  the  Board  of  Trustees,  and  with  these 
considerations,  the  reference  committee  could  not  ac- 
cept the  Resolutions  as  written. 

Many  of  the  members  seemed  to  feel  strongly  against 
these  proposals  but  many  of  them,  including  the  Board  of 
Trustees,  seemed  reluctant  to  make  their  wishes  known. 
This  was  obviously  influenced  by  the  knowledge  that  the 
Resident  Section  contains  21,017  members  and  the 
Medical  Students  21,084  members,  and  the  fear  that  any 
offense  to  them  would  not  be  desired. 

Dr.  John  Clowe,  a very  articulate  delegate  from  New 
York,  very  courageously  got  to  the  point.  He  said,  “We  do 
not  object  to  the  view  that  these  people  should  be  allowed 
to  come  to  the  Board  of  Trustees  to  be  heard  on  issues 
that  concern  the  students  of  this  country,  but  we  do  object 
to  them  sitting  on  the  board  as  members.”  He  further 
pointed  out  that,  “We  are  seduced  by  their  youth  and  it  is 
terribly  difficult  to  be  against  these  students.”  He  further 
pointed  out  that  no  other  special  group  of  members  has 
been  given  the  privilege  of  attending  all  board  meetings. 

However,  his  particular  wishes  did  not  prevail,  and  a 
substitute  resolution  was  adopted  which  stated  that  the 
AMA  House  of  Delegates  encourage  the  Board  of 
Trustees  to  include  in  its  meetings,  excluding  executive 
sessions,  a representative  of  the  Resident  Physician  and 
the  Medical  Student  Section. 

COMPETITION  LEGISLATION  — Report  D of  the 
Board  of  Trustees  provided  the  House  of  Delegates  with 
information  on  health  insurance  and  related  legislation 
pending  before  Congress.  These  included  the  administra- 
tion’s activities  regarding  “Pro  competition/consumer 
choice  proposals.” 

There  have  been  three  bills  considered  by  Congress  in 
regard  to  competition  legislation:  one  by  Senator  Hatch, 
one  by  Senator  Durenberger,  and  one  by  Congressman 
Gephart. 

The  proponents  of  legislative  proposals  contend  that 

1)  competition  will  replace  health  care  regulations, 

2)  competition  will  provide  incentives  to  reduce  over- 
utilization- of  medical  services,  and,  3)  competition  will 
provide  increased  incentives  for  purchases  of  health 
insurance  to  exercise  greater  individual  responsibility  in 
the  selection  of  health  insurance  and  in  the  payment  of 
certain  medical  costs. 

The  Board  of  Trustees,  however,  pointed  out  that 
competition  legislation  should  not  properly  be  viewed  by 
the  profession,  the  public,  or  the  Congress  as  a substitute 
for  regulation.  To  the  contrary,  certain  provisions  in  such 
legislation  would  generate  much  further  regulation  creat- 
ing, at  best,  what  is  being  termed  and  acknowledged  by 
many  to  be  “regulated  competition.” 


While  competition  proposals  have  certain  desirable 
objectives,  their  implementation  could  lead  to  substantial 
negative  impact. 

The  six  consumer  choice  principals  continue  to  con- 
stitute an  acceptable  approach  for  evaluating  “competi- 
tion” health  proposals. 

These  are  1)  multiple  choice  of  plans,  2)  minimum 
benefits  (including  catastrophic  coverage),  3)  equal 
contribution,  4)  nontaxable  rebate  to  employees  (if  he 
chooses  a plan  costing  less),  5)  maximum  contribution 
limitations  (for  tax  deduction),  and  6)  employer  non- 
compliance  (for  unqualified  plans). 

The  acceptance  of  this  report  assumes  continued 
monitoring  and  surveillance  of  the  legislative  develop- 
ment. 

CONTINUING  MEDICAL  EDUCATION  STAND- 
ARDS ACCREDITATION  — The  House  tentatively 
approved  the  essentials  for  the  accreditation  of  sponsors 
of  continuing  medical  education  contingent  upon  the 
subsequent  approval  of  the  Accreditation  Council  for 
Continuing  Medical  Education  (ACCME)  handbook. 

This  handbook  is  intended  for  use  in  evaluating  national 
organizations,  medical  societies,  academic  centers,  and 
hospitals  that  offer  CME. 

It  was  pointed  out  by  Dr.  Wilbur,  the  Executive 
Secretary  of  the  ACCME,  that  the  new  essentials  would 
put  questionable  CME  entrepreneurs  out  of  business  and 
protect  against  the  high  priced  direct  mail  solicitation  of 
unsuspecting  physicians. 

The  handbook  will  not  be  accepted  or  used  until 
approved  by  each  of  the  parent  members  of  the  ACCME. 

AMA  ROLE  IN  HEALTH  CARE  COALITIONS  — 

The  Board  of  Trustees  submitted  a late  report  (VV)  which 
discussed  their  recent  activity  to  establish  contracts 
between  physicians  and  other  health  care  providers  and 
business  and  industry  groups  for  the  purpose  of  discuss- 
ing common  concerns  related  to  the  delivery  of  health 
care. 

They  mentioned  that  early  in  this  endeavor  they  met 
with  more  than  100  of  the  leading  industrial  concerns,  and 
during  the  last  eighteen  months  have  encouraged  similar 
discussions  at  a local  level. 

As  an  extension  of  these  activities,  the  board  has  been 
holding  discussions  with  the  American  Hospital  As- 
sociation, the  Blue  Cross-Blue  Shield  Association,  the 
Business  Roundtable,  the  Health  Insurance  Association 
of  America,  the  American  Federation  of  Labor,  and  the 
Congress  of  Industrial  Organizations,  with  the  goal  of 
marshalling  their  support  behind  the  coalition  activity. 

There  was  some  concern  among  the  delegates  during 
the  discussion  that  the  board  was  pushing  this  matter  too 
fast  and  too  strong.  This  was  substantiated  in  part  by  an 
impassioned  plea  by  Dr.  Joseph  Boyle,  Chairman  of  the 
Board  of  Trustees,  in  its  behalf. 

Editorially  I might  add,  its  urgency  obviously  hinges  on 
the  prospect  of  the  demise  of  the  federally  financed  health 
planning  agencies.  The  AMA  feels  strongly  that  such  an 
effort  as  this  will  provide  reasonable  private  planning  to 
take  its  place.  In  addition,  the  participation  of  the 
business  community  attests  to  their  concern  about  rising 
health  costs. 

The  report,  while  it  addresses  issues  of  quality  and 
access  to  health  care,  focuses  primarily  on  costs.  However, 
although  costs  may  be  the  primary  stimulous  for  the 
formation  of  these  coalitions,  substantial  testimony  was 
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heard  to  suggest  that  quality  and  accessibility  of  health 
care  should  be  given  at  least  equal  emphasis. 

The  House  then  recognized  the  degree  of  urgency  in 
these  matters  and  accepted  the  report.  They  suggested 
that  the  AMA  strongly  support  health  care  coalitions  that 
include  meaningful  physician  participation,  so  that  pri- 
mary emphasis  is  given  to  quality  medical  care,  including 
availability  and  access,  as  well  as  recognizing  the 
importance  of  cost  effectiveness  and  cost  containment.  In 
addition,  they  instructed  the  board  to  distribute  this 
statement  to  the  members  of  the  coalition  and  the  AMA 
constituent  membership. 

FINANCIAL  — It  was  noted  that  the  AMA’s  financial 
picture  had  changed  considerably  since  1974  when  bank 
loans  were  required  to  pay  salaries  and  operating 
expenses. 

The  1982  budget  showed  assets  of  100  million,  equity 
of  77  million,  and  projected  revenues  nearly  equal  to  the 
operating  expense  of  79.2  million. 

The  number  of  AMA  employees  has  been  reduced  from 
939  in  1980  to  811  in  1981.  Now  nondues  income 
contributes  nearly  half  of  the  AMA’s  revenue. 

It  was  noted  that  membership  is  the  key  to  continuing 
success  of  the  AMA  and  it  was  too  early  to  assess  the 
impact  of  the  direct  membership  solicitation  accepted  at 
the  1981  annual  meeting. 

In  order  to  conserve  meeting  expenses,  a study  is  being 
done  to  determine  the  need,  format,  and  duration  of  the 
interim  meeting. 

Dr.  Cornelius,  Dr.  Gogela,  Dr.  Roffman,  and  I appre- 
ciate the  opportunity  to  serve  the  NMA  as  delegates  to 
the  AMA.  We  will  continue  to  be  responsive  to  the 
members  of  the  association  at  any  time. 

Respectfully  submitted, 

JOHN  D.  COE,  M.D. 

Delegate  to  the  AMA 


REPORT  OF  THE  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

Since  my  report  to  the  House  of  Delegates  last  fall,  the 
most  significant  administrative  change  in  the  School  of 
Medicine  has  been  the  addition  of  Dr.  James  W.  Daly  to 
the  faculty  as  professor  and  chairman  of  the  Department 
of  Obstetrics/Gynecology.  Dr.  Daly,  who  has  certification 
by  the  American  Board  of  Obstetrics  and  Gynecology  and 
the  Board’s  Division  of  Gynecologic  Oncology,  has  spent 
the  past  25  years  in  military  service  and  academic 
medicine,  most  recently  as  professor  of  obstetrics/ 
gynecology,  chief  of  gynecology  service  and  director  of  the 
department’s  tumor  division  in  Shands  Teaching  Hospital 
at  the  University  of  Florida  College  of  Medicine.  Dr.  Daly 
received  his  M.D.  from  the  Loyola  University  Stritch 
School  of  Medicine  in  Chicago.  Dr.  Patrick  Heffron,  who 
had  been  serving  as  acting  chairman,  continues  on  the 
faculty  in  his  position  as  assistant  professor  of  ob- 
stetrics/gynecology. 

Dr.  Michael  J.  Haller,  associate  dean  for  clinical  affairs 
and  founding  chairman  of  the  Department  of  Family 
Practice,  also  resumed  responsibilities  as  chairman  of  that 
department. 

Two  new  clinics  have  been  added  to  the  School  of 
Medicine.  Both  will  provide  not  only  benefits  to  patients 
but  will  be  of  teaching  value  for  medical  students  and 
residents.  They  are  the  Creighton  Human  Genetics  Clinic 
for  the  purpose  of  treating  and  studying  genetic  diseases, 
and  a “low  vision”  clinic  to  provide  specialized  optical 
services  and  aids  to  the  general  public. 


The  presidential  search  committee  which  has  been 
screening  applications  for  the  position  of  dean  of  the 
School  of  Medicine  has  submitted  its  nominations  and  the 
selection  process  for  that  position  is  now  in  its  final  stages. 

Of  our  110  seniors  expecting  to  receive  their  Doctor  of 
Medicine  degrees  in  May,  81  have  matched  residency 
programs  from  among  their  top  three  choices  throughout 
the  country.  Twenty-four  of  these  plan  to  continue  their 
training  in  the  Creighton  University  Affiliated  Hospitals 
residency  program.  This  year  30  of  our  graduates  are 
entering  internal  medicine  and  26  will  be  doing  graduate 
work  in  family  practice. 

This  semester  there  are  140  graduate  physicians 
studying  in  the  Creighton  residency  program  with  the 
largest  number,  46,  in  internal  medicine. 

Applications  for  admittance  to  the  School  of  Medicine 
freshman  class  next  fall  have  paralleled  the  national  trend 
and  declined  from  the  number  of  applications  a year  ago. 
This  year  the  School  of  Medicine  received  5,816 
applications  for  the  110  seats  in  the  freshman  class.  This 
is  a decline  of  300  from  the  applications  submitted  a year 
ago. 

The  Creighton  University  Board  of  Directors  has 
approved  a tuition  increase  of  10.6  percent  for  the  1982- 
83  academic  year  in  the  School  of  Medicine.  Tuition  next 
year  will  be  $7,880,  still  among  the  lowest  for  the  nation’s 
non-public  medical  schools.  Tuition  continues  to  be  a 
major  concern  as  the  University  strives  to  keep  a medical 
education  within  financial  reach  of  all  qualified  applicants. 
This  concern  is  obviously  compounded  by  proposed 
student  financial  aid  reductions  at  the  federal  level. 

Research  efforts  are  continuing  to  receive  increased 
emphasis.  Through  the  first  nine  months  of  the  current 
fiscal  year,  45  research  proposals  from  the  School  of 
Medicine  were  funded  for  a total  of  $1.36  million.  An 
additional  37  proposals  for  $7.5  million  in  research 
funding  have  been  submitted  and  are  pending. 

I appreciate,  and  extend  my  thanks  to  the  House  of 
Delegates  for  this  opportunity  to  report  on  these  activities 
in  the  Creighton  University  School  of  Medicine  during  the 
current  academic  year. 

Respectfully  submitted, 

JAMES  E.  HOFF,  S.J.,  Ph.D. 

Acting  Dean 


REPORT  OF  THE  NEBRASKA  MEDICAL 
FOUNDATION,  INC. 

L.  D.  Cherry,  M.D.,  Lincoln  - President;  Stanley  M Truhlsen,  M.D., 
Omaha;  Myron  E.  Samuelson,  M.D.,  Wymore;  L.  J.  Chadek,  M.D.,  West 
Point;  Warren  R.  Miller,  M.D.,  Columbus;  Richard  M.  Pitsch,  M.D.,  Seward; 
Clarence  Zimmer,  M.D.,  Friend;  Thomas  H.  Wallace,  M.D.,  Gordon;  Warren 
G.  Bosley,  M.D.,  Grand  Island;  Richard  Cottingham,  M.D.,  McCook,  R.  E. 
Donaldson,  M.D.,  North  Platte,  R.  G.  Heasty,  M.D.,  Scottsbluff;  Carlyle  E. 
Wilson,  M.D.,  Borrego  Springs,  Calif.;  Allan  C.  Landers,  M.D.,  Scottsbluff; 
Russell  L.  Gorthey,  M.D.,  Lincoln. 

The  Nebraska  Medical  Foundation  was  formed  on  May 
18,  1948,  and  in  a few  short  days,  after  the  close  of  this 
Annual  Session,  will  complete  thrity-four  years  of  service 
to  medical  education,  research,  student  loans  and 
scholarship  programs. 

Through  the  years,  the  Foundation  has  not  “tooted”  its 
horn  but  in  its  own  right  has  impacted  the  broad  field  of 
medical  education  through  ongoing  programs  listed 
above.  The  successes  of  the  Foundation  can  be  directly 
attributed  to  the  support  of  the  medical  profession  and 
the  auxiliary.  Through  contributions,  fund  drives  and 
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bequeaths,  medicine  in  this  state  has,  and  is  fulfilling  a 
major  obligation  in  medical  education.  There  are  chal- 
lenges still  with  us  especially  in  the  area  of  the  medical 
student.  The  demands  for  student  loans  are  directly 
reflected  in  the  on  again,  off  again,  moods  of  the  Federal 
Government  and  their  loan  programs.  It  currently  appears 
that  Government  is  cutting  back  on  these  programs  for 
fiscal  reasons.  When  this  happens,  the  need  for  Founda- 
tion loans  again  moves  upward.  While  the  Foundation 
cannot  compete,  interest  wise,  with  government  loans,  we 
are  available  to  give  assistance  to  the  student  who  has  run 
out  of  options. 

In  the  mid-sixties,  the  Nebraska  Medical  Foundation 
subsidized  two  percent  of  the  interest  on  student  loans. 
However,  due  to  the  popularity  of  the  loan  program,  the 
Foundation  for  fiscal  reasons  could  not  retain  this 
provision.  Reconsideration  of  this  service  by  the  Founda- 
tion could  be  a possibility  if  contributions  were  suf- 
ficiently increased  to  permit  a sound  fiscal  program. 

It  is  anticipated  that  several  scholarship  awards  will  be 
made  at  this  meeting  to  students  who  have  either 
completed  or  just  beginning  projects. 

Since  our  last  report  in  1981,  loans  in  the  amount  of 
$66,000  have  been  made  for  a grand  total  of  $1,197,830, 
since  March  of  1964.  This  represents  987  loans  to 
students.  We  presently  have  approximately  $190,000  in 
outstanding  loans  in  the  payout  process  and  there  have 
been  no  loan  defaults  in  the  past  year. 

The  Board  of  Directors  of  the  Nebraska  Medical 
Foundation  held  a special  session  late  in  1981  to  review 
activity  of  the  Nebraska  Medical  Association  in  develop- 
ing a voluntary  state-wide  tumor  registry  program.  As  a 
result  of  this  meeting,  the  Foundation  Board  approved  a 
motion  that  the  Foundation  serve  as  a repository  for  this 
program.  In  addition,  the  Board  approved  a $5,000  grant 
from  research  funds  to  assist  the  registry  in  initial 
development. 

In  conclusion,  the  Board  of  Directors  of  the  Foundation 
wishes  to  express  their  sincere  appreciation  for  continued 
loyal  support  of  the  medical  profession  and  the  auxiliary. 
It  is  a deductible  contribution  and  our  programs  will 
prosper  and  grow  in  direct  proportion  to  our  fiscal 
capability.  We  look  forward  to  your  continued  support. 


REPORT  OF  THE  COMMISSION 
ON  CLINICAL  MEDICINE 

Robert  M.  Stryker,  M.D.,  Omaha  - Chairman;  John  H.  Bancroft,  M.D., 
Kearney;  Jackson  Bence,  M.D.,  Grand  Island;  James  S.  Carson,  M.D.; 
Patrick  E.  Clare,  M.D.,  Lincoln;  Francis  D.  Donahue,  M.D.,  Omaha;  Dean 
McGee,  M.D  . Omaha;  Robert  G.  Osborne,  M.D  , Lincoln;  Williani  L. 
Rumbolz,  M.D.,  Omaha. 

The  House  of  Delegates  considered  and  adopted  a 
resolution  during  the  October,  1980,  Fall  Meeting,  which 
directed  the  Association  urge  hospitals  and  medical  staffs 
to  develop,  or  have  available,  an  appropriate  plan  for 
responding  to  nuclear  accidents.  The  resolution  was 
distributed  to  all  Nebraska  hopsitals.  Following  that 
distribution,  the  Nebraska  Radiological  Society  and  the 
Nebraska  Association  of  Nuclear  Physicians  offered  to 
develop  an  appropriate  document  for  distribution  to 
Nebraska  hospitals. 

Following  receipt  of  the  document,  the  Board  of 
Directors  of  the  Nebraska  Medical  Association  referred 
the  matter  to  the  Commission  on  Clinical  Medicine.  The 
wording  of  the  document  was  finalized  and  it  was 
subsequently  distributed,  along  with  two  monographs,  to 
the  Chief  of  Staff  of  each  Nebraska  hospital.  The  packet 


of  material  was  also  presented  to  the  State  Civil  Defense 
Agency  and  the  State  of  Nebraska  Department  of  Health. 

We  appreciate  the  effort  of  the  Nebraska  Association  of 
Nuclear  Physicians  and  the  Nebraska  Radiological  So- 
ciety for  their  interest  in,  and  preparation  of  the 
document. 

The  following  reports  have  been  submitted  by  the 
Scientific  Sessions  Committee  and  the  Ad-Hoc  Commit- 
tee on  Maternal  and  Child  Health. 

Scientific  Sessions  Committee 

Robert  M.  Stryker,  M.D.,  Omaha  - Chairman;  R.  A.  Cottingham,  M.D., 
McCook;  Dale  W.  Ebers,  M.D.,  Lincoln;  Stuart  P.  Embury,  M.D.,  Holdrege; 
Richard  A.  Hranac,  M.D.,  Kearney;  Darroll  J.  Loschen,  M.D.,  York;  John  C. 
Sage,  M.D.,  Omaha;  Chester  Q.  Thompson,  Jr.,  M.D.,  Omaha;  Bernard  F. 
Wendt,  M.D.,  Lincoln. 

The  printed  program  for  the  114th  Annual  Session 
presents  the  details  of  the  Scientific  Sessions  Commit- 
tee’s activity  area  over  the  past  eleven  months.  The 
Committee  greatly  appreciates  the  efforts  of  the  organi- 
zational groups  that  cooperated  and  participated  in  the 
development  of  this  outstanding  array  of  scientific  and 
socio-economic  programming. 

The  program  will  carry  2 1 'A  hours  credit  in  Category  I. 
Total  hours  of  scientific  programming  being  presented 
will  approximate  75.  Over  150  speakers  and  panel 
members  will  be  taking  part. 

As  Chairman  of  the  Committee,  I wish  to  express  my 
personal  appreciation  to  the  members  of  the  Scientific 
Committee  for  their  dedication,  as  a considerable  effort 
has  been  expended  in  developing  this  Annual  Session 
program. 

Ad-Hoc  Committee  on  Maternal  and  Child  Health 

William  L.  Rumbolz,  M.D.,  Omaha  - Chairman;  George  M.  Adam,  M.D., 
Hastings;  Lawrence  C.  Bausch,  M.D.,  Lincoln;  Charles  A.  Field,  M.D., 
Omaha;  Robert  S.  Grant,  M.D.,  Lincoln;  L.  Palmer  Johnson,  M.D.,  Lincoln; 
Robert  Nelson,  M.D.,  Omaha;  Peggy  Rapoport,  M.D.,  Omaha;  Kenton  L. 
Shaffer,  M.D.,  Kearney;  Bruce  E.  Taylor,  M.D.,  Lincoln;  Larry  Wilson, 
M.D.,  Gothenburg. 

The  following  report  is  submitted  for  the  Ad-Hoc 
Committee  on  Maternal  and  Child  Health  of  the 
Commission  on  Clinical  Medicine. 

No  formal  meeting  of  the  committee  has  been  held, 
however,  it  has  continued  to  perform  its  work;  first,  to 
review  maternal  deaths  in  Nebraska,  and  second,  we  are 
attempting  to  establish  an  effective,  on-going  review  of  the 
perinatal  deaths  in  our  state. 

Regarding  the  review  of  maternal  deaths,  there  were 
three  such  deaths  reported  to  the  chairman  by  the  State 
Health  Department.  The  first  of  these  was  a non- 
obstetric  death  from  asphyxiation  due  to  laryngospasm 
during  a grandmal  epileptic  seizure  in  the  fourth  month  of 
pregnancy.  The  second  death  was  a direct  obstetric  death 
following  aspiration  with  anesthesia  at  the  time  of  repair 
of  a wound  dehiscence  in  a Cesarean  incision.  The  third 
death  was  a direct  obstetric  death  from  hemorrhage 
following  a repeat  Cesarean  section.  It  is  perhaps  worth 
noting  that  two  of  the  three  deaths  occurred  as  a 
complication  of  Cesarean  delivery. 

The  review  of  perinatal  deaths  has  proven  to  be 
somewhat  more  of  a challenge.  The  past  two  years  have 
been  directed  toward  a computer  input  of  material 
abstracted  from  the  office  and  hospital  records  of 
neonatal  deaths  and  stillborn  infants.  Early  in  the 
program,  plans  were  made  to  share  computer  use  with  the 
Indiana  Health  Department,  but  it  soon  became  apparent 
that  this  plan  was  fraught  with  problems.  Since  our  last 
report,  computer  time  has  been  obtained  on  our  own 
health  department  computer.  The  abstracted  material  on 
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perinatal  deaths  for  1980  is  coded  and  ready  for  the 
computer;  stillbirths  for  1980  are  being  input  into  the 
computer;  data  collection  for  1981  has  been  very  good, 
with  the  response  rate  over  ninty  percent.  The  next  step 
will  require  the  committee  to  set  up  a retrieval  of  the 
desired  information  from  which  reports  may  be  generated. 

REPORT  OF  THE  COMMISSION  ON 
GOVERNMENTAL  AFFAIRS 

Jerald  R.  Schenken,  M.D.,  Omaha  - Chairman;  Chris  Caudill,  M.D., 
Lincoln;  Monroe  D.  Dowling,  M.D.,  Lincoln;  John  F.  Fitzgibbons,  M.D., 
Omaha;  Darroll  J.  Loschen,  M.D.,  York;  Robert  Sidner,  M.D.,  Kearney; 
Todd  Sorensen,  M.D.,  Scottsbluff;  Wesley  G.  Wilhelm,  M.D.,  Omaha; 
Eugene  M.  Zweiback,  M.D.,  Omaha;  Herbert  E.  Reese,  M.D.,  Lincoln. 

The  Commission  on  Governmental  Affairs  has  had  no 
official  meeting  since  the  last  meeting  of  the  House  of 
Delegates.  This  is  because  the  primary  activities  in 
Congress  were  related  to  budget  and  taxation  and,  while 
these  were  of  great  interest  to  us  all  as  citizens,  they  were 
not  a specific  problem  to  the  Nebraska  Medical  Associa- 
tion. 

An  Ad-Hoc  Committee  on  Block  Grants  has  been 
appointed  to  interrelate  with  the  State  of  Nebraska 
concerning  the  implementation  of  President  Reagan’s 
programs.  The  committee  has  met  on  two  occasions.  The 
purposes  of  these  meetings  were  to  advise  the  Depart- 
ment of  Public  Welfare  concerning  the  advisability  and 
potential  adverse  consequences  of  several  proposals  for 
redistributing  the  financial  support  for  Medicaid  patients 
in  Nebraska  pursuant  to  the  block  grant  concept.  The 
committee  favored  a uniform  treatment  of  all  involved  if 
cutbacks  were  absolutely  necessary.  The  Department  of 
Welfare  officials  presented  us  with  over  20  proposals  for 
action.  We  pointed  out  the  hazards  of  waiving  the  freedom 
of  choice  option,  implementing  payment  on  a 50%  of 
prevailing  basis,  limitation  on  services  provided  in 
hospital  outpatient  facilities,  and  elimination  of  freedom 
of  choice  for  patients  seeking  treatment  outside  of 
Nebraska.  At  least  partially  because  of  our  suggestions, 
many  of  the  proposals  were  modified  and/or  not 
implemented. 

The  committee  strongly  supported  efforts  by  the  state 
to  eliminate  fraud  from  the  program.  The  committee  also 
recommended  that  the  Nebraska  Medical  Association 
contact  both  Senator  Cullan  and  Governor  Thone 
concerning  our  desire  to  maintain  the  quality  of  care 
provided  for  Medicaid  recipients  at  an  appropriate  high 
level.  The  activities  of  the  committee  are  ongoing. 

REPORT  OF  THE  COMMITTEE  ON  HEALTH 
PLANNING 

C.  J.  Cornelius,  Jr.,  M.D.,  Sidney  - Chairman;  Gordon  Adams,  M.D., 
Norfolk,  James  Carson,  M.D.,  McCook;  Donald  Prince,  M.D.,  Minden; 
Eugene  Sucha,  M.D.,  West  Point;  Thomas  H Wallace,  M.D.,  Gordon; 
Lewiston  W.  Birkmann,  M.D.,  Lincoln;  Dale  Ebers,  M.D.,  Lincoln;  Louis  J. 
Gogela,  Jr.,  M.D.,  Beatrice;  Rober  Jacobs,  M.D.,  Seward;  Craig  Urbauer, 
M.D.,  Lincoln;  Allen  Dvorak,  M.D.,  Omaha;  Duane  Krause,  M.D.,  Fremont; 
Morton  H.  Kulesh,  M.D.,  Omaha;  Roger  D.  Mason,  M.D  , Omaha;  C.  Lee 
Retelsdorf,  M.D.,  Omaha. 

The  Committee  on  Health  Planning  met  on  October  2, 
1981,  and  considered  or  approved  the  following  actions: 

1.  Approved  continued  development  of  the  NMA’s 
position  papers  on  health  planning. 

2.  Agreed  to  study  various  models  for  health  planning 
following  the  AMA  guidelines  when  and  if  the  health 
planning  law  is  repealed  or  phased  out. 

3.  Considered  Nebraska’s  CON  bill  in  light  of  the  changes 
in  Federal  law  regarding  state  CON  statutes. 

4.  Discussed  NMA’s  testimony  at  the  upcoming  public 
hearing  on  the  “Desired  Service  System  for  Mental 


Health”  produced  by  a special  task  force  for  DPI. 

5.  Considered  the  position  of  the  NMA  regarding  “Mid 
level  practitioners”,  namely  Nurse  Practitioners  and 
Physician’s  Assistants. 

6.  Recommended  to  the  Board  of  Directors  purchase  of 
two  sets  of  colored  maps  from  the  Joe  Williams  Co. 
subject  to  budgetary  constraints,  one  showing  hospital 
service  areas  and  the  other  hospitalization  patterns  of 
Nebraska  citizens  by  county. 

Subsequent  to  this  meeting,  a position  paper  on  health 
planning  was  compiled  and  submitted  to  the  Board  of 
Directors  for  transmittal  to  the  Governor  which  pointed 
out  the  problems  encountered  with  PL  93-641,  and 
suggestions  as  to  how  health  planning  in  Nebraska  could 
be  made  more  effective.  A copy  of  this  paper  is  appended 
to  this  report. 

Position  paper  regarding  Pathology  and  “Ophtho- 
mology  and  Eye  Care”  are  appended  for  your  considera- 
tion. 

Your  Chairman  has  represented  the  NMA  on  a 
“transition  committee”  appointed  by  the  Governor  to 
facilitate  the  assumption  of  the  functions  of  the  three 
HSA’s  by  a combined  SHCC-HSA  with  local  input 
provided  for  by  advisory  committees  representing  each  of 
HPCM,  SENHSA,  and  the  four  subareas  of  the  Greater 
Nebraska  HSA.  Final  guidelines  for  this  structure  will  be 
forwarded  to  the  Governor  in  early  April  for  his 
consideration. 

The  time  table  for  the  development  and  release  of  the 
next  edition  of  the  State  Health  Plan  has  been  delayed 
until  mid  1983  and  the  development  and  review  of  Health 
Systems  plans  by  the  HSA’s  has  been  curtailed  due  to  the 
consolidation  of  HSA  functions  into  those  of  the  SHCC 
which  was  requested  by  the  Governor  and  will  be 
implemented  shortly. 

Your  committee  intends  to  remain  active  in  health 
planning  activities  and  anticipates  that  participation  in 
this  process  will  be  facilitated  by  the  HSA-SHCC 
consolidation.  It  must  be  recognized  that  health  planning 
continues  to  be  a necessary  on-going  function  and  concern 
of  the  NMA. 


RECOMMENDATIONS  OF  THE  NMA 
REGARDING  THE  FUTURE  OF 
HEALTH  PLANNING  IN  NEBRASKA 

Health  Planning  in  Nebraska  under  PL  93-641  has  not 
been  particularly  effective  in  our  judgement  because  of 
some  basic  flaws  in  the  organizational  structure  and  in 
some  of  the  basic  assumptions  in  the  Federal  guidelines. 

Some  of  these  flaws  are  as  follows: 

1.  Health  Planning  is  too  important  to  be  placed  in  the 
hands  of  health  care  professionals. 

2.  The  requiring  of  “consumer”  majorities  on  all  bodies 
and  committees  insures  the  protection  of  the  public  in 
all  health  care  matters. 

3.  The  larger  the  unit  the  better  and  more  cost  effective 
the  care  e.g.  obstetrical  units,  neonatal  intensive  care 
units,  cardiac  catheterization  units,  open  heart  surgery 
units,  etc. 

4.  Guidelines  constructed  in  Washington  should  be 
applicable  in  all  parts  of  the  country. 

5.  A basic  understanding  of  health  care,  its  financing,  and 
its  delivery  is  not  particularly  necessary  in  serving  on 
committees  and  boards  for  health  planning. 

6.  The  cost  of  medical  care  is  directly  related  to  the 
number  of  hospital  beds  available  for  occupancy. 
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7.  Physicians  can  control  the  cost  of  medical  care  by 
hospitalizing  fewer  patients,  by  reducing  the  number  of 
laboratory  and  other  diagnostic  tests,  and  by  refusing 
to  utilize  newer  technology  in  the  diagnosis  and 
treatment  of  disease. 

8.  Only  a “consumer”  can  be  expected  to  represent 
consumers  on  health  issues. 

It  is  hoped  that  many  of  the  biases  and  errors  of  PL  93- 
641  can  be  eliminated  in  future  health  planning  in 
Nebraska.  Regardless  of  statements  to  the  contrary, 
health  planning  was  taking  place  many  years  before  the 
Federal  government  became  involved  on  a massive  scale 
and  will  and  must  continue  even  if  Federal  funding  for 
such  planning  comes  to  an  end.  We  believe  that  it  is 
absolutely  necessary  that  the  divisive  labels  of  “consumer” 
and  “provider”  be  eliminated  from  all  future  health 
planning  activity. 

The  Nebraska  Medical  Association  would  like  to  submit 
the  following  recommendations  with  regard  to  future 
effective  health  planning  for  Nebraska: 

1.  The  state  committee  for  health  planning  should  be 
made  up  of  25  or  30  persons  appointed  by  the 
Governor. 

A.  Members  of  the  state  committee  should  be  chosen 
on  the  basis  of  their  understanding  of  health  care 
issues,  ability  to  work  cooperatively  with  other 
interested  segments  of  the  health  care  field,  and  an 
understanding  of  health  care  costs.  Nomination  for 
appointment  to  the  state  committee  should  be 
solicited  from  the  following  organizations: 

1.  Nebraska  Medical  Association 

2.  Nebraska  Hospital  Association 

3.  Nursing  Home  Associations 

4.  Medical  Schools 

5.  Nursing  Organizations 

6.  Other  Professional  Organizations 

e.g.  Dental  Organizations 
Medical  Technologists 
Physical  Therapists 
Pharmacists 
Optometrists,  etc. 

B.  Other  persons  to  be  considered  for  appointment  to 
the  state  committee  should  be  as  follows. 

1.  Department  of  State  Government 

a.  Governor’s  Office 

b.  Public  Welfare 

c.  DPI 

d.  Handicapped  and  Aging 

e.  State  Board  of  Health 

2.  Representatives  of  Health  Insurance  Industry 

3.  Representatives  of  State  and  County  Govern- 
ments 

4.  Representatives  of  Business  and  Industry 

C.  Representatives  at  large  should  be  appointed  in 
order  to  provide  for  geographical  balance.  Con- 
sideration should  be  given  to  representatives  from 
certain  womens’,  ethnic,  and  community  service 
organizations,  but  no  quotas  or  slotted  positions 
should  be  required. 

2.  Advisory  Committees  should  be  created  to  provide  the 
mechanism  by  which  the  problems  of  special  groups, 
organizations,  or  committees  may  be  communicated  to 
the  state  committee.  In  the  appointment  of  members  to 
these  advisory  committees,  consideration  should  be 
given  to  the  utilizations  of  those  persons  who  have 
demonstrated  an  interest  in  and  an  understanding  of 
health  care  issues  through  their  participation  in  the 


health  planning  process.  Advisory  Committees  might 
be  considered  in  the  following  areas: 

A.  Emergency  Medical 

B.  Hospital  Services 

C.  Nursing  Home  Services 

D.  Environmental  Health 

E.  Mental  Health  and  Drug  Abuse 

F.  Health  Problems  of  the  Elderly 

3.  Special  Task  Forces  should  be  appointed  as  required 
to  provide  consultation  in  those  areas  which  require  a 
high  level  of  technical  expertise.  These  Task  Forces 
should  be  appointed  for  specific  purposes  and  for  a 
particular  time  period  but  should  not  be  permanent  or 
have  perpetual  existance. 

4.  Health  Planning  in  Nebraska  must  address  the  basic 
components  of  quality,  accessibility,  and  cost  of 
medical  care  in  a balanced  fashion.  The  State  Health 
Planning  Committee  should  concern  itself  primarily 
with  priority  health  issues  identified  annually  or 
biannually  and  should  not  attempt  to  amass  staggering 
amounts  of  health  care  data  or  get  bogged  down  in 
attempting  to  develop  policies  or  programs  for  all 
possible  health  care  problems.  The  object  of  Ne- 
braska’s Health  Planning  should  be  to  bring  together 
all  component  of  society  in  a voluntary  effort  to  solve 
problems  in  the  health  care  arena  avoiding  the 
ineffective  and  divisibe  regulatory  approach  of  PL  93- 
641.  A report  on  the  previous  years’  priority  health 
care  issues  should  be  made  to  the  Governor  annually 
along  with  a listing  of  the  priorities  to  be  addressed  for 
the  coming  year. 

5.  The  State  Committee  should  be  staffed  by  and  work 
with  the  Department  of  Health  in  determining  the 
direction  and  role  of  the  Department  in  its  adminis- 
tration of  state  programs  and  categorical  grants. 

The  Nebraska  Medical  Association  stands  ready  to 
cooperate  with  the  Governor  in  any  way  possible  in  the 
conduct  of  health  planning  in  the  future  and  firmly 
believes  that  physicians  involved  in  health  planning  are 
best  qualified  to  serve  as  patient  advocates  on  health  care 
issues. 


POSITION  PAPER 
OPHTHALMOLOGY  & EYE  CARE 

Comprehensive  services  for  the  maintenance  of  maxi- 
mum visual  ability  and  for  the  detection  and  treatment  of 
diseases  of  the  eye  and  visual  impairment  should  be 
available  to  all  citizens  of  Nebraska.  These  services 
include  vision  care  and  medical  and  surgical  services. 

Vision  care  (refractive  and  optical  services)  are  de- 
livered by  ophthalmologists,  optometrists,  and  opticians. 
Primary  services  for  the  detection  and  treatment  of 
certain  eye  diseases  may  be  provided  by  primary  care 
physicians  but  total  eye  care  is  provided  only  by 
ophthalmologists. 

Prevention: 

At  least  half  of  all  blindness  is  preventable  if  the 
underlying  problem  is  identified  sufficiently  early.  An 
effective  prevention  program  should  include: 

1.  The  development  of  sufficient  public  awareness 
through  public  education  to  ensure  early  recognition  of 
possible  eye  problems  and  motivation  to  seek  eye 
services  at  the  earliest  stages 

2.  Identification  of  high  risk  populations  and  individuals 

3.  Early  detection  and  appropriate  referral  of  eye 
problems 
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Visual  screening  is  an  important  part  of  prevention  and 
may  be  carried  out  by  the  primary  care  physician, 
particularly  family  physicians  and  pediatricians,  through 
vision  screening  programs  in  schools,  and  screening  in  the 
offices  of  optometrists  or  ophthalmologists.  Glaucoma 
screening  may  be  carried  out  by  the  preceding  groups 
except  the  school  programs. 

Screening  for  eye  disease,  including  glaucoma,  may  be 
provided  by  optometrists,  primary  care  physicians,  or 
ophthalmologists  but  definitive  diagnosis  and  treatment 
of  eye  disease  is  provided  by  physicians.  The  relationship 
between  the  various  providers  of  the  health  care  for  eye 
will  vary  depending  on  the  size  of  the  community  and  the 
availability  of  the  various  types  of  providers.  Non-serious 
eye  problems,  such  as  corneal  and  conjunctival  foreign 
bodies  and  conjunctivitis  may  be  treated  by  the  local 
physician.  Lenses  for  the  correction  of  errors  of  refraction 
in  otherwise  healthy  eyes  may  be  satisfactorily  prescribed 
by  the  patient’s  optometrist  or  ophthalmologist.  Serious 
eye  disease  such  as  penetrating  injuries  of  the  eye, 
glaucoma,  Keratitis,  retinal  detachment  and  retinitis, 
cataracts,  etc.  must  be  handled  by  an  ophthalmologist  on 
referral  from  any  of  the  other  professionals  involved  in  eye 
care. 

Rehabilitation: 

Rehabilitation  services  are  provided  to  the  visually 
impaired  (partially  sighted  or  low  vision)  patients.  This 
may  include  the  prescription  of  low  vision  aids,  individual 
instruction,  and  mobility  training  to  optimize  the  low 
vision  patient’s  use  of  his  remaining  sight  or  the  training  of 
the  partially  sighted  individual  to  live  without  sight  such 
as  with  the  use  of  the  white  cane  and  seeing  eye  dog. 
Surgical  treatment  of  cataracts,  corneal  transplants,  and 
orthoptics,  the  nonsurgical  treatment  of  strabismus 
(squint)  are  other  types  of  rehabilitation  treatment. 

Optical  Services: 

Optical  services,  the  determination  of  refractive 
problems  and  their  correction,  include  the  testing  of  visual 
acuity  and  the  prescription  of  spectacles,  contact  lenses, 
or  other  optical  devices.  The  importance  of  these  services 
is  underscored  by  the  fact  that  50%  of  all  Americans  wear 
some  kind  of  optical  device.  The  need  for  these  services 
are  often  discovered  through  screening  programs  but  are 
not  often  detected  prior  to  school  attendance. 

An  adequate  program  for  vision  care  requires  the 
availability  of  a sufficient  number  of  opticians,  optome- 
trists, primary  care  physicians,  and  ophthalmologists 
(physician  eye  specialists)  and  the  proper  coordination 
among  these  providers.  It  is  also  important  that  the 
general  public  be  made  aware  of  the  differences  in  the 
training  and  particular  expertise  represented  by  each  of 
these  providers. 

Opticians,  or  dispensing  opticians,  design,  verify  and 
deliver  lenses,  frames,  and  other  optical  devices  on 
prescription  from  optometrists  and  ophthalmologists. 
Their  scope  of  practice  includes  prescription  interpreta- 
tion, the  taking  of  measurements  for  lens  size  and  frames, 
verification  of  finished  lenses  which  are  produced  by  the 
lens  grinding  technicians,  plus  replacement,  adjustment, 
repair,  and  reproduction  of  previously  prepared  lenses 
and  optical  devices.  Opticians  with  a prescription  from  an 
ophthalmologist  or  optometrist  may  assist  in  fitting 
contact  lenses. 

Optometrists  are  practitioners  who  are  specially  trained 
in  the  provision  of  vision  care  and  eye  examination.  They 
detect  refractive  problems,  eye  abnormalities,  problems 
with  binocularity,  and  participate  in  eye  care  through  the 
prescription  of  optical  devices  (contact  lenses  or  spec- 
tacles), provide  vision  aids  and  training  to  the  partially 


sighted,  and  treat  certain  problems  of  binocularity  which 
may  respond  to  eye  exercises  and  muscle  training. 
Optometrists  refer  patients  with  eye  disease  to  local 
physicians  or  ophthalmologists  depending  on  the  type  and 
severity  of  the  problem  detected. 

Primary  Care  Physicians  are  trained  to  detect  and  treat 
certain  eye  diseases  and  recognize  eye  problems  related 
to  systemic  diseases  such  as  hypertension  and  diabetes. 
These  physicians  provide  evaluation  and  treatment  of  eye 
emergencies  including  infection,  glaucoma,  lacerations 
and  penetrating  injuries  of  the  eyelids,  cornea  and  sclera, 
and  neoplasms  of  the  structures. 

Ophthalmologists  are  graduate  physicians  who  have 
taken  3 or  4 additional  years  of  specialty  residency 
training  in  eye  care  after  receiving  their  medical  degree. 
This  specialty  training  includes  not  only  training  in  vision 
care  (the  evaluation  of  vision  and  refractive  problems)  but 
also  training  in  the  detection  and  treatment  of  eye  disease. 
This  training  includes  both  the  medical  and  surgical 
treatment  of  the  impaired,  diseased  or  injured  eye. 

The  numbers  of  each  of  these  various  practitioners 
required  to  meet  the  needs  of  Nebraska’s  citizens  has 
historically  been  determined  by  the  laws  of  supply  and 
demand  which  has  worked  quite  well  to  date.  The 
application  of  formulas  to  determine  manpower  require- 
ments has  been  widely  used  by  health  planners  but  cannot 
be  applied  rigidly  or  indiscriminantly.  In  the  final  analysis, 
the  question  that  must  be  answered  is,  “Are  the  services 
available  adequate  to  serve  the  public’s  needs?”  Since 
ophthalmologists  require  more  sophisticated  support 
services,  they  are  usually  located  in  larger  communities 
where  adequate  hospital  facilities  are  available  for  the 
provision  of  specialized  eye  services  and  surgery.  Op- 
tometric  and  primary  care  physician  services  are  more 
widely  available  and  optician  services  appear  to  be 
adequate  to  serve  Nebraska’s  needs.  It  is  further 
anticipated  that  the  number  of  ophthalmologists  will 
increase  during  the  next  10  years  or  more  and  this 
increase  will  increase  the  availability  and  accessibility  of 
specialized  eye  care  services  in  our  state. 

Summary: 

Total  eye  care  should  be  available  to  all  citizens  of 
Nebraska.  The  adequacy,  and  accessibility  of  these 
services  depends  on  the  coordinated  efforts  of  all 
members  of  the  eye  care  professions  and  continuity  of  eye 
care  depends  on  such  coordination.  The  high  quality  of 
eye  services  depends  on  the  dedication  of  these  providers 
and  is  facilitated  by  the  continuing  education  programs 
that  are  provided  on  either  a voluntary  or  mandated  basis 
by  each  practitioner  discipline  or  professional  association. 
The  Nebraska  Medical  Association  is  dedicated  to 
continue  its  efforts  to  ensure  adequate  high  quality  eye 
care  at  affordable  cost  to  all  Nebraska. 

POSITION  PAPER 
PATHOLOGY  SERVICES 

Pathology  services  should  be  available  to  all  citizens  of 
Nebraska.  The  quality  and  sophistication  of  these  services 
should  be  the  highest  possible  that  can  be  provided  on  a 
reasonable  basis. 

Pathology  services  include  both  anatomic  pathology 
and  clinical  pathology,  and  are  an  integral  part  of  the 
provision  of  quality  medical  services.  The  former  includes 
surgical  pathology,  cytopathology,  and  autopsies,  and  the 
latter  includes  clinical  chemistry,  hematology,  micro- 
biology, urinalysis,  immunohematology,  and  blood  bank- 
ing. Forensic  pathology  and  toxicology  are  an  extension  of 
both  anatomic  and  clinical  pathology.  Clinical  laboratory 
services  are  provided  in  a variety  of  settings  and  the  range 
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of  laboratory  services  is  tailored  to  the  needs  of  the 
patients  requiring  the  services.  These  services  vary  from 
the  services  offered  on  site  during  office  hours  only  in  an 
individual  physician’s  office,  which  may  be  limited  to 
hemoglobin  determination  and  urinalysis  with  micro- 
scopic examination  of  sediment,  to  the  most  sophisticated 
battery  of  services  available  24  hours  a day,  seven  days 
per  week  in  the  laboratories  of  major  hospitals  or 
independent  laboratories.  Patients  whose  medical  prob- 
lems require  the  rapid  performance  of  rare  or  uncommon 
procedures  will  usually  require  transfer  to  an  institution 
with  such  capabilities.  Ambulatory  patients  may  obtain 
laboratory  services  through  their  local  physicians  offices 
of  greater  sophistication,  if  their  conditions  do  not  require 
immediate  or  same  day  service,  via  the  submission  of 
specimens  to  independent  laboratories  or  to  the  offices  of 
a nearby  pathologist  or  group  of  pathologists.  These 
laboratories  can  “batch”  specimens  from  a number  of 
different  physicians  offices  and  communities,  and  through 
the  use  of  automated  equipment  provide  laboratory 
results  at  a cost  and  charge  much  less  than  can  be 
provided  for  individual  tests  done  locally  or  in  a local 
hospital  laboratory.  The  use  of  automated  analysers  also 
permits  laboratories  to  provide  a number  of  analysis  on 
the  same  specimen. 

Same-day  and  “stat”  laboratory  services,  to  a variable 
extent,  are  provided  in  all  hospital  laboratories.  Clinical 
pathologists  either  operate  or  supervise  the  laboratories 
in  all  general  hospitals  in  Nebraska.  This  includes 
supervision  of  laboratory  personnel,  quality  assurance 
programs,  and  consultation  services.  Pathologists  also 
provide  additional  services  to  physicians  through  medical 
staff  education  programs  and  the  review  of  new  pro- 
cedures and  their  applications  in  clinical  practice. 

The  supervising  pathologist  evaluates  the  capabilities 
and  expertise  of  the  laboratory  personnel  (technologists 
and  technicians)  to  assure  that  procedures  are  made 
available  only  by  properly  qualified  personnel.  Laboratory 
technologists  and  technicians  have  different  degrees  of 
expertise  in  the  performance  of  laboratory  tests,  but  may 
lack  the  background  necessary  for  determining  the 
appropriateness  of  the  testing  and  the  application  of  test 
results  to  a given  clinical  situation.  In  larger  institutions, 
pathologists  work  with  the  various  specialties  represented 
on  the  medical  staff  in  order  to  meet  the  laboratory  needs 
of  each  to  the  greatest  extent  possible. 

Certain  unusual  laboratory  determinations  may  be 
available  only  from  “reference”  laboratories  when  the 
volume  of  services  required  or  the  requirements  for  the 
test  can  only  be  met  by  a few  such  laboratories.  These 
laboratories  provide  an  essential  service  in  this  regard. 
Anatomic  pathology  services  are  provided  in  a variety  of 
settings.  Surgical  tissue  specimens  may  be  transmitted 
from  physicians  offices  to  pathologists  offices  or  to  a 
nearby  hospital  pathologist  for  examination  and  report. 
Special  services  such  as  frozen  section,  cytopathology, 
fine  needle  biopsy,  and  bone  marrow  examination  are 
performed  on  site  by  the  pathologist  Surgical  specimen 
examination  and  microscopic  evaluation  may  be  carried 
out  on  site  or  specimens  may  be  transmitted  to  the 
pathologist  for  examination  depending  on  the  require- 
ments of  the  medical  problem  under  evaluation.  Con- 
sultation between  the  clinical  pathologist  and  the  at- 
tending physician  is  an  integral  part  of  this  evaluation. 
The  pathologist  also  provides  post-mortem  services  and 
toxicology  services. 

Forensic  pathology  services  are  provided  by  some 
pathologists  and  are  those  involved  in  the  determination 
of  the  cause  of  death  under  unknown  or  possibly  medical- 
legal  circumstances  (i.e.  accident,  suicide,  homicide,  etc.) 


Concern  over  the  appropriate  use  and  cost  of  laboratory 
services  has  increased  dramatically  over  the  last  decade. 
Many  continuing  education  courses  for  physicians  in 
Nebraska  include  a section  on  laboratory  utilization  and 
cost  effectiveness.  Medical  schools  also  have  included  the 
subject  in  their  curriculum. 

Comparison  of  the  cost  or  charge  between  different 
settings  of  any  particular  service  must  take  into  considera- 
tion not  only  the  requirements  of  the  clinical  situation,  i.e. 
stat,  same  day,  on  site,  remote,  batched,  automated, 
manual,  etc.,  but  also  the  range  of  services  provided  and 
the  other  responsibilities  of  the  facility  providing  services 
(i.e.  technician  or  technologist  training,  medical  student 
training,  resident  training,  etc.).  Requirements  for  24  hour 
a day  staffing  has  a profound  impact  on  these  costs. 
Charges  for  service  in  the  various  settings  are  usually 
determined  on  the  basis  of  sound  business  principles  and 
include  personnel  salaries  and  fringe  benefits,  supplies 
and  reagents,  equipment  (lease-rental  or  financing 
charges),  quality  assurance  programs,  and  administrative 
costs,  and  will  vary  from  institution  to  institution.  Higher 
charges  for  certain  procedures  are  often  justified  on  an 
availability  basis  when  circumstances  dictate  a real  need 
for  these  procedures. 

Nebraska  state  statutes  may  also  mandate  the  per- 
formance of  certain  tests  such  as  PKU,  T4,  and  premarital 
serology'  and  Rubella  immunity  level  determinations.  On- 
site determinations  are  often  necessary  in  order  to  meet 
the  varying  needs  of  the  population  to  be  served. 

In  summary,  pathology  services  are  and  should  be 
available  to  all  Nebraska  citizens  requiring  such  service 
and  these  services  should  be  as  comprehensive  and  as 
available  as  local  circumstances  permit. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  MEMBERSHIP 

Blaine  Roffman,  M.D.,  Omaha  - Chairman;  Muriel  N.  Frank,  M.D., 
Omaha;  Michael  J.  Haller,  M.D.,  Omaha;  Bernard  Kratochvil,  M.D.,  Omaha; 
Robert  F.  Shapiro,  M.D..  Lincoln;  Louis  Gogela,  Jr..  M.D.,  Beatrice,  R.  L. 
Tollefson,  M.D.,  Wausa,  F.  Thomas  Waring,  M.D.,  Fremont;  Roger  S. 
Jacobs,  M.D.,  Seward,  Dwaine  J.  Peetz,  M.D.,  Neligh;  Joel  Johnson,  M.D.. 
Kearney;  Fred  J.  Rutt,  M.D.,  Hastings;  Richard  Cottingham,  M.D.. 
McCook;  Ronald  L.  Asher.  M.D.,  North  Platte;  Alvin  A.  Armstrong,  M.D., 
Scottsbluff. 

This  committee  was  formed  by  the  President  with 
concurrence  of  the  Board  of  Directors  and  the  House  of 
Delegates.  The  charge  given  to  the  committee  is  indicated 
by  its  name.  Figures  reveal  that  25%  of  our  membership 
are  not  members  of  the  American  Medical  Association, 
including  14%  of  the  House  of  Delegates.  Approximately 
300  physicians  in  this  state  belong  to  no  level  of  organized 
medicine. 

A meeting  of  this  committee  wras  held  in  November, 
1981,  at  the  Association's  office  with  Mr.  Terry  Nugent 
from  the  Membership  Department  of  the  American 
Medical  Association.  At  that  time,  member  and  non- 
member lists  were  discussed.  Non-members  of  the  AMA, 
by  Councilor  District,  were  identified.  Also  reviewed  was 
the  list  of  non-members  of  the  NMA.  A membership 
solicitation  brochure  was  developed. 

Specific  problems  cited  were:  husband-wife  teams, 
financial  concerns,  individual  disagreement  with  AMA 
policies,  and  lack  of  knowledge  of  the  functions  of  the 
NMA  and  AMA. 

It  was  decided  to  promote  membership  by  the  following 
means:  Letters  would  be  sent  first  to  all  non-members  of 
the  AMA  w'ho  are  members  of  the  NMA;  letters  would 
then  be  sent  to  non-members  of  the  NMA;  followed  by 
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individual  contact  by  designated  members  from  the 
appropriate  District.  The  AMA  sent  each  member  of  the 
committee  a packet  which  provided  information  con- 
cerning the  membership  drive. 

Preliminary  results  of  this  effort  show  the  following:  63 
new  members  have  joined  the  NMA;  30  of  these  new 
members  have  joined  the  AMA. 

It  is  felt  by  this  committee  that  if  this  effort  is  to 
continue,  earlier  organization  must  be  accomplished  with 
an  emphasis  on  individual  contact,  along  with  propagation 
of  the  accomplishments  of  the  NMA  and  the  AMA.  Both 
societies  have  not  taken  their  deserved  credit  for  their 
many  accomplishments. 


REPORT  OF  THE  COMMISSION  ON 
PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf,  M.D.,  Omaha  - Chairman;  Edward  E.  Gatz,  M.D  , 
Omaha;  Donald  T.  Glow,  M.D.,  Omaha;  John  J.  Hoesing,  M.D.,  Omaha; 
Donald  E.  Matthews,  M.D.,  Lincoln;  Craig  R.  Nolte,  M.D.,  Lincoln;  Joseph 
M.  Rapoport,  M.D.,  Omaha;  F.  Thomas  Waring,  M.D.,  Fremont. 

Subsequent  to  our  Commission’s  last  Report  to  the 
House  of  Delegates,  we  have  initiated  several  new 
projects  and  activities  to  compliment  the  ongoing  efforts 
of  the  Commission.  As  an  interim  report  to  the  House  of 
Delegates,  we  herewith  present  a composite  of  our 
activities. 

(1)  A radio  news  program  entitled,  “Health  News 
Update”,  was  initiated  in  January.  This  activity  is  being 
carried  out  on  a pilot  basis,  and  was  given  $3,000 
financing  by  the  Board  of  Directors.  The  program  consists 
of  a two  to  three-minute  taped  interview  utilizing  a 
professional  announcer  and  an  Association  member 
selected  by  a subcommittee  of  the  Commission.  Thus  far, 
subjects  have  included  asthma,  mental  health,  knee 
surgery,  emergency  care,  dehydration  in  infants,  poisons, 
leukemia,  and  tobacco  and  health.  We  currently  have  21 
Nebraska  radio  stations  that  regularly  receive  and  tape 
record  our  program,  which  is  sent  out  by  telephone  Friday 
afternoons.  The  following  is  a list  of  these  stations:  KLIN, 
Lincoln;  KGMT,  Fairbury;  KMMJ,  Grand  Island;  KRVN, 
Lexington;  WJAG,  Norfolk;  KRGI,  Grand  Island;  KBRB, 
Ainsworth;  KFAB,  Omaha;  KYNN,  Omaha;  KCOW, 
Alliance;  KFAH,  Alliance;  KCSR,  Chadron;  KHUB, 
Fremont;  KGFW,  Kearney,  KRNY,  Kearney;  KNEN, 
Norfolk;  KAHL,  North  Platte;  KODY,  North  Platte, 
KMOR,  Scottsbluff;  KNEB,  Scottsbluff;  and  KOLT, 
Scottsbluff.  The  response  from  the  radio  stations  to  date 
has  been  affirmative.  The  Commission  will  review  the 
project,  including  costs  and  utilization,  within  the  next 
several  weeks. 

(2)  A detailed  “Report  on  the  State  of  our  Health  in 
Nebraska”  covering  several  subject  areas  was  distributed 
to  the  broadcast  and  print  media  in  December,  1981.  This 
was  our  second  annual  report  of  this  type,  and  it  is 
anticipated  a similar  document  will  be  prepared  in 
December  of  1982. 

(3)  Several  News  Releases  have  been  distributed  to  the 
media,  subsequent  to  our  last  report  to  the  House  of 
Delegates,  covering  aging,  heart  disease,  and  the  1982 
Annual  Session. 

(4)  The  Commission  developed  a brochure  entitled, 
“Reaching  Out  For  You”  which  discussed  several  of  the 
benefits  and  activities  of  the  Nebraska  Medical  Associa- 
tion. It  was  developed  for  use  and  distribution  by  the  Ad- 
Hoc  Committee  on  Membership.  In  the  near  future,  a 
copy  of  the  item  will  be  sent  each  member  of  the 
Association. 

(5)  The  Commission  has  continued  its  activity  area 


pertaining  to  meetings  with  business  leaders.  In  March, 
the  Dodge  County  Medical  Society  developed  a meeting 
with  five  business/industry  leaders  in  Fremont.  Repre- 
sentatives of  the  local  county  medical  society  were 
present,  as  were  the  Chairman  of  this  Commission  and 
Association  Staff.  During  prior  meetings,  there  was 
relatively  little  concem  expressed  regarding  health  and 
medical  care  costs;  however,  this  subject  was  presented 
during  the  meeting  in  March.  A report  will  be  presented  to 
the  county  society  for  its  consideration.  There  were 
several  areas  discussed  that  the  county  society  can 
consider.  Regarding  the  same  activity  area,  the  Com- 
mission developed  a packet  of  information  for  county 
medical  societies  on  the  development  of  meetings  with 
business/industry  leaders.  This  material  was  distributed 
to  the  president  of  each  county  medical  society. 

The  Commission  has  received  information  regarding 
one  meeting  held  and  a second  scheduled  in  Columbus, 
which  were  developed  by  the  Platte  County  Medical 
Society. 

We  would  welcome  information  from  additional  county 
societies  that  have  developed  these  types  of  meetings  or 
are  planning  to  develop  activities  in  this  area. 

(6)  A series  of  spot  announcements  was  recorded  by 
NMA  President,  Carlyle  E.  Wilson,  Jr.,  M.D.,  and 
distributed  to  60  Nebraska  radio  stations.  The  response 
of  the  stations  was  positive.  The  subjects  included 
physical  fitness,  cardiovascular  disease,  healthful  living, 
hypertension,  ultrasound  imaging,  and  students  in  ath- 
letics. 

(7)  The  survey  of  news  media,  carried  out  in  1981, 
indicated  an  opportunity  to  get  utilization  of  more  public 
service  material  provided  it  could  be  prepared  to  meet  the 
particular  requirements  of  individual  media.  We  are  now 
initiating  a project  to  contact  these  media,  and  will  work 
with  them  to  develop  the  individualized  material  they 
seek,  to  the  extent  possible  and  feasible. 

(8)  The  Commission  continues  to  distribute  a packet  of 
Health  Tips  to  207  newspapers,  75  radio  stations,  and  9 
television  stations  each  month.  Our  statistics  indicate  that 
for  the  year  1981,  we  averaged  42  newspapers  per  month, 
producing  an  average  of  98  articles  each  month.  For  the 
year,  a total  of  1,181  clippings  were  received.  The 
response  from  the  media  when  contacted  in  December 
remained  positive  regarding  this  project.  The  time  or 
space  given  to  it  is  sizable.  In  addition  to  the  clippings 
received,  the  reports  of  complimentary  air  time  provided 
by  the  broadcast  media  for  this  project  indicate  several 
thousand  dollars  per  month  is  contributed  by  the  media. 
We  feel  the  expense  involved  in  production,  artwork  and 
photography  is  justified.  For  example,  one  prominent 
Omaha  radio  station  indicated  that  47  NMA  public 
service  announcements  were  aired  during  the  quarter 
ending  December  31,  1981.  The  spots  were  valued  at 
$1,056.00. 

Our  increased  activity  with  the  media  is  resulting  in  a 
closer  working  relationship  with  the  print  and  broadcast 
industry.  Through  these  contacts,  we  hope,  in  the  future, 
to  augment  our  capability  of  expressing  Association 
opinions  through  the  media  to  the  public.  We  plan  to 
continue  to  expand  our  efforts. 

The  Commission  submits  this  report  to  the  House  of 
Delegates  for  its  consideration. 


REPORT  OF  THE  COMMISSION 
ON  LEGISLATION  AND  LEGAL  AFFAIRS 

Herbert  E.  Reese,  M.D..  Lincoln  — Chairman:  J.  Bastani,  M.D.,  Lincoln; 
James  H.  Dunlap,  M.D.,  Norfolk;  Clinton  D.  Heine,  M.D.,  Columbus;  John 
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T.  McGreer,  III,  M.D.,  Lincoln;  Richard  H Meissner,  M.D.,  Omaha;  C.  Lee 
Retelsdorf,  M.D.,  Omaha;  Blaine  Y.  Roffman,  M.D.,  Omaha;  Jerald  R. 
Schenken,  M.D.,  Omaha;  Robert  F.  Shapiro,  M.D.,  Lincoln;  Craig  L. 
Urbauer,  M.D.,  Lincoln. 

The  sixty-day  session  of  the  Nebraska  Legislature  came 
to  a close  on  April  16,  1982. 

This  was  a most  difficult  and  intense  session  for 
medicine.  The  primary  areas  of  concern  were  the  cost 
of  health  care,  certificate  of  need,  health  planning  and 
limited  practitioners.  Adding  to  the  crunch  of  a short 
session  were  a number  of  significant  bills  relating  to 
health  care  which  were  held  over  from  the  1981  session. 

While  the  Commission  is  pleased  with  the  over-all 
result  of  this  session,  we  are  acutely  aware  that  many  of 
the  previously  mentioned  issues,  plus  others,  will  demand 
our  attention  in  approximately  seven  months  when  the 
Legislature  opens  for  business  in  1983. 

Several  study  resolutions  on  health  care  were  adopted 
by  the  Legislature  in  the  closing  days  of  the  session  that 
will  command  attention  of  the  NMA  during  the  remainder 
of  the  year.  In  response  to  these  resolutions,  which 
express  concern  over  the  cost  of  care,  the  Commission  will 
begin  to  accumulate  and  develop  information  and  data  for 
presentation  to  the  study  committees  of  the  Legislature. 
Contacts  will  be  made  with  other  members  of  the  health 
care  team  in  an  effort  to  provide  for  a comprehensive 
approach  to  this  difficult  subject. 

We  would  be  remiss  if  we  did  not  reemphasize  the 
importance  of  the  Nebraska  Legislature  and  its  sub- 
sequent impact  on  health  care  in  Nebraska.  There  is  an 
ongoing  challenge  before  medicine  and  every  effort  must 
be  made  to  respond  in  a positive  and  constructive  manner. 
Your  Commission  stands  ready  to  accept  that  challenge 
along  with  your  help. 

In  conclusion,  the  Commission  expresses  its  sincere 
thanks  and  appreciation  to  all  physicians,  auxiliary,  and 
friends  who  participated  in  the  contact  program  during 
this  legislative  session.  Your  support  was  invaluable. 

The  final  status  of  bills  of  interest  to  the  NMA  is  listed 
below.  All  bills  not  acted  upon  by  the  Legislature 
automatically  died  with  the  close  of  the  session. 

LB  69  — Seat  restraints  for  infants.  This  bill  was 
amended  to  apply  only  to  those  who  have  day  care 
centers  and  provide  transportation. 

LB  180  — Establishes  a State  Office  of  Coroner.  No 
funding  was  provided. 

LB  212  — Establishes  a State- Wide  Cancer  Registry. 
The  bill  was  amended  to  delay  the  effective  date  until 
July,  1983.  The  bill  was  passed.  There  were  indications 
the  bill  might  be  vetoed. 

LB  335  — The  Adult  Protective  Services  Act  was 
indefinitely  postponed. 

LB  421  — Provided  for  reporting  of  violations  by 
licensed  professionals  was  passed  by  the  Legislature 
and  signed. 

LB  448  — Medicine  and  Surgery  Sunset  bill  was  passed 
by  the  Legislature  and  signed. 

LB  449  — Optometry  Sunset  bill.  An  attempt  was  made 
to  amend  the  bill  to  remove  the  independent  optician 
from  being  able  to  fit  contact  lenses.  The  amendment 
was  defeated. 

LB  522  — Provided  for  the  transfer  of  indigent  care  to  the 
state  with  the  Department  of  Welfare  administering  the 
program.  The  bill  passed  with  an  effective  date  of  1983. 
LB  602  — Provided  for  transfer  of  indigent  care  to  the 
Department  of  Public  Welfare.  The  thrust  of  this  bill 
was  amended  into  LB  522. 


LB  618  — This  was  one  of  a number  of  bills  on  drunk 
driving.  A compromise  bill  LB  568  was  passed  but  did 
not  contain  the  provision  for  the  use  of  Antabuse  as 
proposed  in  LB  618. 

LB  620  — Provided  for  new  requirements  for  abortion. 
The  bill  was  not  given  a public  hearing. 

LB  691  — Established  a Uniform  Determination  of 
Death.  Bill  was  indefinitely  postponed. 

LB  835  — Provided  for  a hospital  statement  being  pro- 
vided to  all  persons  upon  request  at  time  of  release 
from  the  hospital.  The  bill  passed  and  was  signed. 

LB  836  — Procedures  for  commitment  of  minors  was 
not  acted  upon. 

LB  716  — This  was  an  appropriations  bill  which  provided 
funding  for  state  agencies.  Contained  in  this  bill  was  the 
$375,000  appropriation  for  the  Family  Practice  program 
at  UNMC. 

LB  802  — Provided  for  deletion  of  certain  information  on 
birth  and  death  certificates.  The  bill  was  indefinitely 
postponed. 

LB  830  — Provided  for  establishing  Emergency  Medical 
Service  regions  and  funding.  The  bill  was  indefinitely 
postponed. 

LB  831  — Provided  for  technical  changes  in  testing  for 
metabolic  disease.  The  bill  failed  to  move  from  General 
File. 

LB  844  — Provided  for  open  meetings  of  hospital  Board 
of  Directors.  Bill  was  indefinitely  postponed. 

LB  880  — Provided  a formula  for  reporting  of  hospital 
financial  status.  The  bill  was  indefinitely  postponed. 

LB  906  — Limited  physicians  fees  to  Medicare  prevailing 
for  persons  under  this  program.  Bill  was  indefinitely 
postponed. 

LB  924  — Provided  for  expansion  of  chiropractic.  The  bill 
was  killed  on  the  58th  day  on  a motion  to  move  the  bill 
from  General  File  to  Final  Reading. 

LB  942  — Changes  provisions  in  the  Medicaid  program. 
Those  providing  optional  services  under  the  program 
may  have  fees  pro-rated  up  to  10%  by  the  Department 
through  rule  and  regulatory  authority.  Acute  care 
services  will  not  be  pro-rated  unless  there  are  in- 
sufficient funds  available  for  the  fiscal  year. 


REPORT  OF  THE  COMMISSION  ON 
MEDICAL  EDUCATION 

Robert  D.  Harry,  M.D.,  Lexington  - Chairman;  Warren  Bosley,  M.D., 
Grand  Island;  David  R.  Dyke,  M.D.,  Lincoln;  Robert  L.  Kruger,  M.D., 
Omaha;  Harvey  A.  Konigsberg,  M.D.,  Omaha;  W.  E.  Lundak,  M.D.,  Lincoln; 
John  P.  OGara,  M.D.,  Omaha. 

The  purpose  of  the  Commission  on  Medical  Education 
is  to  certify  institutions  within  the  state  to  give  credit  for 
continuing  medical  education  programs.  The  Commission 
certifies  the  institutions  and  not  individual  programs  of 
the  institution.  Once  certified,  the  institution  can  grant 
appropriate  credits  to  individual  who  participate  in  their 
CME  activities.  Twelve  institutions  have  been  certified  in 
the  past  so  that  resurvey  has  become  the  major  task  of 
this  Commission.  This  year  one  hospital  was  resurveyed 
and  given  full  approval. 

On  the  national  scene,  things  are  becoming  more 
orderly  after  some  upheaval  several  years  ago.  The 
Accreditation  Council  for  Continuing  Medical  Education 
was  formed  by  representatives  of  seven  major  organiza- 
tions, including  the  American  Medical  Association,  for  the 
purpose  of  supervising  the  accreditation  process.  They 
drafted  essentials  for  CME  activity  and  planned  to 
provide  a handbook  to  explain  the  essentials.  This 
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proposal  was  submitted  to  the  parent  organizations  for 
approval.  All  except  the  American  Medical  Association 
approved.  The  American  Medical  Association  felt  the 
handbook  might  abridge  the  authority  of  the  states  and 
might  be  too  restrictive  for  some  states  to  be  able  to 
comply. 

At  the  most  recent  ACCME  meeting  in  Chicago,  a new 
game  plan  was  agreed  upon.  The  essentials,  (which  are 
quite  broad  and  should  be  acceptable  to  everyone)  will  be 
resubmitted  to  the  parent  organizations  for  approval 
without  mention  of  a handbook.  The  ACCME  will  accredit 
national  organizations  i.e.  medical  schools,  specialty 
societies,  etc.,  and  the  states  will  certify  institutions 
functioning  primarily  within  their  own  boundaries.  No 
distinction  will  be  made  as  to  who  granted  the  accredita- 
tion. For  example,  Category  I Credit  granted  at  Methodist 
Hospital  which  is  accredited  by  the  Nebraska  Medical 
Association  is  the  same  as  Category  I Credit  granted  by 
the  American  College  of  Surgeons  who  are  accredited  by 
the  ACCME.  In  summary,  the  certification  procedure 
should  stay  the  same  as  far  as  our  state  is  concerned.  As 
long  as  institutions  comply  with  the  essentials,  they  will  be 
accredited.  This  Commission,  not  a national  organization, 
will  determine  compliance  with  standards. 

At  the  present  time,  the  Nebraska  Medical  Association 
does  not  require  CME  for  membership,  nor  does  the  State 
Board  of  Medical  Examiners  require  CME  for  relicensure. 
Both  groups  strongly  encourage  voluntary  participation  in 
CME  activities.  National  opinion  is  it  is  possible  that 
hospitals  and  insurance  companies  may  requite  CME  in 
the  future.  This  will  give  CME  added  importance  beyond 
the  present  Voluntary  Physician  Recognition  Award.  In 
the  coming  year,  hospitals  not  now  accredited  will  be 
encouraged  to  become  certified  so  that  local  physicians 
can  receive  credit  for  all  educational  activities  they  attend. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Grand  Island  - Chairman;  Robert  B.  Benthack, 
M.D  , Wayne;  S.  I.  Fuenning,  M.D..  Lincoln;  Eileen  C.  Vautravers,  M.D., 
Lincoln. 

The  Committee  has  continued  its  involvement  in  the 
Health  Gallery  and  the  mobile  teaching  facility.  The 
Committee  has  participated  in  discussions  about  funding 
of  the  Health  Gallery  and  its  mobile  laboratory  and  has 
tried  to  play  a part  in  improving  this  funding.  It  appears 
the  Health  Gallery  is  indeed  expanding  along  the  lines 
which  have  been  planned,  and  that  the  mobile  laboratory  is 
carrying  health  education  and  appropriate  materials  to 
many  schools  across  the  state.  These  schools  are  asked  to 
make  a payment  for  these  services,  and  the  mobile 
laboratory  has  found  itself  in  considerable  demand.  The 
Committee  urges  that  the  NMA  continue  to  support  this 
effort  to  the  fullest  extent  possible. 

As  proposed  in  its  last  report,  the  Committee  has 
developed  communication  with  the  Nebraska  Council  on 
Teacher  Education,  and  the  Chairman  of  the  Committee 
attended  the  last  meeting  of  this  Council.  It  was  possible 
there  to  give  a report  of  the  history  and  efforts  of  the 
Committee  on  Health  Education  and  the  desire  of  the 
NMA  to  develop  appropriate  and  meaningful  curriculums 
in  teachers  colleges  and  public  schools.  The  Committee 
believes  that  a significant  beginning  was  made  in  these 
contacts  with  the  Council  on  Teacher  Education  and  looks 
forward  to  continuing  this  relationship.  This  permits 
contact  not  only  with  college  educators,  but  with  public 
school  educators  as  well.  The  Committee  asks  the 
approval  of  the  House  of  Delegates  in  continuing  this 
effort. 


REPORT  OF  THE  STUDY  COMMITTEE 
ON  COST  AWARENESS 

C A.  McWhorter.  M.D.,  Omaha  - Chairman;  Russell  E.  Beran,  M.D., 
Omaha;  Stanley  L.  Davis,  M.D.,  Omaha;  H.  Jeoffrey  Deeths,  M.D.,  Omaha; 
William  T.  Griffin,  M.D.,  Lincoln;  F.  William  Karrer,  M.D.,  Omaha;  Theo  J. 
Lemke,  Jr.,  M.D.,  Columbus;  Russell  Mclntire,  M.D.,  Hastings. 

Two  meetings  of  the  Study  Committee  were  held  on 
November  24,  1981,  and  April  13,  1982. 

The  Committee  decided  to  form  four  subcommittees  to 
hold  meetings  with  the  following  groups  for  input 
information,  communication  and  suggested  courses  of 
action.  These  subcommittees  were  with  the  following: 

Nebraska  Hospital  Association 

Business  and  Industry 

Medical  Insurance  Carriers 

Labor  Organizations 

At  the  April  13th  meeting,  a report  of  the  Sub- 
committee with  Insurance  Carriers  was  discussed.  These 
meetings  brought  out  the  following  points:  (1)  The 
Medical  Insurance  Group  was  very  interested  and  willing 
to  participate  in  the  study  with  additional  meetings. 

(2)  There  is  a need  for  knowledge  and  understanding  of  the 
problems  by  both  physicians  and  the  insurance  carriers. 

(3)  Additional  meetings  and  more  definitive  recommenda- 
tions are  planned  in  the  near  future. 

The  other  subcommittees  will  hold  meetings  as  soon  as 
possible  and  report  to  the  Study  Committee. 

A specific  recommendation  of  the  Study  Committee  is 
to  gather  information  concerning  the  physician  role  in 
helping  with  employee  absenteeism  and  length  of  time  off 
following  injury  or  illness  and  the  return  to  work.  A desire 
to  find  solutions  such  as  different  work  tasks,  etc.,  so  that 
employees  may  return  to  work  sooner  was  expressed. 

The  crucial  issues  of  the  high  costs  of  medical  care  in 
the  economy  of  this  country  and  the  change  to  a delivery 
system  based  on  regulation  and  a competitive  market 
place  is  at  hand.  This  will  undoubtedly  have  a major  effect 
on  physicians  practice. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HOSPITAL  BASED  MEDICAL  CARE 

Warren  G.  Bosley,  M.D.,  Grand  Island  - Chairman;  Clarence  McWhorter, 
M.D.,  Omaha;  Orin  R.  Hayes,  M.D.,  Lincoln;  John  D Coe,  M.D.,  Omaha;  W. 
W.  Waddell,  M.D.,  Beatrice;  Edward  Langdon,  M.D.,  Omaha. 

The  Committee  met  at  the  NMA  Headquarters  in 
Lincoln  on  April  1,  1982. 

The  task  of  this  Committee  is  to  study  and  evaluate  the 
effect  of  hospital-based  medical  facilities,  particularly 
emergency  rooms  and  outpatient  departments,  on  the 
level  of  patient  care,  the  continuity  of  that  care,  and  the 
effect  on  the  relationship  between  the  patient  and  his 
attending  physician.  In  preparation  for  this  meeting, 
comments  were  solicited  from  a number  of  physicians 
across  Nebraska.  Also,  statements  of  the  American 
Academy  of  Family  Practice  and  the  American  Society  of 
Internal  Medicine  were  reviewed.  It  was  noted  that  the 
Nebraska  Chapter  of  both  of  these  organizations  supports 
the  intent  of  the  resolution  to  which  this  Committee 
responds. 

The  Committee  observed  that  a number  of  emergency 
rooms  are  staffed  by  residents  in  training,  especially  from 
the  University  of  Nebraska  Medical  Center.  The  Com- 
mittee wonders  if  these  residents,  especially  those  in 
limited  specialty  training,  are  indeed  qualified  to  respond 
to  the  wide  variety  of  problems  encountered  in  emergency 
rooms  in  Nebraska.  The  question  also  was  raised  whether 
heads  of  the  departments  of  UNMC  are  aware  of  this 
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practice  and  whether  their  approval  is  asked  or  expected 
for  these  residents  to  practice  in  emergency  rooms. 

The  Committee  discussed  and  expressed  some  concern 
about  the  number  of  commercial  or  proprietary  organiza- 
tions, many  national  in  their  activities,  who  provide 
physicians  to  hospitals  and  to  emergency  rooms,  ap- 
parently for  profit.  The  Committee  believes  the  scope  of 
this  activity  should  be  investigated  more  fully. 

The  Committee  believes  that  care  given  in  these 
hospital-based  facilities  is  certainly  more  expensive  than 
similar  care  given  in  a physician’s  office.  Further,  care 
given  in  these  facilities  appears  to  be  much  less 
continuous  and  with  much  poorer  follow-up  than  that 
received  in  a physician’s  office  or  by  him  personally  in  a 
hospital  setting,  when  this  is  necessary. 

The  Committee  believes  that  the  increase  of  these 
hospital-based  facilities  may  be  a result  of  physicians 
feeling  less  responsible  for  their  patients  than  has  been 
thought  traditional,  and  they  may  be  less  enthusiastic 
about  treating  patients  after  hours  and  on  weekends.  In 
addition  to  this,  it  appears  that  hospitals  have  promoted 
emergency  rooms  and  outpatient  facilities  as  a service  to 
patients  whose  physicians  are  not  available;  but  perhaps 
more,  they  have  promoted  these  facilities  as  a source  of 
additional  income,  both  direct  and  from  increased 
admissions.  The  Committee  believes  that  conversations 
should  be  initiated  with  hospital  administrators  and 
especially  with  the  Nebraska  Hospital  Association  to 
discuss  these  points  more  fully  and,  if  possible,  to  propose 
ways  in  which  their  facilities  may  be  used  more  efficiently 
and  more  appropriately. 

At  the  same  time,  the  Committee  believes  that  the 
Nebraska  Association  of  Emergency  Physicians  must 
necessarily  be  involved  in  these  discussions. 

The  Committee  offers  the  following  conclusions: 
(1)  Physicians  must  assume  personal  and  continuing 
responsibility  for  their  patients.  (2)  The  NMA  must 
continue  to  be  concerned  about  maintaining  high  stan- 
dards of  patient  care  wherever  this  care  is  given.  We  must 
be  concerned  about  the  qualifications  of  those  who 
provide  care.  The  NMA  should  be  concerned  about  the 
effect  of  commercial  organizations  supplying  physicians 
to  hospitals  and  emergency  rooms  where  these  organiza- 
tions appear  to  operate  on  a profit-making  basis.  (3)  The 
apparent  increase  in  the  number  of  physicians  may  also 
increase  the  physicians  available  for  emergency  room  care 
and  may  indeed  enhance  the  use  of  these  facilities. 
(4)  There  is  a need  to  be  concerned  about  care  given  to 
Medicaid  patients  if  reductions  in  payment  for  the  care  of 
these  patients  are  made  and  if  outpatient  visits  are 
limited. 

Finally,  the  Committee  wishes  to  emphasize  that 
wherever  a physician  is  in  practice,  his  responsibility  to 
his  patient  is  a continuous  one  and  that  this  relationship 
will  provide  the  patient  with  constant  concerned  and 
effective  medical  care  delivered  more  efficiently  and  at 
lower  cost  than  is  possible  in  hospital-based  emergency 
rooms  and  outpatient  departments.  The  Committee 
requests  that  it  be  allowed  to  continue  its  work  in  an 
attempt  to  develop  discussions  with  the  Nebraska 
Hospital  Association  and  other  professional  groups,  with 
the  Department  of  Welfare  and  other  third  party  payors  in 
the  hope  that  it  might  bring  to  the  House  of  Delegates  and 
the  Nebraska  Medical  Association  proposals  and  sug- 
gestions about  the  most  effective  role  of  hospital-based 
outpatient  departments  in  providing  medical  care  to  our 
patients. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  TUMOR  REGISTRY 

F.  Wm.  Karrer,  M.D.,  Omaha  - Chairman;  John  H.  Casey,  M.D.,  Lincoln; 
C.  Lee  Retelsdorf,  M.D.,  Omaha;  Henry  M.  Lemon,  M.D.,  Omaha;  Daniel 
Durrie,  M.D.,  Omaha;  Elvin  Brown,  M.D.,  Hastings;  John  B.  Davis,  M.D., 
Omaha. 

The  following  report  is  submitted  on  the  activities  of 
this  Committee.  Much  time  and  effort  have  gone  into  the 
development  of  the  voluntary  program  since  the  Commit- 
tee was  appointed  one  year  ago  by  Doctor  Carlyle  E. 
Wilson,  -Jr.,  President  of  the  Association. 

Also  included  with  this  report  is  a proposal  to 
implement  this  system.  It  is  felt  this  is  a viable  alternative 
to  the  passage  of  LB  212  in  the  Legislature  which  has 
been  delayed  until  1983  for  implementation. 

We  would  request  the  continued  support  of  the  NMA 
for  the  continued  development  of  this  program. 

Historical  Perspective: 

Over  the  past  15-20  years,  several  attempts  have  been 
made  to  mandate  reporting  of  cancer  in  the  State  of 
Nebraska  with  legislation.  The  Nebraska  Medical  As- 
sociation and  others  have  opposed  this  for  numerous 
reasons. 

The  Nebraska  Medical  Association  opposed  the 
passage  of  LB  212. 

The  Nebraska  Medical  Association  over  the  past  year 
appointed  an  Ad-Hoc  Committee  to  explore  the  pos- 
sibility of  utilizing  existing  tumor  registries  to  accomplish 
the  same  end  (that  is,  epidemiologic  study  of  cancer  in 
Nebraska)  at  considerably  less  cost. 

Concept  of  Nebraska  Medical  Foundation 
Tumor  Registry: 

The  American  Cancer  Society  estimates  5,500  new 
cancer  cases  in  Nebraska  in  1980.  Thirteen  tumor 
registries  are  functioning  in  Nebraska  at  this  time  and 
they  accessioned  6,139  new  cancer  cases  in  1980.  A large 
percentage  of  patients,  then,  are  already  in  registries  and 
are  being  followed. 

We  propose  that  statistics  from  all  of  these  registries  be 
combined  on  a computer  utilizing  tapes  from  existing 
registries  and  entering  patients  from  non-computerized 
registries. 

The  Nebraska  Medical  Foundation  has  agreed  to 
become  the  repository  for  the  voluntary  state-wide 
program  and  has  provided  an  initial  “seed  grant”  to  assist 
in  the  development  of  this  program. 


Board  of  Councilors 

The  Annual  Session  meeting  of  the  Board  of  Councilors 
was  held  on  April  30,  1982,  at  the  Omaha  Marriott  Hotel. 

The  following  members  were  present:  Drs.  Stanley 
Truhlsen,  L.  D.  Cherry,  Myron  Samuelson,  L.  J.  Chadek, 
Warren  Miller,  Richard  Pitsch,  Thomas  Wallace,  Warren 
Bosley,  R.  E.  Donaldson,  R.  G.  Heasty,  Carlyle  E.  Wilson, 
Jr.,  Allan  C.  Landers,  and  Russell  L.  Gorthey. 

The  meeting  was  called  to  order  by  the  Chairman,  Dr. 
Truhlsen. 

The  Chairman  called  for  approval  of  the  minutes  of  the 
Fall  Session  meeting.  These  were  approved  as  printed  in 
the  December,  1981  issue  of  the  NMJ. 

There  were  no  comments  on  the  reports  and  resolutions 
contained  in  the  Handbook. 
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An  oral  report  was  presented  to  the  Board  of  Councilors 
by  Dr.  James  Dunlap,  concerning  malpractice  insurance. 

The  Chairman  called  for  approval  of  the  Life  Member- 
ship requests,  and  these  were  approved. 

Following  a review  of  cases  since  the  Fall  Session,  the 
meeting  was  adjourned. 


House  of  Delegates 


FIRST  SESSION 

The  first  session  of  the  House  of  Delegates  was  held  on 
April  30,  1982,  at  the  Omaha  Marriott  Hotel. 

The  meeting  was  called  to  order  by  the  Speaker,  Dr. 
McFadden.  Roll  call  showed  81  delegates  present,  and  the 
meeting  was  declared  in  session. 

The  following  Fifty-Year  Practitioners  were  recognized 
by  the  House  of  Delegates: 

Dr.  Ronald  C.  Anderson,  Columbus 
Dr.  J.  Milton  Margolin,  Omaha 
Dr.  Claude  T.  Mason,  Superior 
Dr.  Carrol  C.  Nelson,  Fremont 

Those  Fifty-Year  Practitioners  unable  to  be  present 
were: 

Dr.  Werner  P.  Jensen,  Omaha 
Dr.  N.  Richard  Miller,  Lincoln 
Dr.  Floyd  C.  Nelson,  Sun  City,  Ariz. 

Dr.  Randolph  H.  Tibbels,  Oakland 
Dr.  Clyde  W.  Wilcox,  Grand  Island 
Dr.  Maynard  A.  Wood,  Lincoln 

The  Necrology  was  read  by  Dr.  Russell  L.  Gorthey. 

Oral  reports  were  presented  by  the  following: 

Mrs.  L.  Palmer  Johnson,  President,  NMA  Auxiliary 
Gordon  Pejsar,  D.D.S.,  President,  Nebraska  Dental 
Association 

Dr.  Richard  Meissner,  Chairman,  Nebraska  MEDPAC 

Dr.  McFadden  called  for  approval  of  the  minutes  of  the 
Fall  Session,  and  these  were  approved  as  printed  in  the 
December,  1981  issue  of  the  NMJ. 


Members  of  the  Reference  Committees  were  selected 
and  approved  by  the  House. 

The  following  members  were  selected  for  the  Nomi- 
nating Committee: 

1st  District  — Dr.  John  Mitchell,  Omaha 
2nd  District  — Dr.  John  Reed,  Lincoln 
3rd  District  — Dr.  Myron  Samuelson,  Wymore 
4th  District  — Dr.  Herbert  Feidler,  Norfolk 
5th  District  — Dr.  Kenneth  Bagby,  Blair 
6th  District  — Dr.  John  Wilcox,  Aurora 
7th  District  — Dr.  R.  A.  Blatny,  Fairbury 
8th  District  — Dr.  Richard  Raymond,  O’Neill 
9th  District  — Dr.  James  Adamson,  Grand  Island 
10th  District — Dr.  George  Lytton,  Hastings 
11th  District — Dr.  Donald  Fischer,  North  Platte 
12th  District — Dr.  Dan  Clark,  Gering 

Dr.  Carlyle  E.  Wilson,  Jr.,  President,  was  asked  for 
remarks  to  the  House  of  Delegates. 

A tribute  to  Dr.  John  R.  Schenken,  which  had  been 
written  by  Dr.  Roger  Mason,  was  read  to  the  House. 

The  following  Reference  Committee  assignments  were 
made: 


REFERENCE  COMMITTEE  #1 
Annual  Audit  Report 

Board  of  Directors  — Item  #9  — Financial  Report 


Board  of  Directors  — Item  #1  — Nebraska  Medical 
Journal 

Board  of  Directors  — Item  #6  — NMA  Health 
Insurance  Plan 

Study  Committee  on  Cost  Awareness 
Resolution  #1  — Metro  Omaha  — Memorial 

REFERENCE  COMMITTEE  #2 
Delegate  to  the  A.M.A. 

Commission  on  Legislation  and  Legal  Affairs 
Board  of  Directors  — Item  #10  — Legislation 
Resolution  #3  — Metro  Omaha  — Medicaid  Fraud 
Resolution  #4  — Metro  Omaha  — Patient’s  Out-of- 
Pocket  Expenses 

Resolution  #7  — Metro  Omaha  — Support  of  PAC’s 

REFERENCE  COMMITTEE  #3 
Creighton  University  School  of  Medicine 
University  of  Nebraska  Medical  Center 
Commission  on  Governmental  Affairs 
Committee  on  Health  Planning 
Board  of  Directors  — Item  #3  — UNMC-NMA  Liaison 
Committee 

REFERENCE  COMMITTEE  #4 
Commission  on  Clinical  Medicine 
Ad-Hoc  Committee  on  Hospital-Based  Medical  Care 
Board  of  Directors  — Item  #2  — Nuclear  Accident 
Program  Completed 

Board  of  Directors  — Item  #7  — Delegate  Guidelines 
Resolution  #5  — Lancaster  County  — Physician 
Advanced  Life  Support 

REFERENCE  COMMITTEE  #5 
Commission  on  Public  Affairs 
Ad-Hoc  Committee  on  Membership 
Board  of  Directors  — Item  #4  — Public  Relations 
Board  of  Directors  — Item  #5  — Membership 
Resolution  #6  — Metro  Omaha  — Establishment  of  a 
Medical  Student  Chapter  of  the  NMA 

REFERENCE  COMMITTEE  #6 
Nebraska  Medical  Foundation 
Life  Membership  Requests 
Commission  on  Medical  Education 
Board  of  Directors  — Item  #8  — Tumor  Registry 
Program 

Ad-Hoc  Committee  on  Tumor  Registry 
Resolution  #2  — Metro  Omaha  — Teaching  Health 
Economics 

There  being  no  further  business,  the  House  was 
recessed. 


SECOND  SESSION 

The  second  session  of  the  House  of  Delegates  was 
called  to  order  by  the  Vice  Speaker,  Dr.  Armstrong.  Roll 
call  showed  84  delegates  present,  and  the  meeting  was 
declared  in  session. 

Dr.  Armstrong  called  for  approval  of  the  minutes  of  the 
first  session,  and  these  were  approved  as  printed. 

Reports  of  the  Reference  Committees  were  called  for, 
and  the  following  were  presented. 

Reference  Committee  #1 

Reference  Committee  #1  considered  four  reports  and 
one  resolution.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  RESOLUTION  #1  - METRO  OMAHA  — 
MEMORIAL 

This  resolution  read  as  follows: 

WHEREAS,  Doctor  John  R.  Schenken  served  the 
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Metropolitan  Omaha  Medical  Society,  the  Nebraska 
Medical  Association  and  the  American  Medical  Associa- 
tion with  distinction  for  37  years,  and 

WHEREAS,  he  was  a leading  advocate  of  excellence, 
both  in  medical  education  and  medical  practice,  and 

WHEREAS,  he  exemplified  the  qualities  of  ethics  and 
professional  responsibilities  most  desired  by  physicians, 
and 

WHEREAS,  in  addition  he  provided  warm  friendship 
and  engaging  humor  to  his  many  colleagues;  therefore,  be 
it 

RESOLVED,  that  the  Metropolitan  Omaha  Medical 
Society  note  his  death  with  sadness,  and  that  the 
Nebraska  Medical  Association  be  instructed  to  provide  a 
suitable  memorial  resolution  for  the  AMA  House  of 
Delegates;  and 

BE  IT  FURTHER  RESOLVED,  that  the  MOMS 
convey  our  sympathy  to  his  family  and  provide  them  a 
copy  of  this  resolution. 

The  Committee  recommends  acceptance  of  the  resolu- 
tion as  presented,  except  for  the  alteration  that  it  state, 
“BE  IT  FURTHER  RESOLVED,  that  the  Nebraska 
Medical  Association  convey  our  sympathy  to  his  family 
and  provide  them  a copy  of  this  resolution.’’  In  addition,  it 
would  incorporate  with  it  the  remarks  read  before  the 
opening  session  of  the  House  of  Delegates  by  Dr.  Roger 
Mason.  These  remarks  are  as  follows: 

AN  ENCOMIUM 

“The  death  of  any  physician  is  an  event  we  all 
contemplate  with  sorrow  and  remorse.  Society  has 
reserved  to  the  medical  profession  the  high  privilege  of 
ministering  to  the  sick  and  needy,  and  our  physicians  have 
always  responded  with  responsible  care.  Each  year  at  our 
annual  meeting  we  honor  those  who  have  become 
deceased  during  the  past  year  as  properly  as  we  should. 

“Occasionally,  however,  death  overtakes  one  whose  life 
has  had  such  a positive  impact  on  so  many  that  a simple 
obituary  notice  or  memorial  resolution  isn’t  adequate. 
Such  a physician  was  J.  R.  (Rudy)  Schenken,  M.D. 

“To  be  sure,  he  was  a family  man  who  loved  a wife  and 
children,  devoting  himself  to  their  welfare  and  providing 
both  the  tangible  and  intangible  assets  to  further  their 
lives. 

“Rudy  was  also  a physician  who  constantly  sought  new 
knowledge  and  improved  ways  of  making  it  available  for 
his  patients.  He  delivered  his  care  not  only  with 
responsibility  and  compassion  but  also  with  fervor  and 
tireless  energy. 

“Many  of  today’s  doctors  throughout  our  country  also 
knew  Rudy  as  a teacher  in  the  finest  sense  of  that  word. 
He  was  never  content  to  relegate  himself  to  the  role  of  a 
conduit  merely  dictating  and  passing  along  the  current 
state  of  the  art  of  his  profession.  Instead,  he  always  added 
the  something  extra,  which  taught  his  students  both  logic 
and  reason,  as  well  as  the  ability  to  think. 

“Rudy  was  much  more  than  all  this;  however,  because  he 
also  found  the  time  and  articulative  talent  to  defend  both 
his  patients  and  his  profession  from  regimentation  and 
socialization.  He  fought  many  battles  in  this  arena  and 
could  deservedly  be  called  the  conservative  conscience  of 
organized  medicine  on  the  local,  state,  and  national  level. 

“While  we  deeply  mourn  the  passing  of  Dr.  J.  R. 
Schenken,  we  can  also  rejoice  because  of  the  strong  legacy 
he  has  left  us.  Our  community,  our  state,  and  our  nation 
are  better  because  of  his  many  years  of  service.  He  has 


shown  us  how  to  practice  both  the  art  and  the  science  of 
medicine  with  skill  and  compassion.  He  has  shown  us  the 
value  of  thought  and  effort  in  dissuading  medicine’s 
detractors. 

“Thank  you,  Rudy!” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  ANNUAL  AUDIT  REPORT 

This  report  was  approved  after  discussion,  which  was 
particularly  directed  toward  explanation  of  deficits. 
However,  it  is  felt  that  review  of  such  financial  figures 
could  be  considerably  more  meaningful  if  the  report  could 
be  assigned  to  a specific  Committee  in  advance,  and  also 
include  figures  for  the  two  preceding  years.  It  is  felt  that  a 
better  evaluation  could  be  achieved  if  more  time  and 
information  were  available.  The  1982  budget  was  ap- 
proved after  discussion  during  which  numerous  questions 
were  asked  and  adequately  explained.  The  previous 
comment  regarding  more  time  for  evaluation  is  felt  to 
apply  to  consideration  of  the  proposed  budget  also.  The 
Committee  can  only  endorse  the  concluding  paragraph  of 
the  financial  report  regarding  the  Board  continuing  to 
carefully  monitor  NMA  expenses. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  Dr. 
Orin  Hayes,  Treasurer,  assured  the  House  that  the  Board 
will  consider  the  recommendation  of  the  Reference 
Committee  that  the  Annual  Audit  and  the  Budget  be 
assigned  in  advance  to  a specific  Reference  Committee  to 
allow  more  time  for  evaluation.  This  section  was  approved 
by  the  House. 

(3)  BOARD  OF  DIRECTORS  — ITEM  #1  — 
NEBRASKA  MEDICAL  JOURNAL 

The  Reference  Committee  expresses  appreciation  of 
the  report  and  recommends  the  matter  be  filed  for 
information.  It  is  also  noted  that  discussion  brought  out 
that  a very  successful  transition  in  Editorship  of  the 
Journal  has  been  accomplished. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  BOARD  OF  DIRECTORS  — ITEM  #6  — NMA 
HEALTH  INSURANCE  PLAN 

The  Reference  Committee  expresses  appreciation  of 
the  report  and  recommends  that  the  matter  be  filed  for 
information.  Discussion  brought  out  that  the  Board  had 
made  extensive  study  before  proceeding  with  the  current 
health  insurance  program.  The  Reference  Committee  also 
approved  of  the  Board’s  action  in  urging  use  of  the 
deductible  plan  rather  than  that  providing  first-dollar 
coverage.  However,  it  is  of  interest  to  note  that  more  than 
50%  of  the  medical  offices  covered  have  remained  with 
first-dollar  coverage,  rather  than  the  deductible  plan. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(5)  REPORT  OF  THE  STUDY  COMMITTEE  ON 
COST  AWARENESS 

The  Reference  Committee  expresses  appreciation  of 
the  report  and  recommends  that  the  matter  be  filed  for 
information.  Extensive  discussion  accompanied  this  re- 
port, emphasizing  the  recognition  and  concern  of  rapidly 
rising  medical  costs,  and  the  need  to  control  them.  The 
need  for  meeting  with  groups  such  as  the  Nebraska 
Hospital  Association,  business  and  industry,  medical 
insurance  carriers  and  labor  organizations,  is  recognized 
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as  it  requires  cooperation  and  input  from  all  concerned. 
Areas  indicating  a need  for  educating  the  medical 
community  regarding  cost  containment  and  extensive 
discussion  regarding  this,  followed  with  particular  refer- 
ence to  in-patient  vs  out-patient  hospital  and  office  care 
vs  either  in-patient  or  out-patient  hospital  care.  This 
Committee  is  in  its  fourth  year  and  can  only  be 
encouraged  to  continue  in  the  conscientious  efforts  it  has 
apparently  been  making. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #1 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Edward  Malashock,  M.D.,  Omaha, 
Chairman 

William  Doering,  M.D.,  Franklin 
A.  H.  Bergman,  M.D.,  Fremont 


Reference  Committee  #2 

Reference  Committee  #2  considered  three  reports  and 
three  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  DELEGATE  TO  THE  A.M.A. 

Testimony  was  heard  regarding  Nebraska  Resolutions 
#32,  #33,  and  #34  to  the  AMA.  There  was  some 
discussion  as  to  the  status  of  the  concern  regarding  the 
size  of  the  House  of  Delegates  and  the  role  of  students 
and  residents  with  regards  to  the  Board  of  Trustees  of  the 
AMA.  The  recommendation  of  the  Committee  is  that  the 
Report  of  the  Delegate  to  the  AMA  be  approved  as 
written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  COMMISSION  ON 
LEGISLATION  AND  LEGAL  AFFAIRS 

Considerable  discussion  followed  with  regard  to  several 
of  the  bills  considered  by  the  Nebraska  Legislature, 
including  statewide  cancer  registry,  the  optometry  Sunset 
Bill  and  the  strong  effort  on  the  part  of  the  chiropractors 
in  the  state  to  expand  their  practice  and  the  anticipated 
future  difficulties  in  this  area.  The  recommendation  of 
this  Committee  is  that  the  Report  of  the  Commission  on 
Legislation  and  Legal  Affairs  be  accepted  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded  and 
discussion  followed.  Dr.  Cornelius  recommended  that  the 
NMA  request  from  the  Department  of  Health  the  rules 
used  for  determining  the  scope  of  practice  of  limited 
practitioners.  The  Chair  ruled  that  this  would  be  done  by 
the  Board  of  Directors.  Dr.  Dunlap  suggested  further  that 
the  Board  of  Directors  report  back  regarding  this  at  the 
next  session  of  the  House.  Dr.  Roffman  suggested  that  the 
Board  should  consider  the  AMA  Position  Paper  on 
Chiropractic  when  reviewing  this  matter.  This  section  of 
the  Reference  Report  was  approved  by  the  House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS  — 
ITEM  #10  - LEGISLATION 

Testimony  in  this  area  was  also  heard  in  testimony  on 
the  Report  of  the  Commission  on  Legislation  and  Legal 
Affairs.  The  Committee  recommends  acceptance  of  the 
Report  of  the  Board  of  Directors,  Item  #10. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 


SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  RESOLUTION  #3  — METRO  OMAHA  - 
MEDICAID  FRAUD 

This  resolution  read  as  follows: 

WHEREAS,  there  is  little  evidence  that  fraud  in  the 
Medicaid  program  is  a significant  problem  in  Nebraska, 
and 

WHEREAS,  the  Federal  government  is  concerned 
that  states  are  not  investigating  problems  appropriately 
especially  in  the  midwest,  and 

WHEREAS,  the  Metropolitan  Omaha  Medical  So- 
ciety, the  Nebraska  Medical  Association,  and  the 
American  Medical  Association  have  been  strongly 
supportive  of  approriate  efforts  to  eliminate  fraudulent 
practices  in  the  Medicaid  program;  therefore,  be  it 

RESOLVED,  that  the  Nebraska  Medical  Association 
reaffirm  its  support  of  the  State  of  Nebraska  to 
eliminate  fraudulent  practices  in  the  Nebraska  Medi- 
caid program. 

Testimony  heard  in  regard  to  this  resolution  was 
favorable.  Several  physicians  present  pointed  out  that  it 
was  quite  appropriate  to  respond  to  allegations  against 
medicine  in  this  manner,  rather  than  ignore  them.  The 
Committee  recommends  the  adoption  of  this  resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(5)  RESOLUTION  #4  — METRO  OMAHA  - 
PATIENT’S  OUT-OF-POCKET  MEDICAL 
EXPENSES:  A TAX  PENALTY 

This  resolution  read  as  follows: 

WHEREAS,  the  way  that  policies,  procedures,  and 
proposals  are  named  profoundly  influences  the  way 
they  are  perceived,  and 

WHEREAS,  one  of  the  most  dramatic  examples  of 
this  is  the  use  of  the  term  TAX  EXPENDITURE  for  a 
legitimate  deduction  established  by  law  under  our 
democratic  system,  and 

WHEREAS,  accurate  terminology  can  be  helpful  to 
all  concerned  in  understanding  and  dealing  with  such  a 
policy,  procedure  or  proposal,  and 

WHEREAS,  the  American  Medical  Association’s 
House  of  Delegates  is  currently  on  record  as  supporting 
uniform  tax  treatment  of  medical  expenditures,  and 

WHEREAS,  the  Internal  Revenue  Service  presently 
treats  personal,  out-of-pocket  medical  expenditures 
adversely  as  opposed  to  employer  provided  insurance 
for  medical  expenditures;  therefore,  be  it 

RESOLVED,  that  the  American  Medical  Association 
consider  the  use  in  the  future  of  the  term  MEDICAL 
TAX  PENALTY  to  describe  this  nonuniform  and  unfair 
procedure. 

Testimony  was  heard  in  favor  of  this  resolution.  The 
Committee  recommends  the  adoption  of  this  resolution. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  bv  the 
House. 

(6)  RESOLUTION  #7  — METRO  OMAHA 
SUPPORT  FOR  PAC’S 

This  resolution  read  as  follows: 

WHEREAS,  the  political  process  has  and  will 
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continue  to  have  a profound  impact  on  the  practice  of 
medicine,  and 

WHEREAS,  the  political  activities  will  occur  both  in 
state  legislatures  as  well  as  in  the  federal  Congress,  and 

WHEREAS,  the  officers.  Board  of  Directors,  and 
members  of  the  House  of  Delegates  and  their  Alter- 
nates of  the  Nebraska  Medical  Association  represent 
the  leaders  of  the  profession  in  our  state;  therefore,  be  it 

RESOLVED,  that  the  Nebraska  Medical  Association 
strongly  urges  that  the  medical  leaders  of  Nebraska  (the 
Officers,  Directors,  Delegates  and  Alternate  Delegates 
of  the  NMA)  be  members  of  NEBPAC  and  AMPAC. 

Considerably  testimony  was  heard  supportive  of  this 
resolution.  During  the  ensuing  discussion,  the  importance 
of  personal  acquaintance  and  contact  with  local  legislators 
was  stressed.  The  question  was  raised  as  to  the  possibility 
of  workshops  for  the  membership  in  conjunction  with 
Sessions  of  the  Nebraska  Medical  Association.  The  thrust 
of  these  Sessions  w'ould  be  to  educate  the  physicians  in 
the  practical  aspects  of  politics.  The  Committee  recom- 
mends the  approval  of  Resolution  #7  as  submitted. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #2 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Robert  Buchman,  M.D.,  Lincoln,  Chairman 
Herbert  Feidler,  M.D.,  Norfolk 
Richard  Meissner,  M.D.,  Omaha 

Reference  Committee  #3 

Reference  Committee  #3  considered  five  reports.  The 
Committee  submits  the  following  report  and  recommen- 
dations. 

(1)  REPORT  OF  CREIGHTON  UNIVERSITY 

SCHOOL  OF  MEDICINE 

The  Committee  noted  the  appointment  of  Dr.  Michael 
J.  Haller  as  Chairman  of  the  Department  of  Family 
Practice.  Also,  the  addition  of  tw'o  new  clinics  to  the 
School  of  Medicine,  namely  the  Human  Genetics  Clinic  and 
a Low  Vision  Clinic  for  specialized  optical  sendees  and 
aids  to  the  general  public.  A presidential  search  commit- 
tee is  now  in  the  final  stages  of  submitting  names  for 
nominations  for  the  selection  for  a Dean  of  the  School  of 
Medicine.  Also  noted  with  interest  was  the  fact  that  5,816 
applications  for  110  seats  inthe  freshman  class  has  been 
received.  It  wras  noted  this  was  a decline  of  300  from  the 
previous  year.  It  was  also  noted  that  a tuition  increase  of 
10.6%  for  the  1982-83  academic  year  had  been  approved, 
and  the  tuition  for  the  coming  year  will  be  $7,880,  among 
the  lowest  for  the  nation's  non-public  medical  schools. 
The  Committee  wishes  to  thank  James  E.  Hoff,  S.J., 
Ph.D.,  Acting  Dean,  for  a fine  report  from  the  Creighton 
University  School  of  Medicine. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  UNIVERSITY  OF  NEBRASKA 

COLLEGE  OF  MEDICINE 

The  Committee  noted  with  interest  the  recruitment  of 
new  academically-oriented  faculty  members,  particularly 
in  the  fields  of  pathology,  internal  medicine  and  pediatrics. 
Some  of  these  newdy  appointed  faculty  members  have  had 
special  expertise  in  the  field  of  immunology,  and  also 
include  a distinguished  investigator  who  heads  up  the 


Division  of  Rheumatology  and  Immunology'.  Dr.  Connell 
was  gratified  to  see  approval  by  the  Legislature  and  the 
Governor  for  the  inclusion  of  replacement  monies  to 
continue  the  support  of  the  Family  Practice  program. 
Such  monies  had  previously  been  obtained  from  a federal 
grant.  It  was  also  noted  with  interest  the  acknowledge- 
ment of  the  Nebraska  Medical  Association  and  its 
Executive  Committee,  in  the  continuing  effort  of  assuring 
appropriations  when  necessary'.  Also  notable  was  the 
intention  of  the  College  of  Medicine  to  develop  a fund- 
raising campaign  consisting  of  outside  funds,  in  an  effort 
to  raise  one-half  million  dollars  to  endow  ten  newly- 
developed  chairs  in  a variety  of  disciplines.  Dr.  Connell 
wishes  to  thank  members  of  the  subcommittees  of  the 
Alumni  Association,  as  well  as  members  of  the  Nebraska 
Medical  Association,  for  their  help  in  providing  sufficient 
additional  monies  for  the  academic  functions  described. 
The  Committee  wishes  to  thank  Dr.  Connell  for  his 
excellent  report  and  wishes  the  University  well  in  the 
coming  year. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS  — 
ITEM  #3  — UNMC-NMA  LIAISON  COMMITTEE 

The  Committee  next  discussed  the  section  of  this 
report,  labeled  #3,  concerning  the  University  of  Nebraska 
Medical  Center  and  Medical  Association  Liaison 
Committee.  Dr.  Russell  Gorthey  w-as  present  and 
described  the  excellency  of  these  meetings.  He  explains 
that  there  are  a total  of  14  members  presently  serving 
on  the  Committee.  Twto  additional  private  practicing 
physicians  have  been  added  to  the  Committee  for 
a total  of  four,  and  they  meet  every  other  month. 
He  further  commented  on  the  laborious  and  time- 
consuming  nature  of  the  meetings,  but  added  that 
the  rewards  w'ere  great  in  terms  of  the  increased  liaison 
between  the  University  faculty  members  and  the  practic- 
ing physician.  He  further  added  that  any  member  of  the 
Nebraska  Medical  Association  who  might  be  interested  in 
a position  on  this  Committee  notify  the  Executive 
Committee  of  the  Nebraska  Medical  Association. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded.  The 
question  was  asked  that  where  “Committee"  was  referred 
to  in  this  section,  did  it  refer  to  the  Admissions 
Committee  or  the  Liaison  Committee.  It  w'as  moved  and 
seconded  that  this  section  of  Reference  Committee  #3 
report  be  referred  back  to  the  Committee  to  be  rewritten 
and  brought  back  to  the  third  session  of  the  House.  This 
was  approved  by  the  House. 


(4)  REPORT  OF  THE  COMMISSION  ON 
GOVERNMENTAL  AFFAIRS 
The  Committee  discussed  the  Report  of  the  Com- 
mission on  Governmental  Affairs.  Dr.  Jerald  Schenken 
w'as  present  at  the  meeting  and  pointed  out  that  the 
Nebraska  Department  of  Public  Welfare  had  requested 
advice  from  the  Nebraska  Medical  Association  on 
methods  of  conserving  funds  on  block  grants.  As  a result, 
an  Ad-Hoc  Committee  on  Block  Grants  was  appointed, 
and  met  with  members  of  the  Public  Welfare  Department. 
As  a result,  some  30  plus  proposals  for  conservation  of 
funds  were  reported  in  an  interim  report  Dr.  Schenken 
further  pointed  out  that  most  of  the  concern  was  with 
various  money  primarily  spent  at  the  nursing  home  level 
and  the  hospital  level.  During  the  past  year,  some  50%  of 
the  money  was  directed  tow'ard  nursing  homes,  some  20% 
toward  hospitals,  and  less  than  9%  toward  physicians. 
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Further,  he  thought  that  this  year’s  allocations  would  be 
some  2-3%  less  than  those  requested  last  year. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(5)  REPORT  OF  THE  COMMITTEE  ON  HEALTH 
PLANNING,  INCLUDING  THE  POSITION 
PAPERS  ON  OPHTHALMOLOGY  AND  EYE 
CARE  AND  ON  PATHOLOGY  SERVICES 
Little  or  no  discussion  was  heard  on  the  recommenda- 
tions of  the  Nebraska  Medical  Association  regarding  the 
future  of  health  planning  in  Nebraska.  The  comments  that 
were  heard  concerning  this  section  of  the  report  as 
outlined  in  the  Handbook,  were  chiefly  directed  toward 
the  excellence  of  this  report. 

The  Committee  also  discussed  the  Position  Paper  on 
Ophthalmology  and  Eye  Care.  Several  ophthalmologists 
were  present  at  the  meeting  and  as  a result  of  discussion 
with  the  Committee,  one  or  two  modifications  in  this 
report  seem  to  be  in  order.  Namely,  under  “Prevention”, 
an  additional  paragraph  be  added  at  the  end  as  follows: 

“Since  early  recognition  and  treatment  of  eye  disease  is 
vital,  delayed  referral  to  physicians  of  those  individuals 
who  have  eye  problems  involving  medical  diagnosis  and 
treatment,  sometimes  result  in  vision  impairment  and 
loss  of  which  might  have  been  avoided  or  minimized  by 
prompt  referral.  The  public  welfare  can  be  best 
preserved  if  non-medical  practitioners  (optometrists) 
adhere  to  guidelines  listing  signs  and  symptoms  of 
potentially  serious  eye  disease,  recognition  of  which 
would  indicate  referrals  to  the  appropriate  medical 
practitioner.” 

Secondly,  under  “Optometrists”,  in  the  sentence  which 
reads,  “Optometrists  are  practitioners  who  are  specially 
trained  in  the  provision  . . .”,  after  the  word  “are”,  add 
“non-medical  practitioners”.  This  would  then  read, 
“Optometrists  are  non-medical  practitioners  who  are 
specially  trained  in  the  provision  of  vision  care  and  eye 
examination.” 

Thirdly,  in  the  last  sentence  under  “Optometrists”, 
following  the  word,  “Optometrists”,  insert,  “should  be 
expected  to”.  This  would  then  read,  “Optometrists  should 
be  expected  to  refer  patients  with  eye  disease  to  local 
physicians  or  ophthalmologists  depending  on  the  type  and 
severity  of  the  problem  detected.” 

The  Committee  also  considered  the  Position  Paper  on 
Pathology  Services  as  a part  of  the  Health  Planning 
Committee.  No  further  discussion  was  heard  or  carried 
out  regarding  this  Position  Paper  as  outlined  in  the 
Handbook,  and  it  is  recommended  that  this  paper  be 
accepted  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #3, 
WITH  THE  EXCEPTION  OF  SECTION  #3,  AS  A 
WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Fred  Rutt,  M.D.,  Hastings,  Chairman 
Ronald  Asher,  M.D.,  North  Platte 
Richard  Cottingham,  M.D.,  McCook 


Reference  Committee  #4 

Reference  Committee  #4  considered  four  reports  and 


one  resolution.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  COMMISSION  ON  CLINICAL  MEDICINE 

The  Committee  noted  the  reports  of  this  Commission 
with  recommendations  of  three  different  procedures. 
Testimony  revealed  marked  appreciation  of  the  protocol 
that  was  developed  by  this  Committee  and  our  recom- 
mendations are  that  these  be  reported  to  1)  the  hospitals, 
and  2)  the  local  emergency  medical  services. 

The  Reference  Committee  wants  to  acknowledge  and 
thank  the  Nebraska  Association  of  Nuclear  Physicians 
and  the  Nebraska  Radiological  Society  for  their  interest 
and  the  development  of  these  reports. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  SCIENTIFIC  SESSIONS  COMMITTEE 

The  next  item  considered  was  that  of  the  Scientific 
Session  report  and  this  Committee  recommends  the 
excellent  program  submitted. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  AD-HOC  COMMITTEE  ON  MATERNAL  AND 
CHILD  HEALTH 

The  Ad-Hoc  Committee  on  Maternal  and  Child  Health 
was  reviewed  for  information  purposes  only. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  BOARD  OF  DIRECTORS  — ITEM  #7  — 
DELEGATE  GUIDELINES 

The  next  item  considered  was  that  of  Item  #7  in  the 
Board  of  Directors  Report,  the  Delegate  Guidelines.  This 
Reference  Committee  recommends  the  diligent  work  and 
the  development  of  Delegate  Guidelines  should  be  very 
helpful  to  the  members  of  the  House  of  Delegates. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(5)  RESOLUTION  #5  — LANCASTER  COUNTY  - 
PHYSICIAN  ADVANCED  LIFE  SUPPORT 
INVOLVEMENT  CARD 

The  next  item  that  was  considered  was  that  of 
Resolution  #5  from  Lancaster  County,  which  read  as 
follows: 

WHEREAS,  it  is  an  accepted  principle  that  the 
provision  of  medical  care  to  the  citizens  of  the  State  of 
Nebraska  is  the  responsibility  of  the  medical  profession, 
and 

WHEREAS,  the  provision  of  life  saving  emergency 
medical  care  is  the  responsibility  of  the  medical 
profession  who  determine  the  standards  of  care 
provided  to  their  patients  by  personnel  serving  as  an 
extension  of  the  physicians’  practice  of  emergency 
medicine  at  the  scene  of  an  emergency  medical 
situation,  and 

WHEREAS,  it  is  most  important  to  prevent  delays 
and  misunderstandings  at  the  scene  of  an  emergency 
medical  situation;  be  it  therefore 

RESOLVED,  that  the  Nebraska  Medical  Association 
endorse  the  following  Physician  Advanced  Life  Support 
Involvement  Card  and  encourage  all  pre-hospital 
emergency  care  personnel  to  utilize  the  card  when 
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physicians  at  the  scene  of  an  emergency  medical 
situation  identify  themselves. 

NOTE  TO  PHYSICIANS 
This  life  support  team  operates  under  the  policies  and 
procedures  developed  by  the  local  Medical  Control 
Board.  The  drugs  they  carry  and  procedures  they  can 
do  are  restricted  by  law  and  local  policy. 

If  you  want  to  assist,  this  can  be  done  within  the 
following  guidelines  on  the  reverse  side  of  this  card. 

Alternative  Guidelines  for  Physician  Involvement 

After  identifying  yourself  by  name  as  a physician 
licensed  in  the  State  of  Nebraska,  and,  if  requested, 
showing  proof  of  identity,  you  may  choose  to  do  one  of 
the  following: 

1.  Offer  your  assistance  with  another  pair  of  hands, 
eyes,  or  suggestions,  but  let  the  life  support  team 
remain  under  base  hospital  control;  or 

2.  Request  to  talk  to  the  base  station  physician  and 
directly  offer  your  medical  advice  and  assistance;  or 

3.  Take  TOTAL  responsibility  and  accompany  the 
patient(s)  to  the  hospital  in  the  ambulance. 

4.  ALS  Personnel  will  Notify  BSP  that  the  Dr.  so 
identified  is  in  charge  of  the  situation  via  radio.  The 
BSP  is  relieved  of  all  responsibility  regarding  this 
particular  ALS  call. 

It  is  the  Committee’s  recommendation  that  this 
resolution  be  adopted  in  its  whole. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded  and 
discussion  followed.  Dr.  Coe  moved  that  this  be  referred 
to  the  Board  of  Directors  for  study,  and  this  was  approved 
by  the  House. 

(6)  AD-HOC  COMMITTEE  ON  HOSPITAL-BASED 
MEDICAL  CARE 

The  next  item  that  was  considered  was  the  Report  of 
the  Ad-Hoc  Committee  on  Hospital-Based  Medical  Care. 
Much  discussion  and  testimony  was  heard  regarding  the 
qualifications  and  licensures  of  individuals  participating 
in  emergency  room  services.  It  was  suggested  that  the 
Nebraska  Chapter  of  the  American  College  of  Emergency 
Physicians  and  the  American  College  of  Surgeons  with  the 
Nebraska  Committee  on  Trauma  be  asked  to  help  monitor 
these  services.  It  is  our  recommendation  that  this  Ad-Hoc 
Committee  be  continued  to  monitor  this  segment  of 
medical  practice. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #4 
AS  A WHOLE  AS  AMENDED.  This  was  approved  by 
the  House. 

Respectfully  submitted, 

Donald  J.  Pavelka,  M.D.,  Omaha, 
Chairman 

Stanley  Nabity,  M.D.,  Grand  Island 

Paul  Collicott,  M.D.,  Lincoln 


Reference  Committee  #5 

Reference  Committee  #5  considered  four  reports  and 
one  resolution.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 


(1)  REPORT  OF  THE  COMMISSION  ON  PUBLIC 
AFFAIRS 

This  report  is  a fairly  comprehensive  listing  of  new 
projects  and  activities,  aimed  at  communicating  the 
health  care  message  to  the  citizens  of  our  state  through 
the  various  print  and  broadcast  media.  Dr.  Retelsdorf 
testified  before  the  Committee  and  indicated  that  his 
Commission  has  found  that,  in  general,  there  is  no 
meaningful  communication  between  the  business  com- 
munity and  medical  community  in  most  cities  in  our  state. 
His  Commission  recently  sent  out  packets  to  county 
medical  societies,  offering  assistance  in  this  effort,  but  has 
had  little  or  no  response.  He  strongly  urged  local  societies 
to  take  advantage  of  the  Commission’s  help  in  establish- 
ing meetings  between  the  medical  and  business  communi- 
ties. This  hopefully  will  result  in  ongoing  dialogue  with 
better  understanding  and  cooperation  between  medicine 
and  business  aspects  of  the  community. 

The  Reference  Committee  wishes  to  commend  the 
Commission  on  Public  Affairs  for  their  fine  effort  to 
communicate  the  story  of  medicine  to  the  people  of  our 
state.  The  Committee  also  recommends  that  individual 
members  avail  themselves  of  the  help  that  the  Commis- 
sion provides  and  to  become  more  personally  involved  in 
this  effort  in  their  own  communities. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
MEMBERSHIP 

Testimony  was  heard  with  regard  to  the  need  for  more 
and  earlier  planning  in  the  membership  drive  effort.  The 
suggestion  was  made  that  the  NMA  staff,  the  officers  and 
the  Board  of  Directors  be  encouraged  to  speak  at  county 
medical  societies  in  an  effort  to  inform  doctors  as  to  what 
the  Nebraska  Medical  Association,  county  medical  as- 
sociations, and  the  AMA  are  doing  for  the  doctors  as 
individuals  and  the  practice  of  medicine  in  general.  It  was 
felt  that  a better  effort  should  also  be  made  to  educate 
medical  students  with  regard  to  the  function  of  the  NMA, 
and  to  solicit  their  involvement.  This  should  also  include 
an  attempt  to  identify  how  the  Association’s  money  is 
being  spent  to  improve  the  practice  of  medicine. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  BOARD  OF  DIRECTORS  - 
ITEM  #4  — PUBLIC  RELATIONS 

This  report  was  informational  in  nature,  and  comments 
regarding  it  are  included  in  the  Report  of  the  Commission 
on  Public  Affairs. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  REPORT  OF  THE  BOARD  OF  DIRECTORS  — 
ITEM  #5  - MEMBERSHIP 

Comments  regarding  this  portion  of  the  report  are 
included  in  the  discussion  of  the  Report  of  the  Ad-Hoc 
Committee  on  Membership. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(5)  RESOLUTION  #6  — METRO  OMAHA  - 
ESTABLISHMENT,  MEDICAL  STUDENT 
CHAPTER  OF  THE  NMA 

This  resolution  read  as  follows: 
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WHEREAS,  the  medical  students  at  the  University 
of  Nebraska  Medical  Center  have  little  understanding 
of  the  objectives  and  goals  of  organized  medicine  and 
the  related  benefits, and 

WHEREAS,  the  Nebraska  Medical  Association 
(NMA)  has  had  very  limited  opportunity  to  interact  with 
medical  students  because  of  the  lack  of  a student 
organization  to  work  in  concert  with  the  NMA,  and 

WHEREAS,  it  will  be  of  mutual  benefit  to  the  NMA 
and  to  the  medical  students  in  Nebraska  to  create  an 
organization  for  such  interaction;  therefore 

BE  IT  RESOLVED,  that  the  House  of  Delegates  of 
the  Nebraska  Medical  Association  endorse,  support  and 
recommend  to  the  NMA  the  creation  of  a Medical 
Student  Chapter  (MSC)  of  the  Nebraska  Medical 
Association,  and 

BE  IT  FURTHER  RESOLVED,  that  the  purpose  of 
the  MSC/NMA  be  to: 

1)  Provide  a means  for  the  NMA  to  educate  medical 
students  as  to  the  purposes  and  methods  of 
organized  medicine  and  the  advantages  of  being 
associated  with  a state  medical  society; 

2)  Involve  student  participation  in  the  affairs  and 
concerns  of  the  NMA  and  physicians  practicing  in 
Nebraska; 

3)  Prepare  medical  students  to  become  the  future 
participating  physicians  in  organized  medicine. 

There  was  considerable  testimony  with  regard  to  the 
desirability  of  the  development  of  a medical  student 
chapter  of  the  NMA.  It  was  pointed  out  that  this  chapter 
would  have  similar  status  to  that  of  any  other  county 
medical  society.  The  current  plans  are  to  submit  a 
constitution  and  by-laws  to  the  NMA  at  the  Fall  Session, 
to  be  coupled  with  a membership  drive,  starting  with  the 
freshman  classes  in  both  medical  schools.  The  current 
plans  are  to  use  the  medical  student  section  of  the  AMA 
as  a role  model.  The  Metropolitan  Omaha  Medical 
Society  has  currently  agreed  to  function  in  an  advisory 
capacity  to  the  student  chapter  of  the  Nebraska  Medical 
Association.  If  such  a chapter  is  established,  it  would  be 
one  of  four  in  the  nation.  Other  states,  including 
California,  Illinois  and  Texas,  have  similar  chapters  at  the 
present  time.  The  current  effort  is  centered  at  the 
University  of  Nebraska  Medical  Center,  with  expressed 
desire  to  develop  similar  interests  on  the  Creighton 
Medical  School  campus,  as  well. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #5 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Kenneth  Ellis,  M.D.,  Kearney,  Chairman 
Robert  Kruger,  M.D.,  Omaha 
Sushil  Lacy,  M.D.,  Lincoln 

Reference  Committee  #6 

Reference  Committee  #6  considered  six  reports  and 
one  resolution.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  NEBRASKA  MEDICAL  FOUNDATION 
We  considered  the  report  of  the  Nebraska  Medical 
Foundation,  Inc.  After  a brief  discussion  of  this  report,  it 
was  pointed  out  that  the  Board  of  the  Nebraska  Medical 
Foundation  should  be  commended  for  their  efforts  and 
their  financial  support  of  the  voluntary  statewide  tumor 


registry  program.  The  Committee  recommends  approval 
of  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  LIFE  MEMBERSHIP  REQUESTS 

After  very  brief  discussion,  the  Committee  recommends 
acceptance  of  all  the  applications  offered.  These  are  as 
follows: 

BUFFALO  COUNTY: 

Sanford  O.  Staley,  M.D.,  Kearney 
METROPOLITAN  OMAHA: 

C.  R.  Hankins,  M.D.,  Omaha 
Walter  J.  Holden,  M.D.,  Omaha 
Murray  Minthorn,  M.D.,  Omaha 
Merle  M.  Musselman,  M.D.,  Omaha 
Gerald  C.  O’Neil,  M.D.,  Omaha 
Stanley  Potter,  M.D.,  Omaha 
NORTHEAST  NEBRASKA: 

Charles  Ingham,  M.D.,  Wayne 
SOUTH  CENTRAL  NEBRASKA: 

L.  G.  Bunting,  M.D.,  Hebron 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  COMMISSION  ON  MEDICAL  EDUCATION 

No  discussion  was  heard.  The  Committee  would  like  to 
point  out  that  this  Commission  does  not  ask  for  rigid 
requirements  for  Continuing  Medical  Education  at  this 
time,  but  does  stress  the  need  for  greater  hospital 
participation.  The  Committee  recommends  acceptance  of 
the  report  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  BOARD  OF  DIRECTORS  — ITEM  #8  — TUMOR 
REGISTRY  PROGRAM  AND  THE  REPORT  OF 
THE  AD-HOC  COMMITTEE  ON  TUMOR 
REGISTRY 

A great  deal  of  testimony  was  heard  which  was  all  in 
favor  of  acceptance  of  the  voluntary  statewide  tumor 
registry  program.  It  was  pointed  out  that  if  tumor  registry 
were  done  by  legislation,  the  estimated  cost  would  be 
approximately  $145,000  initially,  while  with  the  private 
plan,  it  is  estimated  that  the  initial  cost  would  be  in  the 
neighborhood  of  $15,000,  and  the  yearly  cost  thereafter 
would  be  about  $5,000.  The  present  13  operating 
programs  will  be  coordinated  and  all  Nebraska  hospitals 
encouraged  to  participate.  Acceptance  of  this  report 
demonstrates  approval  by  the  Nebraska  Medical  Associa- 
tion of  a quality  voluntary  tumor  reporting  system  which 
will  be  of  benefit  to  and  on  behalf  of  the  citizens  of  the 
State  of  Nebraska.  The  Committee  strongly  recommends 
the  acceptance  of  this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(5)  RESOLUTION  #2  — METRO  OMAHA  - 
TEACHING  HEALTH  ECONOMICS 

This  resolution  read  as  follows: 

WHEREAS,  the  American  Medical  Association  has 
gone  on  record  many  times  supporting  the  development 
by  Medical  Schools  of  courses  on  health  economics,  and 

WHEREAS,  since  these  courses  are  relatively  new, 
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there  is  some  scarcity  of  experience  in  the  development 
and  implementation  of  these  courses;  therefore,  be  it 

RESOLVED,  that  the  American  Medical  Association 
investigate  the  desirability  and  feasability  of  developing 
a reference  library  of  curricula  for  such  courses  which 
could  be  made  available  to  medical  schools,  hospitals 
and  other  appropriate  institutions  or  individuals. 

After  brief  discussion,  the  Committee  recognized  the 
importance  of  the  training  of  medical  students  in  health 
economics  in  this  day  and  age,  and  recommends  approval 
of  the  resolution  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(6)  AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 
Very  brief  discussion  was  heard  in  regard  to  this  report. 
After  due  consideration,  the  Committee  recommends  that 
the  Ad-Hoc  Committee  on  Health  Education  be  allowed 
to  continue  its  efforts  as  it  has  requested  in  its  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #6 
AS  A WHOLE.  This  was  approved  y the  House. 

Respectfully  submitted, 

Robert  J.  Morgan,  M.D.,  Alliance, 
Chairman 

John  Wilcox,  M.D.,  Aurora 
Donald  Prince,  M.D.,  Minden 

Doctor  Bosley  commented  to  the  House  on  the  TV 
program  on  immunization  recently.  The  program  in- 
dicated that  serious  reactions  from  the  pertussis  vaccine 
are  common,  and  Dr.  Bosley  said  this  statement  is  not 
true.  After  some  discussion,  it  was  thought  that  there 
should  be  an  item  in  the  Newsletter  concerning  this. 

There  being  no  further  business,  the  House  was 
recessed. 


THIRD  SESSION 

The  third  session  of  the  House  of  Delegates  was  called 
to  order  by  the  Speaker,  Dr.  McFadden.  Roll  call  showed 
55  delegates  present  and  the  meeting  was  declared  in 
session.  The  minutes  of  the  second  session  were 
approved. 

Dr.  Wilson  introduced  Dr.  Bruce  Lushbough,  President 
of  the  South  Dakota  State  Medical  Association,  to  the 
House  of  Delegates. 

AMA-ERF  checks  were  presented  to  the  Deans  of  the 
two  medical  schools  by  Mrs.  L.  Palmer  Johnson, 
President,  NMA  Auxiliary. 

Dr.  Cherry,  President  of  the  Nebraska  Medical  Founda- 


tion, presented  checks  to  one  student  from  each  medical 
school  who  were  beginning  their  projects  under  the 
Student  Research  Scholarship  Program.  Each  check  was 
in  the  amount  of  $1,000. 

Dr.  McFadden  called  for  the  report  of  Reference 
Committee  #3,  and  the  following  was  presented  by  Dr. 
Rutt,  Chairman  of  that  Committee. 

(1)  ITEM  #3  — REPORT  OF  THE  BOARD  OF 
DIRECTORS  - UNMC-NMA  LIAISON 
COMMITTEE 

The  Committee  discussed  Item  #3  of  the  Board  of 
Director’s  Report  concerning  the  UNMC-NMA  Liaison 
Committee. 

Dr.  Gorthey,  who  is  an  NMA  member  of  this  Commit- 
tee, was  present  and  discussed  the  excellence  of  these 
meetings.  He  indicated  the  agenda  of  the  Liaison 
Committee  contains  a variety  of  subjects  and  reported  on 
one  of  these  concerning  the  UNMC  Admissions  Commit- 
tee. He  indicated  that  two  additional  private  practicing 
physicians  were  placed  on  this  Committee,  making  a total 
of  four  physicians  on  this  14-member  Admissions  Com- 
mittee. He  further  commented  on  the  laborious  and  time 
consuming  work  of  the  Admission  Committee. 

It  was  the  opinion  of  Dr.  Gorthey  that  the  increased 
communication  provided  through  the  meetings  of  the 
UNMC-NMA  Liaison  Committee  significantly  increased 
the  dialogue  between  the  UNMC  faculty  and  the 
practicing  physician. 

In  concluding  his  comments,  Dr.  Gorthey  indicated  that 
any  NMA  member  who  is  interested  in  serving  on  the 
UNMC-NMA  Liaison  Committee  should  notify  the 
Nebraska  Medical  Association. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

Dr.  McFadden  called  for  the  report  of  the  Nominating 
Committee,  and  Dr.  Bagby,  Chairman,  presented  the 
following  slate  of  officers: 

President-Elect  — Dwaine  J.  Peetz,  M.D.,  Neligh 
Board  of  Directors,  At-Large  — Hiram  Walker,  M.D., 
Kearney 

Delegate  to  A.M.A.  — John  D.  Coe,  M.D.,  Omaha 
Alternate  Delegate  to  A.M.A.  — Blaine  Y.  Roffman,  M.D., 
Omaha 
Councilors: 

5th  District  — William  Chleborad,  M.D.,  Fremont 

6th  District  — Robert  Herpolsheimer,  M.D.,  Seward 

7th  District  — Robert  Quick,  M.D.,  Crete 

8th  District  — Thomas  Wallace,  M.D.,  Gordon 
Council  on  Professional  Ethics  — Charles  Ashby,  M.D., 
Geneva 

There  being  no  further  nominations,  a unanimous 
ballot  was  cast  for  the  slate  of  officers  presented. 

There  being  no  further  business,  the  House  was 
adjourned. 


218  Nebraska  Medical  Journal 


July  1982 


ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Road,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St.,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  “E”  St.,  Lincoln  68501 

Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Fr.  James  Hoff,  S.J.,  Acting  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
JoAnn  Lewis,  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

Ste.  103,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Bldg.,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Charles  H Borchman,  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

740  Keeline  Bldg.,  319  South  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton,  M.D.,  President 
Regional  Center,  Hastings,  NE  68901 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D..  Dept,  of  Neurology, 

601  North  30th  Street,  Omaha,  Nebraska  68131 
Nebraska  Academy  of  Ophthalmology 
Howard  A.  Dinsdale,  M.D.,  President 
600  North  Cotner,  Lincoln  68505 
Nebraska  Academy  of  Otolaryngology 
F.  Edward  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 

Nebraska  Association  of  Home  & Community  Health  Agencies 

Sharon  Feller,  President 
810  N.  22nd  St.,  Blair  68008 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D  , Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D.,  Secretary-Treasurer,  NAP. 

8303  Dodge  Street,  Omaha  68114 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 

K.  Don  Arrasmith.  M.D  . Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
10840  Old  Mill  Rd.,  Suite  5,  Omaha  68154 

Nebraska  Chapter  — American  College  of  Pediatrics 

Warren  G.  Bosley,  M.D.,  Chairman 
1811  West  2nd,  #360,  Grand  Island,  Nebraska  68801 
Nebraska  Chapter  — American  College  of  Physicians 

Bowen  E.  Taylor.  M.I)  . F.A.C.P..  Governor 
Box  81009.  Lincoln  68501 

Nebraska  Chapter  — American  College  of  Surgeons 

John  W.  Smith,  M.D.,  President-Elect 
8300  Dodge  St.,  #124,  Omaha  68114 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

D W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Charlotte  Kern  R.D.,  President 
7629  Grover  St.,  Omaha  68124 
Nebraska  Epilepsy  League,  Inc. 

3610  Dodge  St.,  Ste.  201,  Omaha  68131 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “0”  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 

8301  Dodge  St.,  Omaha  68114 
(402)  390-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
No.  322,  2446  Nye  Avenue,  Fremont,  NE  68025 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C.  Bruns,  M.D.,  President 
Suite  404,  Dodge  Professional  Center 
8701  W.  Dodge  Road,  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
Tom  Dittrick,  President 
105  East  First  St.,  Grand  Island  68801 
Nebraska  Radiological  Society 

Roger  K.  Harned,  M.D.,  President 
Dept,  of  Radiology,  UNMC,  Omaha  68105 
Nebraska  Rheumatism  Association 
Arthur  L Weaver,  M.D..  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
G.  L.  McLean,  M.D.,  President 
2300  South  16th  St.,  Lincoln  68502 
Nebraska  Society  of  Internal  Medicine 
Monte  M.  Scott,  M.D.,  President 
120  Wedgewood  Drive,  Suite  A.  Lincoln  68510 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
4600  Valley  Road,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
Ken  Draper.  RRT,  President 
Southeast  Community  College 
8800  “O"  Street,  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Diana  Milkowski,  CMA,  President 
1052  Park  Ave.,  Omaha  68102 
Nebraska  Urological  Association 
Gerald  C.  Felt,  M.D.,  President 
6801  No.  72nd,  Omaha  68152 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #210-A.  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 
Mrs.  Carole  Boles,  Executive  Director 
4600  Valley  Road,  Suite  D,  Lincoln  68510 
University  of  Nebraska  Medical  Center 
Neal  A.  Vanselow,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 
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BEING  A PHYSICIAN 
AND  A BUSINESSMAN  H 
LIKE  REMOVING  GALLSTONES 
WITH  A SPOON... 


it's  not  a very  good  idea  But  today,  modern  busi- 
ness dictates  that  physicians  with  their  own  prac- 
tices spend  a great  percentage  of  time  as 
businessmen  at  the  expense  of  their  job 


We  provide  you  with  an  environment  serving  a 
purpose  practicing  medicine  No  salesmen  or 
accountants  calling,  no  books  to  balance  and  no 
late  hours  You  concentrate  on  practicing  medicine 
with  a health  care  system  that's  one  of  the  finest  in 
the  world  You'll  work  in  modern,  well-equipped 
hospitals  and  clinics  with  the  most  up-to-date 
technology 

Also  included  are  excellent  programs  of  com- 
pensation. opportunities  for  professional  growth 
and  specialization.  30  days  vacation  with  pay  each 
year,  full  medical  and  dental  care  and  more 


With  the  Air  Force,  we  want  you  to  do  one  thing 
practice  medicine  We  would  like  to  provide  you 
with  more  information  on  Air  Force  medicine 

Contact:  Archie  Summerlin  Call  Collect: 


116  South  42nd  Street  402  221-4319 


A gr^ol  woy  of  We 


ADVERTISERS’  INDEX 


B 

Burroughs  Wellcome  Company 7 

D 

Donley  Medical  Supply 8 


Eli  Lilly  & Company 15 


N 

Norfolk  Printing  Company 18 

R 

Roche  Laboratories 2,  3,  4,  10,  11,  12,  19,  20 


U 


The  Upjohn  Company 9 

U.S.  Air  Force  Recruiting 18 

U.S.  Army  Recruiting 13,  16 


Physicians'  Classified— 

Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal.  1512 
First  National  Bank  Building.  Lincoln.  Nebraska  68508 


PRACTICE  OPPORTUNITIES  - Health  Re- 
sources has  long-term  career  opportunities  and 
short-term  locum  tenems  positions  available. 
Please  send  CV  in  confidence  to:  Ron  Ham- 
merle,  Health  Resources,  Ltd.,  River  Road  Pro- 
fessional Bldg.,  Box  14188,  Kansas  City,  MO 
64152-0688.  (816)  587-0920. 


FOR  SALE:  14K51  Hamilton  Treatment  Cabin- 
ets, 4 cream  color,  1 jade  green,  $200.00  each. 
16K51  Hamilton  Utility  Cabinet,  1 jade  green, 
$345.00.  18  months  old,  excellent  condition.  CON- 
TACT: Randall  D.  Morton,  M.D.,  2350  North 
Clarkson,  Fremont,  NE  68025.  (402)  727-9528. 


EMERGENCY  ROOM  PHYSICIAN:  Bryan 
Memorial  Hospital  is  a 341 -bed  acute  care  hospital 
presently  involved  in  a $55  million  expansion 
program.  An  opportunity  exists  for  an  Emergency 
Room  Physician.  An  excellent  compensation  pack- 
age is  provided.  Please  send  your  resume  to  the 
Director  of  Human  Resources,  Bryan  Memorial 
Hospital,  4848  Sumner,  Lincoln,  NE  68506. 


PHYSICIAN  SPECIALIZING  IN  GENERAL 
PRACTICE  wishes  to  relocate  in  Nebraska. 
CONTACT:  1015  “H”  Street,  Fairbury,  NE  68352. 
(402)  729-3071. 


18-A  Nebraska  Medical  Journal  July  1982 


Bactrim 

[trimethoprim  and  sulfamethoxazole/Roche} 

succeeds 


Expanding 
; usefulness  i 
antimicrobial 
therapy 


Bactrim  is  useful  for 
the  following  mfec- 

to  susceptible6  its  usefulness  in 

strains  of  indi- 
cated organisms 
(see  indications  section 
in  summary  of  product 
information): 


in  recurrent 
UTI... 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens,  with 
bid.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume,  .on  b i d. 
dosage 


BACTRIM  * (trimethoprim  and  sulfamethoxazole/Roche) 

Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to  suscep- 
tible strains  of  the  following  organisms:  Escherichia  coll,  Klebsiella-Enterobacter, 
Proteus  mlrabilis,  Proteus  vulgaris,  Proteus  morganil.  It  Is  recommended  that  Initial 
episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single  effec- 
tive antibacterial  agent  rather  than  the  combination.  Note  The  increasing  frequency 
of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in  these  uri- 
nary tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus  Influ- 
enzae or  Streptococcus  pneumoniae  when  In  physician’s  judgment  It  offers  an 
advantage  over  other  antimicrobials.  To  date,  there  are  limited  data  on  the  safety  of 
repeated  use  of  Bactrim  In  children  under  two  years  of  age.  Bactrim  Is  not  indi- 
cated for  prophylactic  or  prolonged  administration  in  otitis  media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  Influenzae  or  Streptococcus  pneumoniae  when  In  physician's  judg- 
ment it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexnerl  and  Shigella  sonnet 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carlnll  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides,  patients  with  doc- 
umented megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term;  nursing 
mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernicterus; 
infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic  streptococ- 
cal tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated  with 
Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with 
sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but  occasional  inter- 
ference with  hematopoiesis  has  been  reported  as  well  as  an  increased  incidence  of 
thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics,  primarily  thiazides. 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of  serious  blood  disor- 
ders Frequent  CBC's  are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted 

Precautions:  General  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function, 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur. 
During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with 

careful  microscopic  examination,  and  renal  function  tests, 
particularly  where  there  is  impaired  renal  function 
Bactrim  may  prolong  prothrombin  time  in  those  receiving 
warfarin,  reassess  coagulation  time  when  administering 
Bactrim  to  these  patients. 

Pregnancy  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  interfere 
with  folic  acid  metabolism,  use  during  pregnancy  only  if 
potential  benefits  justify  the  potential  risk  to  the  fetus. 
Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim  Blood  dyscrasias  Agranulocytosis,  aplastic  ane- 
mia, megaloblastic  anemia,  thrombopenia,  leukopenia, 
hemolytic  anemia,  purpura,  hypoprothrombmemia  and 
methemoglobinemia.  Allergic  reactions:  Erythema  multi- 
forme, Stevens-Johnson  syndrome,  generalized  skin 
eruptions,  epidermal  necrolysis,  urticaria,  serum  sickness, 
pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  con|unctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis 
Gastrointestinal  reactions  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  pseudo- 
membranous colitis  and  pancreatitis.  CNS  reactions 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness.  Miscel- 
laneous reactions . Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L.E  phenomenon.  Due  to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglycemia  in  patients, 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term  therapy  with  sulfon- 
amides has  produced  thyroid  malignancies 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN , AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN 

Adults:  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis 
For  patients  with  renal  impairment.  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min.  If  creatinine  clearance  is  between  15  and  30  ml/min.  use 
one-half  the  usual  regimen  Bactrim  is  not  recommended  if  creatinine  clearance  is  below 
15  ml/min. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or  4 teasp 

(20  ml)  b.i  d for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS 

Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information  for 
suggested  children’s  dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and 
800  mg  sulfamethoxazole,  bottles  of  100.  Tel-E-Dose®  packages  of  100,  Prescription  Paks 
of  20  and  28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfameth- 
oxazole— bottles  of  100  and  500,  Tel-E-Dose®  packages  of  100;  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml),  cherry  flavored — bottles  of  100  ml  and  16  oz  (1  pint).  Suspension, 
containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teaspoonful  (5  ml); 
fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


in  shigellosis. 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Inc 
Nutley,  New  Jersey  07110 


Bactrim 


in  recurrent  urinary  tract  infections 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations1... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae12  with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN:  N Engl  J Med  303:426  432,  Aug  21,  1980.  2.  Data  on  file, 
Medical  Department,  Hoffmann-La  Roche  Inc. 


Bactrim  DS 

160  mg  trimethoprim  and  800  mg  sultamethoxazole 
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*due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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They  work  so 

well  together. 


One  of  man's  most  amazing  explo- 
rations and  scientific  adventures,  the 
successful  Gemini  flight  program 
was  a triumph  of  imagination  and— 
teamwork.  Two  men  learned  to 
operate  in  space,  to  rendezvous,  to 
dock,  and  to  work  outside  their 
spacecraft  in  the  hard  vacuum  of 
outer  space.  Not  only  did  they  coor- 
dinate their  efforts  with  ground 
backup,  they  also  complemented 
each  other's  activities  within  the 
close  confines  of  the  space  capsule. 
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ANUSOL-HC'H  Suppositories/ 
ANUSOL-HC"  Cream 

Before  prescribing,  please  see  full  prescribing  information 
A Brief  Summary  follows: 
Indications  and  Usage:  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  are  adjunctive  therapy  for  the 
symptomatic  relief  of  pain,  itching  and  discomfort  in 
external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis,  and  fissures,  incomplete  fistulas,  pruritus  am  and 
rebel  ot  local  pain  and  discomfort  following  anorectal 
surgery 

Anusol-HC  is  especially  indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  patients  can 
be  maintained  on  regular  Anusor  Suppositories  or 
Ointment, 
CONTRAINDICATIONS 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the 
. preparations. 

WARNINGS 

The  safe  use  of  topical  steroids  during  pregnancy  has  not 
been  fully  established.  The  refore,  during  pregnancy,  they 
should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time 

PRECAUTIONS 

General 

Symptomatic  relief  should  not  delay  definitive  diagnoses  or 

treatment 

Prolonged  or  excessive  use  of  corticosteroids  might 
produce  systemic  effects 


...another  well-known  pair  that 
works  so  well  together!  Ninety- 
five  percent  of  colon/rectal 
surgeons  surveyed*  added 
Tucks  pads  concomi- 
tantly to  hemorrhoidal 
treatment  programs 
they  recommended. 


Anusol-HC ® 

Suppositories  / Cream 
with  Hydrocortisone  Acetate 
The  # 1 physician-prescribed  product  for  hemor- 
rhoids and  other  common  anorectal  disorders ** 

□ Antiinflammatory,  to  relieve  edema,  burning, 
itching,  pain 

□ Astringent,  to  help  promote  healing 

□ Emollient,  for  easier  bowel  movements  and 
soothing  relief  of  local  trauma 

And,  when  pain  is  a special  problem,  Anusol 
Ointment  offers  the  benefits  of  the  anesthetic, 
pramoxine  HCI. 


TUCKS n 

Pre-Moistened  Hemorrhoidal / Vaginal  Pads 
The  # 1 hemorrhoidal  pad*  for  added  external  relief 
and  gentle  cleansing  of  fecal  residue 
□ Soothes,  cools,  comforts  the  irritation  and  itch  of 
hemorrhoids  and  other  common  anorectal  dis- 
orders 


If  irritation  develops,  Anusol-HC  Suppositories  and  Anusol- 
HC  Cream  should  be  discontinued  and  appropriate  therapy 

instituted 

In  the  presence  of  an  infection  the  use  of  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted  If  a 
favorable  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  until  the  infection  has 
been  adequately  controlled 
Anusol-HC  is  not  for  ophthalmic  use 
Pregnancy 
See  "WARNINGS" 
Pediatric  Use 


PARKE-DAVIS 

Warner-Lambert  Company 
Morris  Plains,  NJ  07950 


□ Hygienic  rectal  wipe— an  integral  part  of  the 
anorectal  regimen 

Once  pain  and  inflammation  subside,  for  dual 
action  recommend  regular  ANUSOL1"— to  maintain 
patient  comfort  —and  TUCKS  "— to  maintain  patient 
anorectal  hygiene. 

~ Meeting  of  Am  Soc  Colon /Rectal  Surgeons,  May  1980 
*’  Based  on  total  prescriptions  filled  for  hemorrhoidal  preparations  during  the 
first  three  quarters  of  1981  The  National  Prescription  Audit,  IMS  America  Ltd 
Sept  1981 

'1981  data  from  leading  marketing  research  organization 
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Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 
DOSAGE  AND  ADMINISTRATION 
Anusol-HC  Suppositories— Adults:  Remove  foil  wrapper  and 
insert  suppository  into  the  anus.  Insert  one  suppository  in 
the  morning  and  one  at  bedtime  for  3 to  6 days  or  until 
inllammation  subsides.  Then  maintain  comfort  with  regular 
Anusol  Suppositories 
Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying 
of  the  anal  area,  remove  tube  cap  and  apply  to  the  exterior 
surface  and  gently  rub  in.  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying 
gentle  continuous  pressure.  Then  squeeze  the  tube  to 
deliver  medication.  Cream  should  be  applied  3 or  4 times  a 
day  for  3 to  6 days  until  inflammation  subsides.  Then 
maintain  comfort  with  regular  Anusol  Ointment 
NOTE  If  staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabric  by  band  or  machine 
washing  with  household  detergent. 
Store  between  59°  86°f  ()5°-30°C) 
1089G010 
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8V2  x 1 1 in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in 
the  right  upper  comer  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate  sheets 
of  8V£  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations  should  be 
prepared  professionally  and  submitted  as  high-quality,  glossy,  unmounted 
black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send  original 
artwork.  Each  illustration  should  be  consecutively  numbered  and  cited  in 
the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 


The  Administration  is  considering  legisla- 
tive proposals  to  make  Health  Maintenance 
Organizations  (HMOs)  more  competitive. 
Frank  Seubold,  PhD,  Director  of  the  HMO 
office,  said  a major  question  to  be  decided  is 
whether  separate  legislation  should  be  sought 
or  whether  to  place  the  HMO  law  amendments 
with  the  overall  pro-competition  bill. 

The  HHS  Department  is  working  on  a 
number  of  changes,  Seubold  said,  but  he 
stressed  that  none  of  them  yet  have  reached 
the  stage  of  final  adoption  as  departmental 
policy  by  HHS  Secretary  Richard  Schweiker. 

Among  the  types  of  changes  under  scrutiny 
at  HHS  are  proposals  to  give  HMOs  a free 
hand  in  charging  members  for  services  on  top 
of  the  pre-paid  fee.  At  present,  HMOs  are 
limited  to  a nominal  extra  charge.  In  addition, 
staff  people  are  considering  dropping  or  easing 
the  requirements  for  mental  health  and  sub- 
stance abuse  services  by  HMOs.  Another 
change  designed  to  make  HMOs  more  com- 
petitive with  indemnity  insurance  would  be  to 
allow  the  organizations  to  vary  their  member- 
ship charges  among  their  members,  taking  into 
account  age,  health  status,  etc. 

Although  the  Administration  wants  to  chop 
the  HMO  loan  program  to  a bare  minimum, 
officials  say  they  still  wish  to  encourage  private 
development  of  the  plans. 

* * * 

Administration-proposed  economies  in  the 
childhood  immunization  program  would  prove 
“costly  and  cruel,”  an  official  of  the  American 
Academy  of  Pediatrics  has  warned  the  Senate. 

Vincent  Fulginiti,  M.D.,  Chairman  of  the 
Academy’s  Committee  on  Infectious  Diseases, 
also  criticized  “sensationalized  medical  ac- 
counts of  vaccine  side-effects”  that  show 
evidence  of  frightening  parents  about  pertussis 
vaccination. 

Dr.  Fulginiti  told  a Senate  Labor  and 
Human  Resources  Subcommittee  that  the 
delivery  of  vaccines  to  children  “would  be 
reduced  to  intolerably  low  levels”  if  there  is  no 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary. 

Consult  the  package  literature  for  prescribing  Information. 
Indications  and  Usage:  Ceclor*  (cefaclor.  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  t Diplococcus  pneumoniae), 

Haemophilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS. 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAO 
REACTIONS.  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG  CLASSES 
Antibiotics,  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Precautions:  ll  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and.  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  eg , pressor  amines,  antihistamines, 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulm  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict  s and  Fehlmg's  solutions  and  also  with  Clinitest’ 
tablets  but  not  with  Tes-Tape*  (Glucose  Enzymatic  Test  Strip 
USP  Lilly) 

Usage  in  Pregnancy-  Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

Usage  in  Infancy  -Safety  of  this  product  tor  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90) 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor 
Hypersensitivity  reactions  have  been  reported  in  about  1 5 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100) 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor*  (cefaclor)  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included  eosmophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients) 

Causal  Relationship  Uncertain-  Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic  - Slight  elevations  in  SGOT,  SGPT.  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic- Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200)  (10028IRI 

‘Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae R 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 
Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina,  Puerto  Rico  00630 


Some  ampicillin-resistant  strains  of 
Haemophltus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.1 6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H,  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 
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Doctor,  is  it  time  for  a change? 

• You’re  spending  too  much  time  on  paperwork. 

• You  want  to  live  in  Europe,  not  just  vacation  there  for  a couple  of  weeks. 

• You  want  to  get  involved  with  academic  medicine,  full-time. 

• You  want  to  subspecialize,  but  can’t  support  your  family  on  a fellow’s  stipend. 

It’s  time  for  a change. 

If  you  are  seriously  considering  changing  your  situation,  you  owe  it  to  yourself  to  consider 
the  Army  Medical  Department.  We  have  an  amazingly  wide  variety  of  practice  situations 
available  to  qualified  physicians.  Clinical  and  hospital-based  practices  in  small  towns,  cities, 
major  metropolitan  areas.  Sunbelt,  Snowbelt,  Europe,  Asia,  Panama.  Full-time  academic 
positions.  Full-time  research  and  development  positions.  Fellowships  that  pay  like  practice 
positions. 

For  a confidential  evaluation,  compensation  estimate,  and  vacancy  projection,  call  (collect) 
(916)  684-4898/4860  today.  Ask  for  Major  Story,  your  Army  Medical  Department  Personnel 
Counselor. 

(Inquiries  held  in  strict  confidence ; position  guaranteed  before  commitment.) 


ARMY.  BE  ALL  YOU  CAN  BE. 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK.  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 
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increase  in  the  $28.8  million  sought  by  the 
Administration  for  the  immunization  program 
next  fiscal  year.  The  seven-percent  cut  im- 
posed on  the  program  this  year  comes  at  a time 
when  the  cost  of  vaccine  has  increased  44 
percent  over  the  past  two  years,  he  said. 

“Based  on  past  experiences,  these  cuts 
proposed  by  the  Administration  would  prove 
terribly  costly  and  cruel  — costly  in  direct 
dollar  terms  to  all  of  our  citizens  for  many 
years  to  come,  and  cruel  to  the  unfortunate 
victims  and  their  families  for  a lifetime,”  said 
Dr.  Fulginiti. 

The  danger  was  disputed  by  William  Foege, 
M.D.,  Director  of  the  Centers  for  Disease 
Control  (CDC),  who  said  the  immunization 
program  has  become  more  efficient  and  the 
backlog  of  immunizations  has  been  eliminated, 
making  it  possible  to  reduce  costs.  Dr.  Foege 

(Continued  on  page  13A) 


There’s  more  to 
ZYLOPRIM 
than  (aUopurinol). 


■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 


■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 

Write  “D.A.  W.,  ” “No  Sub,  ” or  “Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol 

/ Burroughs  Wellcome  Co. 

/~m  / Research  Triangle  Park 

Wellcome  / North  Carolina  27709 


ONE  OF  THE 
VITAL  SIGNS 
OF  ANXIOUS 
DEPRESSION: 

INSOMNIA 

Others  to  look  for: 

agitation 
anorexia 
feelings  of  guilt 
and  worthlessness 
fatigue 
palpitations 
headache 
vague  aches 
and  pains 
sadness 
psychic  and 
somatic  anxiety 


Artist's  conception, 

looking  out  from  the  human  eye 

as  conceived  in  a schematic  model 


LIMBITROL  GIVEN 
H.S.:ONEOFTHE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special — and  specific — quality  of 
relief  to  most  anxious  depressed  patients.  Insomnia, 
for  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  daily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
offers  a choice  of  other  regimens:  t.  i d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

Umbitrde 

Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  information  on  following  page. 


LIMBITROL"  TABLETS  Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  ot  MAO  inhibitors  since  hyperpyretic 
crises  severe  convulsions  and  deaths  have  occurred  with  concomitant  use, 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  durmq  acute  recovery  phase  followinq  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  almost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline,  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment  Amitriptyline  component  may  block  action  of 
guanethidine  or  similar  antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12  In  the  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  ore  those  associated  with  either 
component  alone  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs: 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  and  increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic  Disturbance  of  accommodation,  paral\4ic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tonque, 
pruritus 

Hematologic  Bone  marrow  depression  including  agranulocytosis, 
eosinophilia,  purpura,  thrombocytopenia 

Gastrointestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  ond  minor  menstrual  irregularities  in  the  female 
and  elevation  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia,  parofid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive.  I V administration  of  I to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning.  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required 
Limbitrol  5-12  5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide and  25  mg  amitriptyline  (as  the  hydrochloride  salt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt)  bottles  of  100  and  500,  Tel-E-Dose' 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 
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also  said  he  has  been  assured  by  HHS 
Secretary  Richard  Schweiker  that  the  immuni- 
zation program  will  be  carefully  monitored  for 
adverse  effects. 


* * * 

HHS  Department  has  sent  notices  to  all 
hospitals  warning  that  loss  of  federal  Medicare 
and  Medicaid  payments  could  result  from 
denial  of  treatment  to  the  handicapped. 

The  letter  was  a result  of  the  publicized 
“Infant  Doe”  case  in  Indiana  where  a deformed 
baby  was  allowed  to  die. 

HHS  Secretary  Schweiker  said  “the  Presi- 
dent has  instructed  me  to  make  absolutely 
clear  to  health  providers  in  this  nation  that 
federal  law  does  not  allow  medical  discrimina- 
tion against  handicapped  infants.” 


(Continued  on  page  14 A) 
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physicians  during  monthly  Resen'e  meetings.  You’ll  also 
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the  non-contributory  retirement  annuity  you  will  get  when  you  retire  from  the 
Army  Reserve.  To  find  out  more,  simply  call  the  number  below. 
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(Continued  from  page  13A) 

The  letter  said  in  part  that  “a  recipient  may 
not  lawfully  decline  to  treat  an  operable  life 
threatening  condition  in  an  infant,  or  refrain 
from  feeding  the  infant,  simply  because  the 
infant  is  believe  to  be  mentally  retarded.” 

* * * 

Nine  years  after  its  historic  decision  limiting 
states’  rights  to  outlaw  abortion,  the  Supreme 
Court  has  agreed  to  review  restrictive  statutes 
in  three  states. 

Both  pro-abortion  and  anti-abortion  forces 
said  they  hoped  the  Court’s  ultimate  decision 
— not  likely  until  late  this  year  or  next  year  — 
will  bolster  their  causes.  The  Supreme  Court  is 
considered  more  conservative  today  than  it 
was  in  1973  when  it  held  7-2  that  states  could 
not  prohibit  abortions  during  the  first  tri- 
mester of  pregnancy. 

However,  none  of  the  three  cases  before  the 
Court  — from  Virginia,  Ohio  and  Missouri  — 
appeared  to  pose  a head-on  challenge  to  the 

(Continued  on  page  17  A) 
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The  Physician’s  Sleep  Glossary 

Some  common  sleep  laboratory  terms 

poly«som«no»graph.  An  instrument  which 
simultaneously  records  by  electrodes  physiologi- 
cal variables  during  sleep — for  example,  brain 
activity  (EEG),  eye  movements  (EOG),  muscle 
tonus  (EMG)  and  other  electrophysiologieal  varia- 
bles. These  readings  indicate  precisely  when 
patients  fall  asleep,  how  many  wake  periods  they 
experience,  the  quality  of  sleep  and  the  duration 
of  sleep. 

sleep  la»ten«cy.  The  period  of  time  measured 
from  “lights  out,”  or  bedtime,  to  the  commence- 
ment or  onset  of  sleep. 

wake  time  af*ter  sleep  on«set.  Intervals  of 
time  spent  awake  between  onset  of  sleep  and  the 
end  of  the  sleep  period.  The  polysomnograph  reg- 
isters the  length  and  frequency  of  the  intervals. 

total  sleep  time.  The  amount  of  time  actually 
spent  in  sleeping.  This  is  estimated  by  subtract- 
ing wake  times  from  the  period  encompassed  by 
the  onset  and  the  termination  of  sleep. 1 

REM/NREM.  1.  REM,  or  rapid  eye  movement, 
sleep  is  “active” — characterized  by  increased 
metabolic  rates,  elevated  temperature  and 
arousal-type  EEG  patterns.  2.  NREM,  or  non- 
rapid eye  movement,  sleep  represents  “quiet” 
sleep  stages.  There  are  four  distinct  stages  of 
NREM  sleep.2 

re*bound  iosoronia.  A statistically  significant 
worsening  of  sleep  compared  to  baseline  on  the 
nights  immediately  following  discontinuation  of 
sleep  medication.3 
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Efficacy  objectively  dem- 
onstrated in  the  sleep  lab- 
oratory— the  most  valid 
environment  for  measur- 
ing hypnotic  efficacy. 

In  numerous  sleep  laboratory 
investigations  patients  fell  asleep 
sooner,  slept  longer  and  woke  up 
less  during  the  night312  with 

Dalmane® 

flurazepam  HCI/Roche 

Compared  with  temazepam  and 
other  hypnotics,  onset  of  sleep  is 
more  rapid4  with 

Dalmane® 

Fewer  middle-of-the-night  awak- 
enings4 with 

Dalmane® 

More  total  sleep  time  on  nights 
12  to  14  of  therapy4  and  contin- 
ued efficacy  for  up  to  28  nights5 
with 

Dalmane® 

Rebound  insomnia  is  avoided 
upon  discontinuation  3<,J  of 

Dalmane® 

Low  incidence  of  morning  “hang- 
over”14 with 

Dalmane® 

The  efficacy  of  Dalmane  has 
been  studied  in  over  200  clinical 
trials  with  more  than  10,000 
patients. 315During  long-term 
therapy,  which  is  rarely  required, 
periodic  blood,  kidney  and  liver 
function  tests  should  be  per- 
formed. Contraindicated  in 
patients  who  are  pregnant  or 
hypersensitive  to  flurazepam. 

Please  see  summary  of  product  informa- 
tion on  following  page. 


Dalmane1®  <S 

(flurazepam  HCI/Roche) 

Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early  morning  awak 
ening;  in  patients  with  recurring  insomnia  or  poor 
sleeping  habits;  in  acute  or  chronic  medical  situa 
tions  requiring  restful  sleep.  Objective  sleep  labora 
tory  data  have  shown  effectiveness  for  at  least  28 
consecutive  nights  of  administration.  Since  insom 
nia  is  often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary  or  recom- 
mended Repeated  therapy  should  only  be  under 
taken  with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flur- 
azepam HCI;  pregnancy.  Benzodiazepines  may 
cause  fetal  damage  when  administered  during  preg- 
nancy. Several  studies  suggest  an  increased  risk  of 
congenital  malformations  associated  with  benzodi 
azepine  use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possi- 
bility of  becoming  pregnant  exist  while  receiving 
flurazepam  Instruct  patient  to  discontinue  drug 
prior  to  becoming  pregnant  Consider  the  possibil 
ity  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  com 
bined  effects  with  alcohol  and  other  CNS  depres- 
sants. An  additive  effect  may  occur  if  alcohol  is 
consumed  the  day  following  use  for  nighttime  seda- 
tion This  potential  may  exist  for  several  days  fol- 
lowing discontinuation.  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness 
(e  g.,  operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion  Not  recom- 
mended for  use  in  persons  under  15  years  of  age. 
Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with 
gradual  tapering  of  dosage  for  those  patients  on 
medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it 
is  recommended  that  the  dosage  be  limited  to  15  mg 
to  reduce  risk  of  oversedation,  dizziness,  confu 
sion  and/or  ataxia.  Consider  potential  additive 
effects  with  other  hypnotics  or  CNS  depressants 
Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suici 
dal  tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light 
headedness,  staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated 
patients.  Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported  Also  reported: 
headache,  heartburn,  upset  stomach,  nausea,  vom- 
iting, diarrhea,  constipation,  Gl  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and 
GU  complaints.  There  have  also  been  rare  occur- 
rences of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burn 
ing  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria,  depres- 
sion, slurred  speech,  confusion,  restlessness,  hallu 
cinations,  and  elevated  SCOT,  SGPT,  total  and  direct 
bilirubins,  and  alkaline  phosphatase;  and  paradox! 
cal  reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may  suf 
fice  in  some  patients.  Elderly  or  debilitated 
patients  15  mg  recommended  initially  until 
response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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earlier  ruling  that  touched  off  the  national 
controversy  that  continues  to  rage. 

* * * 


Federal  health  programs  would  be  hard-hit 
under  the  budget  resolution  that  House 
Republicans,  bolstered  by  conservative  Demo- 
crats, managed  to  push  to  a “second-try” 
victory. 

The  budget  vote  of  220-207  was  a major  win 
for  the  Reagan  Administration  which  had 
supported  the  GOP  budget  plan  before  the 
House.  Since  the  Administration  also  had 
backed  the  Senate  budget,  the  final  outcome 
on  the  budget  resolution  will  be  satisfying  to 
the  Administration. 

The  big  question,  however,  was  whether  the 
authorizing  and  appropriating  committees  this 
time  around  will  abide  by  the  budget  restric- 
tions contained  in  the  resolutions. 

The  next  step  is  for  House  and  Senate 
conferees  to  agree  on  a compromise  version  of 
the  budget  that  can  win  approval  in  both 
Houses. 

On  the  broad  scale,  the  House  bill  called  for 
a $100  billion  deficit  next  fiscal  year,  while  the 
Senate  bill  contemplated  a $116  billion  deficit. 
The  original  Administration  budget  proposed 
a $122  billion  deficit. 

The  House  budget  would  freeze  at  current 
levels  spending  on  discretionary  health  pro- 
grams. Medicare  projected  outlays  would  be 
trimmed  by  $11.5  billion  over  the  next  three 
years;  Medicaid,  by  $6.6  billion.  The  Senate 
budget  reductions  for  the  same  period  were 
$17.9  billion  and  less  than  $3  billion. 

The  final  House  Medicare  figure  was  some 
$12  billion  below  the  three-year-cut  level  of 
$23  billion  contained  in  the  GOP  budget 
package  that  was  voted  down  when  the  House 
first  brought  up  the  budget  issue  early  in  June 
only  to  have  all  plans  before  it  turned  down. 
The  Republicans  toned  down  the  Medicare 
cuts  and  made  other  adjustments  to  help 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 

Current  Treatment  of 
Reye's  Syndrome 


A PPROXIMATELY  three  years 
ago,  staff  members  of  the  Uni- 
J L A.  versity  of  Nebraska  Medical 
Center  and  Children’s  Memorial  Hospital 
initiated  a similar  protocol  for  treatment  of 
Reye’s  syndrome.  This  protocol  has  been 
revised  over  the  intervening  years  with  the 
same  group  of  physicians  caring  for  each 
patient.  Mortality  rates  immediately  improved 
with  the  advent  of  this  team  concept  as 
treatment  techniques  continued  to  become 
more  sophisticated.  We  participated  in  the 
NIH  conference  and  generally  agree  with  their 
outline.  This  paper  will  review  their  findings 
and  specifically  deal  with  the  actual  treatment 
regimen. 

Characterization  of  Disease: 

Onset  of  this  disease  often  follows  an  upper 
respiratory  illness,  Varicella  infection  or  gas- 
troenteritis in  a previously  healthy  child. 
Within  a few  days  following  the  prodromal 
illness,  persistent  vomiting  develops  with  a 
progressive  deterioration  in  mental  status.  The 
patient  may  advance  from  delirium  to  stupor 
and  finally  coma.  S izures  and  respiratory 
abnormalities  may  also  develop.3  Hepatic 
dysfunction,  which  occurs  prior  to  central 
nervous  system  findings,  is.  evident  by  in- 
creases in  serum  transaminases,  ammonia,  and 
prothrombin  time.  The  liver  may  be  enlarged, 
but  jaundice  and  signs  of  hepatic  failure  are 
usually  absent.  Hypoglycemia  is  a prevalent 
finding,  especially  in  younger  patients. 

Although  disease  progression  and  severity 
are  measured  by  a staging  process  (I  through 
V),  prognosis  depends  upon:  a)  the  initial  stage 
at  time  of  diagnosis,  b)  the  rapidity  of 
progression  of  the  disease,  and  c)  when 
therapy  was  started.4,5  Most  patients  die  from 
central  nervous  system  complications,  particu- 
larly brain  stem  herniation  secondary  to 
cerebral  edema.  Although  etiology  and  patho- 
genesis of  this  disorder  continues  to  remain 
unclear,  mortality  has  been  reduced  by  earlier 
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recognition  and  the  use  of  improved  intensive 
care  techniques.6 

Diagnosis: 

The  key  historical  finding  is  a preceding 
upper  respiratory  illness,  Varicella  infection, 
or  gastroenteritis  that  has  evolved  into  pro- 
tracted vomiting  and  alterations  in  the  state  of 
consciousness.  A negative  history  for  toxin  or 
poison  ingestion  is  extremely  important  in  the 
differential  diagnosis.  With  a physical  exam- 
ination showing  progressive  deterioration  in 
the  patient’s  neurological  status,  a diagnosis  of 
Reye’s  syndrome  should  be  suspected. 

Once  suspicious  of  Reye’s,  laboratory  con- 
firmation is  necessary.  Increased  blood  NH3, 
SCOT,  and  SGPT  with  a decreased  blood 
glucose  and  a prolonged  prothrombin  time 
constitute  the  key  values  in  making  the 
diagnosis.  Tests  of  importance  for  the  dif- 
ferential include  a negative  blood  and  urine 
toxicology  screen  and  a normal  bilirubin.  A 
partial  thromboplastin  time,  CBC  with  plate- 
lets, serum  osmolality,  BUN,  electrolytes,  and 
creatinine  are  of  value  for  baseline  levels.  We 
feel  a spinal  tap  needs  to  be  performed  even  in 
the  presence  of  encephalopathy,  as  meningitis 
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can  mimic  the  clinical  findings  of  Reye’s 
syndrome. 

Staging: 

A system  of  staging  makes  it  possible  to 
consistently  monitor  the  severity  and  pro- 
gression of  the  disease.  Staging  may  also  be 
used  as  criteria  for  the  use  of  invasive 
monitoring  and  certain  modes  of  therapy.  As 
outlined  by  the  NIH  report,  the  Lovejov 
system  is  used  as  the  basis  for  neurological 
staging  examinations  in  most  hospitals. 

Treatment: 

Aggressiveness  in  therapy  should  depend  on 
the  stage  of  the  disease.  Since  many  patients 
present  with  hypoglycemia,  initial  therapy 
must  include  maintenance  of  blood  glucose  by 
intravenous  infusion.  Our  major  concern  is  to 
prevent  or  to  relieve  the  increase  in  intra- 
cranial pressure  (ICP)  due  to  cerebral  edema. 
Treatment  regimens  may  vary  among  different 
authors,  but  the  goal  of  decreasing  ICP 
remains  similar.  Therefore,  basic  techniques  of 
ICP  management  will  be  discussed  prior  to 
specific  therapy  of  Reye’s  syndrome. 

ICP  Management: 

There  are  a number  of  methods  available  to 
control  ICP.  These  include  1)  hyperventilation, 
2)  administration  of  hyperosmolar  solutions,  3) 
steroids,  4)  barbiturates,  5)  sedatives,  and  6) 
hypothermia. 

Hyperventilation: 

Controlled  hyperventilation,  either  by  hand 
or  mechanical  ventilator  is  one  of  the  most 
successful  methods  of  reducing  ICP.  Lowering 
arterial  pC02  to  levels  of  25-30  mm.  Hg.,  pH 
7.55-7.6,  will  decrease  intracerebral  hydrogen 
ions,  causing  a reflex  vasoconstriction  of  the 
cerebral  vasculature.  This  shrinkage  of  the 
cerebrovascular  compartment  in  the  cranial 
cavity  allows  more  space  to  accommodate 
cerebral  edema,  thereby  reducing  ICP. 

Two  important  disadvantages  associated 
with  hyperventilation: 

1.  Severe  pC02  depression  (<  20  mm.  Hg.) 
may  actually  decrease  cerebral  blood  flow 
by  causing  excessive  vascular  constriction. 

2.  Respiratory  alkalosis  also  tends  to  lower 
K+  and  Ca++  levels,  which  may  lead  to 
hypocalcemia  seizures  and  hypokalemic, 
hvpocalcemic- induced  arrhythmias. 


Endotracheal  intubation  should  only  be 
done  with  the  patient  paralyzed  and  sedated 
prior  to  the  procedure.  Obviously  this  requires 
some  expertise.  Attempting  to  intubate  with- 
out paralysis  may  lead  to  transient  ICP 
elevation  above  35-40  mm.  A normal  level  is  8 
mm.;  care  should  be  made  to  keep  the  pressure 
below  20  mm.  at  all  times.  The  patient  should 
be  kept  paralyzed  at  all  times  once  intubation 
is  initiated  (Pancuronium  bromide  0.1  mg/kg/hr 
IV). 

Hyperosmolar  Solutions: 

Hyperosmolar  solutions  of  mannitol,  gly- 
cerol, or  urea  are  also  an  effective  means  of 
increased  ICP  management.  A slightly  hyper- 
osmotic state  of  300-320  mOsm/kg  should  be 
maintained  to  counteract  an  increasing  ICP. 
Intravenous  infusions  of  these  agents  prevents 
any  drop  in  serum  osmolality,  but  above  340 
mOsm  may  actually  cause  brain  injury  due  to 
intracellular  dehydration.  Therefore,  an  in- 
tense effort  should  be  made  to  keep  osmolality 
within  the  300-340  mOsm  range.  We  prefer  to 
use  Mannitol  in  doses  of  0.25  gm-1.0  gm/kg/ 
dose  in  order  to  attain  the  desired  level. 

Steroids: 

Although  steroids  have  been  widely  used  in 
the  past  for  controlling  ICP,  some  investi- 
gators now  question  their  efficacy  in  doing  so. 
We  do  not  use  steroids  and  have  noted  no 
difference  in  survival. 

Barbiturates: 

The  use  of  barbiturates  as  a therapeutic 
modality  in  the  treatment  of  various  types  of 
CNS  injury  has  gained  wider  acceptance  in  the 
last  few  years.  Although  most  of  the  data 
focuses  on  adult  head  trauma  victims,  there  is 
some  evidence  that  barbiturate-induced  coma 
may  benefit  those  Reye’s  patients  with  ele- 
vated ICP.  By  an  unknown  mechanism,  bar- 
biturates cause  a slowing  of  cerebral  metabol- 
ism, which  possibly  provides  protective  effects 
to  the  brain  during  critical  periods  of  high  ICP. 
Pentobarbital’s  loading  dose  varies  from  5-10 
mg/kg  given  over  20  minutes  and  should  be 
followed  by  a continuous  infusion  of  1-2 
mg/kg/hr  in  order  to  maintain  blood  levels  of 
30-50  ug/ml.  Careful  monitoring  of  arterial 
blood  pressure  is  required  since  barbiturates 
can  decrease  myocardial  contractility  and 
significantly  lower  cardiac  output.  Phenobar- 
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bital  can  be  used,  but  is  very  slowly  metabo- 
lized. 

Sedatives: 

Sustained  posturing,  agitation,  combative- 
ness, and  invasive  procedures  such  as  intuba- 
tion or  suctioning  may  cause  further  ICP 
elevations.  Avoidance  of  these  situations  and 
the  use  of  sedation  (Morphine  Sulfate  0.1 
mg/kg)  will  help  eliminate  such  increases  in 
ICP.  * 

Hypothermia: 

Hypothermia  in  the  range  of  34°C  rectally  is 
used  at  some  centers.  However,  this  procedure 
has  not  been  a part  of  our  treatment  protocol 
because  of  associated  peripheral  vasocon- 
striction, which  adversely  affects  cardiac  out- 
put. 

Intracranial  Pressure  Monitor: 

Crucial  to  ICP  management  is  a dependable 
intracranial  pressure  monitor  such  as  the 
subarachnoid  bolt  or  the  intraventricular  cath- 
eter. Since  patients  with  increased  ICP  must 
be  moved  as  little  as  possible,  the  insertion  of  a 
pressure  monitor  should  be  done  in  the 
intensive  care  unit.  The  subarachnoid  bolt  has 
an  advantage  of  being  easier  to  implant; 
however,  it  is  susceptible  to  a dampening  of 
the  pressure  wave  form  if  the  ICP  becomes  too 
high.  This  creates  a false  impression  that  the 
pressure  is  lower  than  its  true  value.  An 
intraventricular  catheter  eliminates  such  a 
problem,  but  placement  of  the  catheter  may  be 
very  difficult  when  increased  ICP  causes 
ventricular  compression.  This  latter  monitor- 
ing system  would  be  more  reliable  and  in 
addition  allows  withdrawal  of  cerebrospinal 
fluid  to  reduce  pressure. 

FLUID  MANAGEMENT: 

Closely  associated  with  ICP  management  is 
the  administration  of  IV  fluids.  While  volume 
overloading  can  obviously  worsen  cerebral 
edema,  hypovolemia  and  thus  hypotension 
also  have  very  harmful  effects.  Monitoring  and 
maintaining  arterial  blood  pressure  becomes 
increasingly  important  as  Reye’s  syndrome 
progresses  and  ICP  rises.  Mean  arterial 
pressure  must  be  kept  at  least  50-60  mm.  Hg. 
higher  than  ICP  in  order  to  adequately  perfuse 
the  CNS.  If  hypotension  developes  secondary 
to  hypovolemia,  volume  expansion  can  be 
carried  out  using  fresh  frozen  plasma,  albumin, 


or  Ringers  Lactate.  A Dopamine  drip  should 
also  be  started  if  decreased  cardiac  output  is  a 
contributing  factor.  Maintenance  fluids  of  5- 
10%  dextrose  and  water/0.2  - 4.5  N NaCl  are 
delivered  at  a rate  of  1600  cc/m-/day  and 
blood  glucose  is  kept  in  the  100-200  mg.% 
range. 

Management  of  Stages: 

I & II 

Supportive  care  and  critical  observation  in 
an  intensive  care  unit  is  required.  This 
includes  monitoring  intake,  output,  ECG, 
respiratory  rate  and  pattern.  The  general 
neurologic  status  should  also  be  assessed 
frequently.  One  or  two  peripheral  IV’s  for 
fluids  and  medication  are  necessary.  Serial 
laboratory  tests  to  be  monitored  include  NH3, 
SGOT,  PT,  serum  osmolality,  Na+,  K+, 
Ca++,  Hct,  glucose,  and  arterial  blood  gases. 
The  head  of  the  patient’s  bed  should  be 
elevated  to  20°.  Therapeutic  measures  consist 
of  fluid  management  and  counteracting  pro- 
thrombin abnormalities  with  5 mg.  of  paren- 
teral Vitamin  K.  If  there  is  actual  clinical 
bleeding,  5-10  cc/kg  of  fresh  frozen  plasma 
may  be  required. 

Ill,  IV,  V 

When  Stages  III,  IV,  or  V are  reached, 
invasive  monitoring  and  aggressive  support 
management  become  the  key  elements  in 
therapy.  Additional  procedures  necessary  for 
the  management  of  the  later  stages  of  Reye’s 
syndrome  are: 

1.  Placement  of  a central  venous  or  Swan 
Ganz  catheter  to  monitor  volume  status. 
Maintain  a CVP  of  4-8  mm.  Hg.  or  a 
pulmonary  capillary  wedge  pressure  of  10- 
16  mm.  Hg. 

2.  Insertion  of  intraarterial  catheter  for  moni- 
toring blood  pressure  and  arterial  blood 
gases. 

3.  Mechanical  ventilation. 

4.  Placement  of  an  intracranial  pressure 
monitor. 

The  treatment  of  patients  with  Stage  III- V 
consists  chiefly  of  those  methods  discussed 
earlier  under  ICP  management.  This  includes 
the  use  of  Mannitol,  hyperventilation,  steroids, 
Morphine,  and  barbiturates  to  control  elevated 
ICP.  Fluid  management  remains  as  previously 
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described  with  careful  monitoring  of  blood 
pressure. 

An  antibiotic  such  as  Oxacillin  100  mg/kg/d 
IV  should  be  used  for  prophylaxis  while  the 
intracranial  pressure  monitor  is  in  place. 

Emergency  Procedures: 

When  a patient  develops  sudden  neuro- 
logical deterioration  with  an  ICP  greater  than 
20  mm.  Hg.,  a combination  of  emergency 
measures  can  be  used: 

1.  Immediate  IV  infusion  of  Mannitol.  25  mg.  - 
1.0  gm/kg. 

2.  Hyperventilation  by  hand  to  decrease 
pC02  below  25-30  mm.  Hg. 

3.  Withdrawal  of  CSF  if  ventricular  catheter  is 
in  place. 

Treatment  Withdrawal: 

After  a patient's  ICP  has  been  normal  and 
laboratory  results  stabilized  for  48  hours,  the 
process  of  weaning  him  off  therapy  can  begin 
by  gradually  reducing  barbiturate  levels.  If  the 
patients  remains  stable  for  12  hours,  allow  the 
pCC>2  to  rise  to  30-35  mm.  Hg.  by  decreasing 
the  hyperventilation  until  breathing  is  un- 
assisted. Continue  monitoring  ICP  and  labora- 
tory values.  During  the  recovery  phase,  the 
patient  may  appear  dazed  and  behave  in  a 
strange  manner.  Periodic  neurological  and 
physiological  examination  along  with  EEG’s 
are  necessary  follow-up  procedures  before  and 
after  discharge. 


Summary: 

Although  Reye’s  syndrome  is  a complex 
disease  process  of  unknown  etiology  and 
pathogenesis,  some  progress  has  been  made  in 
the  treatment  of  this  increasingly  recognized 
disorder.  We  simply  are  supporting  these 
patients  and  do  not  alter  the  disease  entity 
itself.  Liver  dysfunction,  neurological  and 
motor  findings  usually  normalize  within  1-2 
weeks.  Nevertheless,  Reye’s  is  a deadly  disease 
and  complex  in  its  treatment  program.  Nurses 
skilled  in  cardiovascular  monitoring  and  24 
hour  physician  coverage  is  an  absolute  neces- 
sity. Our  somewhat  biased  view  is  that  care  of 
such  patients  belongs  in  pediatric  intensive 
care  units  under  the  direction  of  a physician 
skilled  in  intensive  care  unit  medicine. 
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FROM  THE  NIH: 

The  Diagnosis  and  Treatment 
of  Reye's  Syndrome 

NATIONAL  INSTITUTES  OF  HEALTH 
CONSENSUS  DEVELOPMENT  CONFERENCE 
STATEMENT 
March  2-4,  1981 


A Consensus  Development  Con- 
ference was  held  at  the  Na- 
tional Institutes  of  Health  on 
March  2,  3,  and  4,  1981,  to  address  issues  on 
the  diagnostic  criteria  and  treatment  of  Reye’s 
syndrome. 

At  NIH,  consensus  development  confer- 
ences bring  together  investigators  in  the 
biomedical  sciences,  practicing  physicians, 
consumers,  and  advocate  groups  to  provide  a 
scientific  assessment  of  technologies,  includ- 
ing drugs,  devices,  and  procedures,  and  to  seek 
agreement  on  their  safety  and  effectiveness. 

Panelists  were  nominated  by  seven  specialty 
associations:  the  American  Academy  of  Neu- 
rology, the  American  Academy  of  Pediatrics, 
the  American  Association  of  Neurological 
Surgeons,  the  American  Society  of  Anesthesi- 
ologists, the  American  Academy  of  Family 
Physicians,  the  Child  Neurology  Society,  and 
the  American  Nurses  Association.  This  sum- 
mary is  the  result  of  the  panel’s  deliberations. 

Reye’s  syndrome  is  a life-threatening  illness 
that  affects  children  of  all  ages,  with  a peak 
incidence  between  5 and  15  years;  on  rare 
occasions  it  has  been  reported  in  adults. 
Although  Reye’s  syndrome  (encephalopathy 
with  fatty  degeneration  of  viscera)  has  been 
extensively  investigated  since  the  classic  de- 
scription of  the  disorder  by  Reye,  Morgan,  and 
Baral  in  1963,  the  etiology  and  pathogenesis  of 
this  disease  process  remain  obscure.  The 
subcellular  insult  appears  to  affect  mitochon- 
dria in  multiple  organ  systems.  Since  prompt 
treatment  may  provide  a better  chance  for 
complete  recovery,  early  diagnosis  is  im- 
portant. 

1.  WHAT  ARE  THE  KEY  SYMPTOMS? 

Reye’s  syndrome  should  be  suspected  in  a 
child  who,  during  or  while  recovering  from  a 


viral  illness  (most  commonly  chicken  pox  or 
influenza),  unexpectedly  develops  repetitive 
vomiting  and  altered  behavior  such  as  lethargy, 
confusion,  irritability,  or  aggressiveness. 
Neither  fever  nor  jaundice  is  usually  present. 
In  children  under  one  year  of  age,  respiratory 
disturbances  such  as  hyperventilation  or 
apneic  episodes  may  be  prominent.  In  this 
special  group  (<1  year  old)  seizures  occur 
more  frequently  than  in  older  patients.  All 
children  with  the  above  pattern  of  illness 
should  receive  prompt  medical  attention. 

2.  WHAT  ARE  THE  LABORATORY 
FINDINGS  IN  REYE’S  SYNDROME 

Helpful  laboratory  tests  include  the  level  of 
transaminases  in  serum,  ammonia  concentra- 
tion in  blood,  and  prothrombin  activity.  The 
activity  of  serum  transaminases  is  at  least 
three  times  upper  normal  limits,  prothrombin 
time  is  usually  prolonged,  and  blood  ammonia 
concentration  is  usually  elevated.  Jaundice  is 
conspicuously  absent  and  bilirubin  levels 
rarely  are  elevated.  The  concentration  of 
glucose  in  blood  is  usually  normal,  especially  in 
children  4 years  of  age  and  older.  The 
cerebrospinal  fluid  (CSF)  usually  contains 
fewer  than  8 cells  per  mm^  and  normal  protein 
and  glucose  concentrations,  except  when  there 
is  concomitant  hypoglycemia.  Other  recom- 
mended laboratory  tests  include  determina- 
tion of  the  concentration  of  glucose,  calcium, 
and  phosphorus  in  blood  and  of  serum  amylase 
activity.  Serum  should  be  analyzed  for  levels  of 
salicylate  and  acetaminophen. 

3.  WHERE  SHOULD  A PATIENT  BE 
TREATED? 

It  is  most  important  that  primary  care 
practitioners  be  highly  aware  of  Reye’s  syn- 
drome and  perform  appropriate  laboratory 
investigations  promptly.  Children  with  a 
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history  and  laboratory  findings  suggestive  of 
Reye’s  syndrome  should  be  hospitalized  for 
careful  observation  and  receive  glucose  by 
intravenous  infusion.  Patients  with  Stage  II 
(Table  1)  symptoms  or  worse  should  be  cared 
for  in  a pediatric  intensive  care  unit  by  a 
multidisciplinary  team  according  to  an  estab- 
lished protocol,  when  available. 

If  the  diagnosis  of  Reye’s  syndrome  is  made 
in  a primary  care  setting,  the  physician  should 
consult  with  colleagues  in  a pediatric  intensive 
care  center  and  discuss  the  timing  of  transfer. 
The  transport  team  should  be  prepared  to 
provide  support  for  vital  functions. 

4.  WHAT  ARE  THE  CURRENTLY 
USED  RATING  OF  CLASSIFYING 
SYSTEMS  FOR  MEASURING  THE 
SEVERITY  OF  CLINICAL 
SYMPTOMS?  HOW  USEFUL  ARE 
THEY? 

A variety  of  staging  systems  based  upon 
neurologic  findings  have  been  proposed  for 
Reye’s  syndrome  which  have  proven  useful  in 
assessing  the  severity  of  the  illness,  monitoring 
the  effect  of  therapy,  and  predicting  ultimate 
outcome.  The  multiplicity  of  staging  systems, 
however,  has  been  confusing  for  clinicians  and 
researchers  alike. 


Table  1 — Staging  of  Reye's  Syndrome 


I 

II 

III 

IV 

V 

Level  of 
Consciousness 

Lethargy; 

Follows 

Verbal 

Commands 

Combative/ 

Stupor; 

Verbalizes 

Inappro- 

priately 

Coma 

Coma 

Coma 

Posture 

Normal 

Normal 

Decorticate 

Decerebrate 

Flaccid 

Response  to 
Pain 

Purposeful 

Purposeful/ 

Nonpurpose- 

ful 

Decorticate 

Decerebrate 

None 

Pupillary 

Reaction 

Brisk 

Sluggish 

Sluggish 

Sluggish 

None 

Oculocephalic 

Reflex 

(Doll's  Eyes) 

Normal 

Conjugate 

Deviation 

Conjugate 

Deviation 

Inconsistent 
or  Absent 

None 

5.  SHOULD  A UNIFORM  SYSTEM  BE 
RECOMMENDED  FOR  GENERAL 
USE? 

The  panel  reviewed  a number  of  proposed 
staging  systems  and  recommends  the  system 
outlined  in  Table  1 for  future  use  in  manage- 
ment and  study  of  Reye's  syndrome.  Patients 
with  high  concentrations  of  ammonia  in  blood 
early  in  the  course  of  disease  appear  to  have  a 
less  favorable  prognosis. 

6.  WHEN  IS  A LIVER  BIOPSY 
NEEDED? 

The  diagnosis  of  Reye’s  syndrome  can  be 
made  in  most  patients  without  a liver  biopsy,  a 
procedure  not  to  be  undertaken  lightly  in  an 
uncooperative,  critically  ill  child  with  defective 
coagulation.  The  results  may  confuse  rather 
than  inform  unless  the  tissue  is  processed  and 
interpreted  by  personnel  in  a center  with 
special  knowledge  of  the  illness. 

Nevertheless,  a carefully  planned  biopsy, 
after  correciton  of  the  coagulation  abnor- 
mality, carried  out  by  physicians  experienced 
in  performance  and  interpretation  of  the 
results  of  such  biopsies,  can  provide  important 
information  in  certain  specific  situations. 
Biopsy  should  be  considered  in:  (1)  infants,  (2) 
children  with  recurrent  episodes,  (3)  familial 
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cases,  and  (4)  nonepidemic  (sporadic)  cases 
without  antecedent  infection  or  vomiting. 
Biopsy  also  increases  the  certainty  of  diagnosis 
and  is  important  if  a new  and  potentially 
dangerous  therapeutic  regimen  is  planned. 

7.  WHAT  OTHER  CONDITIONS  MAY 
PRESENT  WITH  SIMILAR 
SYMPTOMS? 

There  is  a lengthening  list  of  illnesses  that 
may  be  temporarily  misidentified  as  Reye’s 
syndrome.  We  now  recognize  that  transami- 
nase elevations  may  occur  in  children  with 
varicella  without  Reye’s  syndrome  and  in 
shock  or  hypoxia  due  to  a wide  variety  of 
illnesses.  Intramuscular  injections  (especially 
of  a commonly  used  antiemetic,  chlorproma- 
zine)  and  protracted  seizures  may  increase 
levels  of  transaminases  in  serum  in  a variety  of 
diseases  which  affect  the  central  nervous 
system.  Methyl  bromide,  hypoglycin  (senecio 
alkaloid),  isopropyl  alcohol,  folk  remedies 
(pyrrolizidine  and  margosa  oil),  aflatoxin,  lead, 
and  toxicity  from  some  drugs  (e.g.,  aspirin, 
acetaminophen,  and  valproic  acid)  may  pro- 
duce disturbances  of  consciousness  and  eleva- 
tion of  serum  transaminases. 

When  confronted  by  familial  or  recurrent 
occurrences  of  Reye-like  illness,  the  physician 
should  consider  an  inborn  error  of  metabolism, 
especially  systemic  carnitine  deficiency,  glu- 
taric  acidemia,  ornithine  transcarbamylase 
deficiency,  or  hereditary  fructose  intolerance. 

8.  WHAT  SPECIAL  DIAGNOSTIC 
TESTS  ARE  NEEDED? 

Computerized  transaxial  (CT)  brain  scan- 
ning is  neither  necessary  nor  indicated  for 
diagnosing  Reye’s  syndrome  unless  there  is 
clinical  suspicion  of  a disease  other  than 
Reye’s  syndrome,  e.g.,  subdural  hematoma, 
brain  abscess,  etc.  Thus,  CT  scanning  is  not  an 
integral  part  of  the  diagnostic  evaluation  of  the 
child  with  Reye’s  syndrome.  If,  however,  the 
test  is  done  early  in  the  course  of  illness,  it  will 
show  a normal  pattern  or  evidence  of  diffuse 
brain  edema,  with  no  displacement  of  ven- 
tricles or  localized  areas  of  enhancement. 

The  usefulness  of  electroencephalography 
(EEG)  depends  on  the  availability  of  appropri- 
ate equipmant  and  individuals  skilled  in  EEG 
interpretation.  In  general,  the  EEG  has  not 
proved  to  be  helpful  in  following  patients, 
determining  prognosis,  or  altering  treatment. 


9.  WHAT  HAVE  BEEN  THE  INDICA- 
TIONS FOR  INTRACRANIAL  PRES- 
SURE MONITORING?  WHAT  DE- 
VICES ARE  AVAILABLE?  WHAT 
ARE  THE  GOALS  IN  REDUCING 
INTRACRANIAL  PRESSURE  AND 
WHEN  CAN  MONITORING  BE 
STOPPED? 

Since  1975,  several  reports  have  suggested 
that  invasive  monitoring  of  intracranial  pres- 
sure may  be  useful  in  the  management  of 
children  with  Reye’s  syndrome.  The  devices  in 
use  can  provide  continuous  measurement  of 
pressure  in  the  epidural,  subarachnoid,  or 
ventricular  spaces.  The  difficulties  inherent  in 
assessing  the  usefulness  of  this  procedure, 
employed  to  monitor  rather  than  to  treat,  have 
produced  conflicting  opinions.  Some  physi- 
cians believe  it  improves  their  ability  to 
manage  patients,  others  do  not.  Mortality  and 
morbidity  directly  attributable  to  monitoring 
devices  appear  to  be  low  in  the  medical  centers 
where  they  are  used  frequently.  Data  are 
inconclusive  regarding  criteria  for  discontinu- 
ation of  such  monitoring. 

10.  WHAT  ARE  APPROPRIATE 
THERAPIES  IN  THE  NONCOMA- 
TOSE  PATIENT? 

Therapy  for  Stage  I patients  includes 
administration  of  dextrose-containing  fluid. 
While  there  are  no  studies  documenting  that 
glucose  administration  in  excess  of  that 
provided  by  5 percent  glucose  solution  at 
maintenance  rate  is  definitely  beneficial,  a 
number  of  considerations  have  prompted 
many  clinicians  to  administer  10  percent 
dextrose  solutions  to  these  mildly  affected 
children. 

If  neurologic  deterioration  occurs,  the  rate  of 
fluid  administration  must  be  adjusted  to 
maintain  critical  organ  perfusion.  Episodes  of 
hypotension  have  been  reported  with  mainte- 
nance rates  of  fluid  administration  following 
osmotic  diuresis. 

For  many  reasons,  hemodynamic  monitoring 
is  important.  Arterial  catheters  permit  con- 
tinuous blood  pressure  measurement  and 
frequent  arterial  bloodgas  sampling.  Central 
venous  catheters  may  provide  useful  data 
concerning  blood  volume  and  cardiac  function, 
while  pulmonary  artery  catheters  (providing 
measurement  of  cardiac  output)  may  be 
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helpful  in  selected  seriously  ill  children.  While 
central  venous  catheters  may  be  preferable  in 
patients  with  normal  cardiopulmonary  func- 
tion, the  management  of  complicating  cardiac 
dysfunction  due  to  disease  or  drugs  may  make 
more  complete  monitoring  necessary. 

Intubation  of  patients  with  Reye’s  syndrome 
has  received  general  acceptance,  although 
there  is  disagreement  as  to  what  criteria  are 
used  to  make  the  decision  to  intubate.  There  is 
agreement  that  intubation  should  be  elective 
(i.e.,  prior  to  respiratory  failure  or  cardiac 
arrest).  It  is  most  often  prompted  by  deterio- 
rating neurologic  progression  toward  coma  and 
is  accomplished  with  intravenous  succinyl- 
choline  and  barbiturate. 

11.  WHAT  ARE  THE  IMPORTANT 
METABOLIC  DERANGEMENTS 
AND  ARE  THEY  AMENABLE  TO 
TREATMENT? 

There  are  many  documented  metabolic 
derangements  in  Reye’s  syndrome,  including 
hypoglycemia,  hyperammonemia,  hyperlacta- 
temia,  short  chain  fatty  acidemia,  hypophos- 
phatemia, hyperaminoacidemia,  azotemia,  hy- 
peruricemia, elevations  of  several  hormones, 
and  a mixed  acid-base  disorder.  Accepting 
these  well-documented  findings  and  their 
relationship  to  the  severity  or  treatment  of  the 
disease  remain  speculative.  Although  the 
degree  of  metabolic  perturbation  roughly 
parallels  the  severity  of  clinical  illness,  efforts 
(dialysis,  amino  acid  infusion,  phosphate  and 
insulin  infusions)  to  correct  specific  metabolic 
abnormalities  have  not  clearly  altered  out- 
come. 

Administration  of  vitamin  K is  generally 
accepted,  although  it  is  recognized  that  it  is 
unlikely  to  correct  fully  clotting  abnormalities. 
If  significant  bleeding  occurs,  exchange  trans- 
fusion with  fresh  blood  or  administration  of 
fresh  frozen  plasma  may  be  helpful. 

12.  WHAT  ARE  THE  THERAPIES  FOR 
INCREASED  INTRACRANIAL 
PRESSURE? 

While  the  encephalopathy  of  Reye’s  syn- 
drome is  not  always  associated  with  increased 
intracranial  pressure,  such  elevations  fre- 
quently complicate  the  care  of  patients  in 
coma.  In  lieu  of  specific  treatment  of  the 
encephalopathy,  much  effort  has  been  directed 


to  the  control  of  increased  intracranial  pres- 
suree.  Measures  commonly  employed  include 
osmotherapy  and  spontaneous  or  controlled 
hyperventilation.  Experimental  measures  in- 
clude high-dose  barbiturates,  corticosteroids, 
CSF  withdrawal,  and  decompressive  crani- 
otomy. Use  of  newer  techniques  of  monitoring 
and  treating  cerebral  edema  should  be  re- 
served for  centers  experienced  in  the  diagnosis 
and  management  of  children  with  severe 
neurologic  disorders.  To  date,  groups  employ- 
ing these  experimental  measures  have  failed  to 
demonstrate  better  survival  rates  than  those 
providing  intensive  supportive  care. 

13.  WHAT  THERAPIES  ARE  DIRECTED 
AT  REMOVAL  OF  PRESUMED 
TOXINS? 

Exchange  transfusion,  dialysis,  total  body 
“washout,”  charcoal  hemoperfusion,  and 
plasmapheresis  have  all  been  suggested  as 
potentially  helpful  by  removing  an  unidentified 
toxic  substance  from  patients  with  Reye’s 
syndrome.  There  is  no  evidence  that  the  use  of 
these  techniques  improves  outcome. 

14.  WHAT  ARE  THE  RESIDUAL 
FINDINGS? 

Complete  recovery  may  be  expected  in  the 
majority  of  patients  who  survive  the  acute 
illness.  However,  some  children  who  experi- 
ence coma  may  suffer  brain  damage  resulting 
in  developmental  delay,  motor  impairment,  or 
mental  retardation.  Normal  functioning  in 
school  may  be  delayed  for  some  weeks. 
Children  may  be  able  to  do  the  prescribed 
school  work,  but  at  a slower  rate.  Sometimes 
distractability,  inattention,  and  memory  prob- 
lems occur. 

Anxiety  and  apprehension  associated  with 
fear  of  bodily  harm  and  death  are  frequently 
encountered  in  these  children  while  hospital- 
ized and  following  discharge  from  the  hospital. 
Such  fears  can  be  helped  by  gentle  parental 
support.  Overprotectiveness  of  the  child  by 
the  parents  can  accentuate  behavioral  or 
school  problems  and  should  be  avoided. 

Extensive  psychological  and  educational 
testing  appears  to  be  unnecessary  except  in  a 
study  setting.  Assisting  school  personnel  in 
providing  learning  experiences  geared  to  the 
individual  needs  of  the  recovering  child  may  be 
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required.  Family  guidance  and  counseling  may 
be  useful  and  are  encouraged. 

15.  WHAT  ARE  THE  AREAS  OF 
FUTURE  RESEARCH? 

Potential  areas  of  research  include:  epi- 
demiology, etiology,  pathogenesis,  diagnosis, 
management,  and  outcome.  Most  important  is 
elucidation  of  the  etiology  and  pathogenesis  of 
this  syndrome,  with  prevention  as  the  ultimate 
goal. 

Epidemiology 

The  low  incidence  of  this  disease  results  in 
small  numbers  of  patients  available  for  study 
at  any  single  institution.  The  designation  of  a 
specific  diagnostic  code  for  Reye’s  syndrome 
in  the  International  Classification  of  Diseases 
(10th  Revision,  Clinical  Modification)  would 
facilitate  the  determination  of  a more  accurate 
incidence  rate  for  Reye’s  syndrome. 

Studies  stratifying  cases  by  age,  sex,  and 
race,  by  socioeconomic  and  environmental 
characteristics,  and  by  geographic  areas  and 
location  of  residence  (urban,  suburban,  rural) 
are  needed  to  elucidate  factors  which  may  be 
important. 

Etiology 

Although  the  etiology  of  Reye’s  syndrome 
remains  unknown,  an  association  with  a recent 
viral  infection,  especially  influenza  B and 
varicella,  is  well-established.  However,  the 
development  of  Reye’s  syndrome  following  any 
of  these  viral  infections  is  uncommon,  and  why 
only  certain  individuals  develop  the  disease 
deserves  further  study.  In  addition,  three 
recent  population-based  case-control  studies 
have  demonstrated  an  apparent  association 
between  salicylate  usage  and  Reye’s  syn- 
drome. Since  the  specific  questions  posed  to 
the  panel  and  discussed  at  the  consensus 
conference  were  limited  to  diagnosis  and 
treatment,  the  data  on  which  this  association  is 
based  were  not  presented  but  were  discussed 
by  several  participants  in  the  conference.  Each 
of  the  three  studies  indicates  an  increase  in  the 
estimated  relative  risk  of  Reye’s  syndrome, 
which  does  not  appear  to  be  due  to  chance. 
However,  other  possible  explanations  of  this 
association  include  the  following:  potential 
phases  such  as  case-control  selection  (e.g., 
comparability  of  antecedent  illness),  informa- 


tion gathering  (e.g.,  based  on  recall),  and 
confounding  (e.g.,  indications  for  salicylate 
use). 

Parents  and  physicians  should  be  aware  that 
most,  if  not  all,  medications  have  potential 
deleterious  effects;  thus,  caution  in  the  use  of 
salicylates  in  children  with  influenza  and  those 
with  varicella  is  prudent.  Currently,  the  risk  of 
these  effects  in  unknown  for  salicylates  or  for 
other  antipyretic  medications.  Since  salicy- 
lates have  been  given  to  children  with  illnesses 
predisposing  to  Reye’s  syndrome  without 
adverse  effect,  and  cases  of  Reye’s  syndrome 
have  occurred  in  which  salicylates  had  not 
been  administered,  salicylates  alone  cannot  be 
responsible  for  the  development  of  Reye’s 
syndrome.  However,  certain  similarities  be- 
tween salicylism  and  Reye’s  syndrome  and 
those  studies  reporting  an  association  between 
Reye’s  syndrome  and  salicylate  ingestion 
indicate  a need  for  further  carefully  designed 
studies  before  recommending  changes  in  anti- 
pyretic therapy  of  children. 

The  role  of  influenza  and  other  viruses, 
aflatoxins,  and  genetic  predispositions  also 
deserve  study. 

Diagnosis 

Although  guidelines  for  the  recognition  of 
Reye’s  syndrome  are  generally  accepted,  in- 
formation on  the  validity  of  the  many  proposed 
screening  (clinical  and  laboratory)  tests  is 
incomplete  and  based  on  small  numbers  of 
patients  or  nonuniform  diagnostic  criteria. 
Particular  attention  should  be  given  to  docu- 
menting the  sensitivity,  specificity,  and  pre- 
dictive values  associated  with  various  tests. 

Management  and  Outcome 

Critical  and  comparative  evaluation  of  the 
treatment  of  Reye’s  syndrome  can  only  pro- 
ceed within  the  framework  of  a randomized 
controlled  trial.  A need  exists  for  determining 
the  best  available  monitoring  procedures, 
seeking  the  most  sensitive  indicators  of  patient 
status  while  exposing  the  patient  to  the 
minimal  task.  Evaluations  of  treatment  and 
monitoring  regimens  require  strictly  defined 
protocols  and  a sample  size  necessary  for 
statistical  analysis. 

Both  the  short-  and  long-term  sequelae 
related  to  Reye’s  syndrome  should  be  evalu- 
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ated.  Subtle  effects  on  mental  and  motor 
capabilities  should  be  evaluated  using  longi- 
tudinal data  analysis.  When  possible,  evalua- 
tions should  be  conducted  without  knowledge 
of  the  patient’s  treatment  or  monitoring 
regimens. 


The  conference  was  sponsored  by  the 
National  Institute  of  Neurological  and  Com- 
municative Disorders  and  Stroke  and  co- 
sponsored by  the  National  Institute  of  Allergy 
and  Infectious  Diseases;  the  National  Institute 
of  Arthritis,  Diabetes,  and  Digestive  and 
Kidney  Diseases;  the  National  Institute  of 
Environmental  Health  Sciences;  the  National 
Institute  of  Child  Health  and  Human  Develop- 
ment; and  the  Division  of  Research  Resources. 
Collaborating  agencies  included  the  Centers 
for  Disease  Control  and  the  National  Center 
for  Health  Statistics.  Assistance  was  provided 
by  the  Office  for  Medical  Applications  of 
Research,  NIH. 


A bibliography  on  Reye’s  syndrome  is 
available  from  the  Office  for  Medical  Applica- 
tions of  Research,  Building  1,  Room  216,  NIH, 
Bethesda,  Maryland  20205.  This  bibliography 
was  prepared  by  the  Developmental  Neurology 
Branch,  National  Institute  of  Neurological  and 
Communicative  Disorders  and  Stroke. 
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Ethical  Considerations  in 
Treating  Sexual  Problems 


SEXUAL  activity  and  expression 
are  fundamental  dimensions 
through  which  major  life  goals 
are  achieved.  Primary  among  these  basic  goals 
are  personal  happiness  and  stable  interper- 
sonal relationships.  Conflicting  values,  un- 
happy sexual  histories,  and  situational  pres- 
sures may  limit  sexual  pleasure  and  restrict 
healthful  options.  Under  such  circumstances 
sexual  activity  is  less  likely  to  be  self- 
enhancing or  mutually  fulfilling. 

What  value  judgments  and  personal  atti- 
tudes affect  physicians’  decisions  in  distin- 
guishing healthy  sexuality  from  unhealthy  or 
dysfunctional  sexuality?  How  can  patients’ 
concerns  about  sexual  problems  aid  physi- 
cians’ interpretaion,  diagnosis,  and  treatment 
of  the  problem?  When  the  distinctions  between 
“normal”  and  “abnormal”  sexuality  are  not 
clear  or  involve  conflicting  value  judgments,  is 
the  patient’s  problem  primarily  a medical  one, 
a psychiatric  one,  or  a social  and  situational 
one?  Some  guidelines  in  decision-making  can 
aid  physicians  in  sorting  out  these  variables 
and  in  helping  patients  to  better  understand 
the  many  personal  values  and  social  attitudes 
affecting  sexual  problems. 

Surveys  of  family  practice  physicians  show 
the  frequency  of  patients  reporting  sexual 
concerns  to  the  doctor  to  be  surprisingly  low.1 
Yet  Masters  and  Johnson  state  that  at  least 
509c  of  married  couples  are  troubled  by  sexual 
dysfunctions  or  concerns  about  sexual  activity.2 
It  would  seem  that  sexual  concerns  are  not 
commonly  reported  complaints  to  medical 
practitioners,  or  that  they  are  reported  in  an 
indirect  or  vague  manner  and  are  overlooked 
or  misperceived  by  the  physician.  Physicians 
in  general  practice  often  claim  a personal 
discomfort  in  dealing  with  patients’  sexual 
problems.3 

When  sexual  concerns  are  discussed  be- 
tween patient  and  physician,  the  actual  prob- 
lems presented  are  usually  neither  complex 
nor  difficult  to  treat.  Many  sexual  “problems” 
represent  attempts  on  the  patient’s  part  to 
gain  accurate  information  about  sex  or  to  have 
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their  own  sexual  practices  validated  as  “nor- 
mal.” Patients  may  ask  about  concerns  with 
sexual  performance  or  worries  about  a par- 
ticular sexual  practice.  Other  problems  include 
those  associated  with  sexual  dissatisfaction, 
dysfunction,  or  questionable  sexual  “devia- 
tion.” It  is  not  uncommon  that  the  patient  may 
be  “cured”  in  between  the  time  she  or  he  sees 
a recommended  specialist  and  the  time  of 
initial  consultation  with  their  physician.  The 
reassuring  information  presented  by  the  phy- 
sician was  needed  more  than  the  specialist’s 
expertise. 

Why  are  doctors  reluctant  to  deal  with 
sexual  problems?  Reasons  include  the  phy- 
sician’s own  embarrassment  in  talking  about 
sex  or  gathering  intimate  information  that  is 
stressful  for  the  patient  to  reveal.  It  is 
sometimes  hard  to  find  a vocabulary  which 
matches  the  patient’s  own  level  of  knowledge 
without  being  either  too  clinical  or  too 
“pornographic.”4 

The  diagnosis  and  treatment  of  sexual 
problems  may  be  more  sensitive  than  most 
medical  problems  because  of  the  particular 
subjective  nature  of  the  problem.  No  matter 
how  one  defines  normal  sexual  functioning,  it 
is  the  patient’s  subjective  evaluation  of  the 
problem  that  usually  brings  the  patient  to  see 
the  doctor.  The  degree  of  subjective  discom- 
fort may  be  the  only  way  the  physician  has  of 
evaluating  the  patient’s  complaint.  A sexual 
history  may  reveal  no  relative  change  in  the 
patient’s  sexual  expressions  or  satisfaction. 
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Lack  of  concrete  facts  may  leave  the  medical 
scientist  struggling  to  establish  something 
more  substantial  upon  which  to  base  diagnosis 
and  treatment. 

Physicians  today  often  hear  that  they  are  not 
sensitive  enough  to  their  patients'  needs. 
Certain  attitudes,  fears,  or  “hang  ups"  result  in 
the  communication  of  a sense  of  disapproval  or 
rejection  to  the  patient.  Most  physicians 
sincerely  try  to  be  sensitive  to  patients’  spoken 
and  unspoken  needs  in  dealing  with  sexual 
problems.  But  this  sensitivity  may  also  work 
against  the  physician  in  such  situations, 
making  him  or  her  more  vulnerable  to  patients’ 
concerns  and  less  certain  of  professional 
competency  or  objectivity  in  treating  the 
problem. 

In  a complete  evaluation  of  the  seriousness 
of  any  sexual  problem  or  dysfunction,  the 
physician  must  consider:  1)  its  meaning  and 
implications  for  the  patient,  2)  its  effect  on 
intimate  relationships,  and  3)  its  significance 
for  the  patient’s  over  all  health  and  general 
sense  of  well  being.  In  making  these  deter- 
minations, there  will  inevitably  be  subjective 
value  judgments  in  the  diagnosis.  The  diffi- 
culty of  relying  on  subjective  reports  from 
patients  is  recognized  early  in  a sex  therapist’s 
training.  For  example,  it  is  not  unusual  for  men 
to  underestimate  the  frequency  of  intercourse. 
The  Masters  and  Johnson  co-therapy  tech- 
nique recognizes  the  need  for  additional 
information  by  including  both  partners  in  the 
history  taking  and  treatment  process.  While 
this  technique  does  not  always  introduce 
objective  fact  or  quantifiable  data,  it  does  at 
least  widen  the  therapist’s  perspective. 

Sexual  problems  and  their  symptoms  have 
different  meanings  for  each  individual.  For 
some  patients,  sexual  concerns  are  a way  of 
gaining  control  of  a relationship.  For  others 
they  may  serve  a protective  function  by 
covering  up  other,  more  complex  problems: 
(1)  the  problem  of  abandoning  oneself  to  erotic 
pleasure  without  fear  or  concern  about  per- 
formance; (2)  the  stress  of  anxiety;  (3)  fear  of 
failure;  (4)  excessive  need  to  please  the 
partner;  (5)  guilt  and  shame;  (6)  sexual 
ignorance;  (7)  great  demands;  (8)  religious 
restrictions;  (9)  poor  self-esteem;  (10)  un- 
realistic expectations;  (11)  intrapsychic  con- 
flicts; (12)  destructive  interactional  patterns; 
(13)  poor  communication.5 


When  a particular  treatment  decision  calls 
for  a personal  value  judgment,  physicians 
recognize  an  ethical  responsibility  to  their 
patients.  Physician  education  programs  in  the 
area  of  human  sexuality  sometimes  strive  to 
desensitize  participants  by  bombarding  them 
with  a marathon  media  blitz  of  erotic  material. 
The  objective  of  the  courses  often  is  to  make 
physicians  more  aware  of  their  own  sexual 
views  and  values.  The  assumption  is  that  the 
enlightened  physician  will  then  be  more 
comfortable  counseling  patients  whose  per- 
spectives are  unusual  or  radical  in  terms  of 
“conventional”  sexuality.  Yet  the  consequen- 
ces of  desensitization  training  may  be  adverse 
if  physicians  are  led  to  focus  on  what  they 
perceive  to  be  their  own  “hang  ups”  about 
sexuality  and  their  inability  to  accept  more 
unconventional  values.  Physicians  who  over- 
compensate for  feelings  of  inadequacy  may 
either  overestimate  or  underestimate  the 
importance  of  the  problem  for  the  patient. 

How  does  a physician  learn  what  he  or  she 
can  confidently  provide  in  therapy  without 
referring  the  patient?  The  traditional  method 
of  teaching  physicians  the  art  of  medicine  is 
through  the  preceptor.  With  the  advice  and 
guidance  of  an  experienced  physician,  stu- 
dents and  residents  see  patients  with  particu- 
lar problems.  They  diagnose  and  treat  the 
patient  in  accordance  with  the  preceptor’s 
standard  of  practice.  One  first  imitates,  then 
originates  one’s  own  approach  caring  for  the 
patient.  In  order  to  provide  a person  with  as 
much  experience  as  possible  to  improve  the 
efficiency  of  training,  use  of  role  playing  has 
become  more  common.  This  technique  is 
especially  useful  in  learning  to  treat  patients 
with  behavioral  problems.6 

Yet  there  are  two  areas  of  medical  practice 
which  are  traditionally  “solo  endeavors”:  psy- 
choanalysis and  sex  therapy.  It  is  not  common 
for  student  physicians  to  be  admitted  directly 
into  therapy  sessions.  Role  modeling  in  these 
areas  may  be  indirectly  provided  by  case- 
reviews,  etc.  But  ultimately  it  is  each  phy- 
sician’s personal  judgment  and  ethical  respon- 
sibility to  patients  which  influence  successful 
therapy. 

Ethical  and  professional  values  enter  into  all 
dimensions  of  therapy  and  professional  (phy- 
sician/patient) relationships.  In  counseling 
patients  about  sexual  concerns,  empathetic 
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listening  in  an  atmosphere  of  nonjudgmental 
professional  objectivity  remains  the  primary 
tool  for  ensuring  successful  therapy.  The 
physician’s  ability  to  discern  a mutually 
comfortable  vocabulary  or  to  ask  nonaffrontive 
questions  about  sexual  values  or  practices  will 
affect  the  patient’s  trust  and  mutual  respect  in 
the  therapeutic  relationship.  Successful  coun- 
seling not  only  helps  the  individual  to  alleviate 
present  concerns  and  stresses,  but  also  to 
consider  the  fuller  implications  of  treatment  in 
terms  of  life-styles  and  life-goals. 

The  following  steps  are  necessary  to  any 
successful  counseling:  (1)  perception  of  the 
problem  — a sexual  history  should  be 
obtained  first  to  familiarize  the  physician  with 
physical,  sexual  functioning  and  patient  atti- 
tudes, values,  and  expectations  regarding  self- 
image  and  sexuality;  (2)  receiving  and  inter- 
preting information  — physicians  should 
determine  which  personal  values  will  affect  the 
outcome  of  therapy  or  a patient’s  compliance 
with  treatment;  (3)  formation  of  an  ethical 
response  — the  goals  of  treatment  should 
serve  to  increase  a patient’s  autonomy,  dignity, 
and  self-fulfillment;  and  (4)  choosing  courses 
and  consequences  of  action  — the  physician 
should  then  work  with  the  patient  to  develop 
realistic  goals  for  treatment  and  to  separate 
fact  from  fantasy  in  realizing  these  goals. 

The  following  examples  demonstrate  the 
processes  involved  in  ethical  decision  making. 
By  identifying  various  points  in  that  process 
where  their  personal  values  can  influence  the 
outcome,  physicians  become  more  comfortable 
and  more  effective  in  treating  sexual  problems. 
A clear  awareness  of  personal  beliefs  about 
sexuality  (and  an  appreciation  of  the  separate- 
ness of  these  from  patients’  beliefs)  should  not 
“desensitize”  physicians  but  should  encourage 
them  to  be  more  sensitive,  respectful,  and 
effective  in  treating  sexual  problems. 

Case  #1 

A robust  60  year  old  white  male  asked  his 
physician  for  help  with  sexual  problems.  He 
had  separated  from  his  second  wife,  a woman 
20  years  younger,  to  whom  he  had  been 
married  16  years.  He  related  to  the  physician 
his  fear  that  “history  would  repeat  itself,” 
since  he  had  divorced  his  first  wife  after  16 
years  of  marriage.  Shortly  before  this  first 
divorce,  he  had  also  complained  to  a physician 


about  “sexual  problems.”  That  physician  had 
diagnosed  his  problem  as  an  excessive  sex 
drive  and  prescribed  a thyroid  suppressing 
drug  and  tranquilizers.  He  had  been  seen 
earlier  by  another  physician  at  the  time  of 
separation  from  his  second  wife.  His  complaint 
then  was  that  he  had  difficulty  being  aroused 
by  women  other  than  his  estranged  wife.  This 
physician  prescribed  a course  of  testosterone 
and  thyroid  treatments  for  the  patient’s  low 
sex  drive. 

The  patient  explained  that  he  always 
seemed  to  need  “a  lot  of  sex  every  day.”  He 
desired  intercourse  two  to  three  times  daily. 
He  was  very  distressed  that  his  wife  was  now 
unwilling  to  meet  his  demands.  He  continued 
to  call  her  every  day,  urging  reconciliation  and 
begging  her  to  “relieve  these  needs,”  since  he 
had  again  found  that  he  was  virtually  impotent 
with  other  women. 

After  further  discussion  with  his  current 
physician,  it  became  clear  that  this  was  not  a 
problem  of  “too  much”  or  “too  little”  sex  drive. 
Instead,  the  central  problem  involved  this 
individual’s  self-image  and  inability  to  relate 
intimately  with  any  woman  without  feeling 
controlled  or  dominated  by  her.  Sexual 
prowess  was  used  as  a way  of  maintaining  a 
desired  image  of  dominance  while  uncon- 
sciously denying  a high  level  of  dependency  in 
the  relationship.  By  perceiving  this  as  a 
disorder  related  to  sex  drive  and  hormone 
balance,  this  patient’s  previous  physician  did 
not  help  him  deal  with  underlying  personality 
problems.  In  this  case,  accurate  perception  of 
the  fundamental  problem  was  essential  to 
successful  therapy. 

Case  #2 

A couple  was  referred  to  a psychiatrist  by 
their  family  physician  who  would  say  only  that 
this  couple  had  a sexual  problem  relating  to 
decreased  frequency  of  intercourse.  In  an 
initial  interview  with  the  psychiatrist,  the 
couple  — a minister  and  a homemaker  — 
stated  that  in  the  past  year,  they  had 
intercourse  only  a few  times.  In  the  last  three 
months  there  had  been  no  sexual  contact. 
During  the  interview  it  became  more  clear  that 
the  husband’s  sexual  desire  had  virtually 
disappeared.  He  expressed  a reluctance  re- 
garding intimacy  and  “carnal  relations.”  The 
option  of  ending  marital  relations  altogether 
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was  as  unthinkable  for  the  wife  as  having  an 
extra-marital  affair.  She  tearfully  expressed 
feelings  of  being  “trapped  in  this  whole  thing.” 

In  subsequent  visits  a sexual  history  and 
physical  examination  were  completed  for  each 
partner.  Information  gathered  revealed  no 
significant  physical  problems  or  sexual  dys- 
function. The  consultant  decided  to  re-explore 
components  of  the  couple’s  marital  history. 
Recent  events  and  changes  were  assessed  on  a 
life-stress  index.  During  this  inventory  the 
couple  discussed  the  circumstances  surround- 
ing their  adoption  last  year  of  an  orphan.  This 
child  was  a delinquent  who  had  been  dra- 
matically rehabilitated  by  the  minister  in  the 
course  of  his  evangelical  work. 

At  this  point  in  therapy  the  psychiatrist 
considered  several  possible  causes  of  the 
problem  with  each  partner.  Among  the  causes 
were  these:  that  the  newly  adopted  son  had 
altered  family  patterns  of  privacy  and  com- 
munication; that  evangelical  teachings  affected 
the  couple's  conscious  or  unconscious  atti- 
tudes and  sexual  expression  in  a new  and 
difficult  way:  that  the  relationship  between  the 
minister  and  the  boy  might  be  more  complex 
than  it  appeared.  This  last  hypothesis  proved 
correct.  The  minister  was  able  to  discuss  a 
brief  homosexual  encounter  with  the  boy, 
which  had  filled  him  with  such  guilt  and 
remorse  that  he  developed  elaborate  avoid- 
ance behaviors  rather  than  receive  “sinful 
sexual  gratification”  of  any  kind  whatsoever. 

This  breakthrough  was  significant  for  the 
minister.  He  explained  that  he  had  hinted  at 
the  cause  of  the  problem  with  his  family 
physician  but  felt  rebuffed  and  anguished 
because  his  physician  was  simply  unable  to 
understand,  to  entertain  the  perception  that  a 
homosexual  liaison  could  have  existed.  This 
fact  could  not  be  received  and  processed 
because  it  was  utterly  incongruent  with  the 
physician’s  image  of  the  clergy.  What  was 
automatically  immoral  within  the  physician's 
ethical  system  was  also  unthinkable  as  it  was 
impossible. 

Case  #3 

A young  couple  was  contemplating  marriage. 
They  had  been  living  together  for  several 
months  prior  to  the  time  when  they  sought 
advice  from  a physician.  The  problem  pre- 


sented concerned  lack  of  sexual  response  from 
the  woman.  Both  partners  felt  this  was 
somehow  related  to  the  young  woman’s  in- 
ability to  reach  orgasm.  A detailed  sexual 
history  confirmed  a primary  orgasmic  dys- 
function. Physician  examinations  revealed  no 
underlying  organic  factors.  Further  counseling 
allowed  the  couple  to  express  many  doubts 
each  had  about  the  basic  sexual  behavior,  their 
own  performance,  and  communication  about 
sexual  desires.  It  became  apparent  that  neither 
the  young  man  nor  the  young  women  was  really 
aware  of  female  sexual  functioning  or  what  was 
personally  desirable  sexual  stimulation.  Both 
expressed  a number  of  confused  ideas  about 
masturbation.  The  woman  believed  that  if  she 
“touched  herself  privately,”  she  might  not  be 
able  to  have  children.  Her  partner,  however, 
was  urging  her  to  try  self  stimulation  using  a 
small  vibrator  which  he  had  purchased  with 
the  belief  that  this  would  “loosen  her  up  a lot.” 

The  physician  in  this  situation  felt  that  the 
problem  was  related  to  the  psychological 
effects  of  premarital  intercourse.  He  empha- 
sized that  masturbation  at  this  point  would 
only  exaggerate  their  problem  because  it 
would  “distract  from  the  ultimate  goal  of 
satisfaction  in  marital  intercourse.”  He  tried  to 
make  it  clear  to  the  young  couple  that  any  self 
stimulation  on  the  part  of  the  woman  would 
result  in  psychological  damage,  causing  her  to 
become  dependent  on  “a  mechanical  device” 
rather  than  on  the  “natural  object”  (her 
partner’s  penis).  This  would  further  aggravate 
her  rejection  of  her  partner. 

This  young  couple  found  the  physician’s 
medical  authority  so  convincing  that  they 
altered  their  personal  values  in  conformity 
with  those  of  the  physician.  However,  they 
discovered  that  their  problem  continued  and  in 
fact,  became  more  acute  after  their  marriage. 
They  later  sought  help  from  another  physician 
who  helped  them  examine  and  choose  their 
own  values,  while  providing  them  with  factual 
information  about  masturbatorv  practices, 
sexual  desires,  and  dependency  patterns. 

Case  #4 

A senior  military  officer  asked  that  his  son 
be  seen  by  a physician  in  a small  town  close  to 
the  military  base.  The  purpose  of  the  consulta- 
tion was  to  determine  whether  or  not  the  son 
was  “truly  a homosexual.”  After  an  initial 
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conversation  with  the  father,  the  physician 
talked  with  the  officer’s  15  year  old  boy  about 
his  sexual  preferences,  activities,  fantasies, 
and  some  conversations  he  had  with  various 
members  of  a teenage  gay  rights  group.  The 
boy  also  related  that  his  mother  and  father  had 
recently  divorced;  when  he  had  tried  to  discuss 
his  concerns  about  being  gay  with  his  mother, 
she  had  sent  him  to  live  with  his  father  to 
“make  a man  out  of  me.”  As  yet  the  boy  had 
not  had  any  homosexual  experience  but  was 
considering  seeking  such  a relationship.  He 
expressed  great  concern  about  what  he  be- 
lieved to  be  his  father’s  strict  authoritarian 
manner  and  stated  that  the  more  his  father 
hassled  him,  “the  more  sure  I am  that  I am 
really  gay.” 

At  the  end  of  this  initial  interview,  the  father 
returned  and  asked  the  physician  “have  you 
straightened  the  kid  out  yet?”  The  officer  told 
the  physician  that  he  should  make  the  boy 
understand  that  all  thoughts  about  homo- 
sexuality were  evil,  sick,  and  unmanly.  When 
the  physician  told  the  father  that  this  would 
serve  no  therapeutic  purpose,  the  father 
accused  him  of  siding  with  his  son,  “probably 
because  you  are  a homosexual  too,  doc.”  When 
the  physician  suggested  that  the  father  con- 
sider his  options  in  finding  another  physician, 
perhaps  one  on  the  military  base,  the  father 
presented  an  ultimatum:  either  this  physician 
would  talk  to  his  son  about  “upright  Christian 
ethics  and  beliefs”  or  the  physician’s  reputa- 
tion in  this  town  would  suffer  serious  damage. 

In  considering  possible  courses  of  action  and 
alternative  consequences,  this  physician  be- 
lieved his  ultimate  obligation  was  to  help  the 
young  son  be  heard  by  his  father.  The  father, 
however,  refused  the  physician’s  offer  and  left 
with  his  son. 

Analysis  of  these  Cases 

Physicians  who  choose  to  treat  patients  with 
sexual  problems  and  dysfunction  must  con- 
sider the  effects  of  their  personal  value 
systems  and  ethical  ideals  upon  the  counseling 
process.  In  the  area  of  human  sexuality  there  is 
no  overwhelming  consensus  among  physicians 
as  to  what  actually  constitutes  health  or 
disease.  This  is  especially  true  with  changing 
social  standards  and  family  patterns.  Thus,  it 
is  fair  to  ask  whether  individual  judgments 
about  “normal”  and  “abnormal”  sexuality 


reflect  a medical  diagnosis  or  a cultural 
consciousness. 

Marmour  distinguishes  “healthy”  sex  from 
“sick”  sex  on  the  basis  of  motivational  factors.7 
Healthy  sexual  behavior  is  motivated  by 
feelings  of  affection  and  tenderness,  includes 
positive  feelings  of  liking  self  and  partner,  and 
seeks  to  both  give  and  receive  pleasure.  By 
contrast,  pathological  sexuality  is  a vehicle  for 
discharging  anxiety,  hostility,  guilt,  or  tensions 
which  may  not  in  fact  be  sexually  related.  It  is 
motivated  by  private  needs  to  the  exclusion  of 
concern  about  giving  pleasure  or  sharing 
feelings. 

In  terms  of  partner  selection,  Marmour 
notes  that  healthy  sex  tends  to  be  discriminat- 
ing in  choices  while  pathological  sex  includes 
neurotic  patterns  of  hasty,  desperate,  non- 
discriminatory  selection.7  Gould  notes  that 
while  there  are  no  absolute  guidelines  to 
distinguish  healthy  from  sick  sexual  behavior, 
the  rigid  criteria  which  in  the  past  established 
normal  sex  as  heterosexual  activity  culminat- 
ing in  intercourse  and  orgasm  have  changed 
with  the  sexual  revolution.  However,  a norma- 
tive principle  of  healthy  sexuality  may  still  be 
based  on  personal  and  mutual  fulfillment 
without  exploitation.8 

The  psychological  consequences  of  sexual 
ignorance,  confusion,  and  dysfunction  each 
contribute  to  an  individual’s  assessment  of 
sexual  problem  or  pathology.  Closely  related 
to  psychological  consequences  are  personal 
values.  When  a sexual  problem  is  related  to 
denial,  anger,  guilt,  depression  or  limitations 
on  personal  choices  and  personal  freedom,  it 
may  justly  be  perceived  as  an  ethical  as  well  as 
medical  problem.  It  may  lead  an  individual  to 
isolation  or  repudiation  of  any  sexual  activity, 
or  to  situations  in  which  basic  human  rights  are 
compromised  through  increased  psychological 
tension  and  pain.  Physicians  who  increase 
their  skills  of  professional  objectivity  and 
empathetic  listening  can  offer  their  patients 
accurate,  nonjudgmental  medical  information 
about  sexuality  and  will  greatly  enhance 
possibilities  for  successful  therapeutic  resolu- 
tion of  sexual  problems. 

Decision  making  and  critical  thinking  are 
skills  basic  to  medical  practice.  The  training 
available  to  physicians  in  the  application  of 
these  skills  to  the  treatment  of  patients’  sexual 
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problems  often  tend  towards  abstraction 
rather  than  practicality.  It  is  similar  to  learning 
textbook  anatomy  without  appreciating  its 
application  to  the  diagnosis  and  treatment  of 
living  persons. 

Yet  treating  sexual  problems  is  neither 
overly  complex  nor  esoteric.  Physicians  gain 
confidence  in  treatment  through  clarifying 
their  personal  and  professional  values  and 
through  the  application  of  decision  skills  which 
lead  them  to  accurately  perceive  and  evaluate 
patient  problems.  The  ability  to  plan  a 
treatment  which  recognizes  the  therapeutic 
value  of  simple  processes,  such  as  active 
listening  and  patient  education,  may  increase 
physician  confidence  and  decrease  the  in- 
cidence of  patient  referral  to  the  sex  therapist 
or  specialist. 

The  logical  process  of  treatment  planning 
may  break  down  at  the  point  of  diagnosis  if  the 
physician  has  not  accurately  perceived  the 
problem  and  has  not  understood  (or  has 
forgotten)  what  the  patient  really  wants.  In 
planning  treatment  goals,  the  physician  may 
substitute  personal  goals  for  the  patient,  wrhich 
may  in  fact  be  unrealistic  and  unattainable, 
leaving  all  involved  with  a sense  of  defeat.  If 
the  physician  or  patient  sees  the  prime  value  in 
treatment  idealized  perfect  sexual  functioning, 
satisfaction  may  be  very  difficult  to  attain  or 
may  be  attained  only  at  the  expense  of  other 
important  values.  Misperceived  objectives  and 
idealized  goals  often  thwart  constructive  treat- 
ment. Physician  expectations  need  not  be 
unattainable'  idealized.  Most  often  patient 
concerns  respond  to  basic  therapy,  education, 
and  empathy.  Physicians  should  not  underrate 
their  abilities  to  provide  these  therapeutic 
benefits.  The  situation  of  misperceived  thera- 
peutic objectives  is  frequently  like  that  of  the 
small  boy  who  asked  mom  and  dad  where  his 
new  friend  Tommy  came  from.  After  the 
parents  had  provided  a detailed  explanation  of 
conception  and  birth,  the  youngster  said 
simply  “but  is  he  from  Ohio  or  Indiana?" 

Accurate  assessment  of  and  empathetic 
response  to  patient  sexual  problems,  concerns, 
and  fears  does  not  automatically  require  high 
levels  of  professional  sophistication.  Decision 
skills  and  critical  thinking,  outlined  in  a 
practical  decison  tree  (Fig.  1)  or  flow  chart, 
that  is  applicable  to  the  specific  variables  of 


TREATING  PATIENTS'  SEXUAL  PROBLEMS 
A DECISION  TREE 


each  individual  case,  are  the  essential  tools  in 
successful  and  responsible  treatment. 


Summary 

In  spite  of  a number  of  courses  in  human 
sexuality  designed  to  “desensitize”  physicians 
to  nontraditional  sexual  behaviors,  values,  and 
life  styles,  physicians  do  not  frequently  report 
confidence  in  treating  sexual  problems  or  in 
meeting  patients’  needs  for  counseling.  Ob- 
stacles to  confident  counseling  include:  1)  con- 
fusions in  physicians’  personal  values,  2)  mis- 
interpreting patient  problems  or  needs,  and 
3)  lack  of  adequate  physician  role  models  in 
medical  education.  As  long  as  these  road 
blocks  exist,  physicians  may  be  unable  to 
professionally  validate  their  successes  and 
review  other  options  in  patient  care.  However, 
when  physicians  objectively  separate  personal 
beliefs  about  sexuality  from  patients’  values 
and  needs,  empathetic  and  objective  therapy 
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can  proceed  with  confidence.  In  patient  care, 
objective  separation  involves  ethics  and  de- 
cision making.  Case  histories  are  given  to 
illustrate  essential  steps  in  the  practical 
application  of  a decision  tree. 
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Growing  Skull  Fractures 


GROWING  skull  fracture  of  child- 
hood is  a rare  but  important 
complication  of  head  trauma 
in  children.  Recently  a case  presented  at  the 
University  of  Nebraska  Medical  Center  which 
was  characteristic  of  this  disease.  A review  of 
this  disease  is  presented  because  of  the 
important  neurologic  sequalae  if  the  diagnosis 
and  therapy  are  not  undertaken  promptly. 

Case  Report 

An  1 1 month  old  white  male  was  involved  in 
a single  vehicle  accident  at  age  3 months.  The 
car  rolled  down  an  embankment  and  he 
bounced  around  inside  the  car.  He  was  taken 
to  Lincoln  General  Hospital  and  found  to  have 
no  extremity,  thoracic,  or  abdominal  injuries. 
On  neurologic  exam  he  was  lethargic  without 
focal  neurologic  deficit.  Skull  films  revealed  a 
major  closed  diastatic  skull  fracture  extending 
from  the  left  frontal  parietal  area  across  the 
vertex  of  the  skull  to  the  right  parietal  area 
(Figure  1).  The  patient  required  no  surgical 
intervention,  slowly  recovered  over  the  ensuing 
several  days,  and  was  discharged. 

Six  months  after  the  accident,  the  patient 
had  a defect  in  the  left  posterior  frontal  area  of 
the  skull.  The  tissue  over  the  defect  would 
bulge  when  the  child  was  horizontal  and  recede 
when  the  head  was  elevated;  the  defect  was 
pulsatile.  Skull  x-rays  demonstrated  a scal- 
loped, irregular  lucent  area  in  the  left  posterior 
frontal  skull  (Figure  2).  The  defect  was  in  line 
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with  the  closed  diastatic  fracture.  A comput- 
erized tomography  (CT)  scan  demonstrated 
elevation  of  the  skull  with  a subadjacent  area 
of  fluid  lucency,  the  same  density  as  cerebro- 
spinal fluid,  in  the  superior  posterior  frontal 
lobe  of  the  brain  (Figure  3). 

On  physical  examination  he  was  a well 
developed,  well  nourished  young  man  who  was 
active  with  no  general  physical  abnormalities. 
Neurologic  examination  revealed  no  focal 
neurologic  deficit.  Examination  of  the  skull 
revealed  a 2 x 3 cm  palpable  defect  in  the  left 
posterior  frontal  skull.  This  area  would  bulge 
when  the  child  was  supine  and  recede  when  he 
was  elevated.  It  was  pulsatile  at  the  same  rate 
as  the  heart.  Laboratory  studies  were  normal. 
The  diagnosis  of  a growing  skull  fracture  of 
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Figure  1:  Lateral  skull  xray  performed  at  the  time 
of  injury  demonstrating  widely  diastatic  fracture. 


childhood  was  made.  The  patient  was  taken  to 
the  operating  room  where  the  skull  defect  was 
isolated.  Adhesions  surrounding  the  skull 
defect  were  lysed,  communicating  the  cerebral 
cystic  space  with  the  remainder  of  the  sub- 
arachnoid space  over  the  convexity.  Peri- 
cranium was  used  to  repair  the  dural  defect.  A 
mosaic  of  bone  was  laid  over  the  skull  defect 
and  covered  with  another  pericranial  patch. 
The  patient  had  a benign  postoperative  course 
and  has  done  well  subsequently. 

Discussion 

Growing  skull  fracture  in  childhood  is  an 
extremely  rare,  but  important  disease  entity. 
These  lesions  may  or  may  not  cause  symp- 
toms. Fifty  percent  of  the  cases  occur  in 
infants  under  one  year  and  ninety  percent 
occur  under  three  years  of  age.2’3  This  time 
frame  to  coincident  with  the  major  growth 
activity  of  the  skull.  The  skull  defect  may  ap- 
pear from  a few  weeks  to  several  years  after 
the  fracture  occurs.  Older  infants  usually  have 
a later  onset  of  growing  fracture  than  younger 
infants. 

Growing  skull  fractures  occur  in  cases  of 
closed  fractures  that  are  widely  diastatic, 
usually  4 mm  or  greater.45  This  allows  dura, 
arachnoid,  and  occasionally  brain  to  herniate 
into  the  fracture,  lacerate,  and  remain  im- 
pacted between  the  bone  edges.3’6  These 
closed  fractures  on  occasion  will  be  associated 


Figure  2:  Lateral  skull  xray  showing  skull  defect 
of  growing  fracture  of  childhood. 
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Figure  3:  CT  revealing  elevated  skull  and  sub- 
adjacent  cyst. 


with  a cephalohematoma  or  cephalohydrocele, 
which  slowly  resolve.  The  subadjacent  brain 
parenchyma  is  commonly  injured  beneath  the 
fracture  and  will  atrophy,  leaving  a multi- 
lobulated  cystic  space  surrounded  by  gliotic 
brain  beneath  the  growing  fracture,  which  is 
isolated  from  the  remainder  of  the  subarach- 
noid space.  If  the  parenchymal  injury  is 
extensive  enough,  the  cystic  area  in  rare  cases 
will  communicate  with  the  ventricular  system 
giving  a true  porencephaly.  The  parenchymal 
injury  and  herniation  may  lead  to  seizure 
activity  and  occasionally  be  the  presenting 
complaint.  The  parenchymal  injury  may  be  the 
etiology  of  decreased  mental  capacity  and 
hemiparesis.  The  cystic  abnormality  will  slowly 
enlarge  giving  progressive  neurologic  deficit. 

The  diagnosis  is  uniformly  made  clinically. 
The  patient  presents  with  a history  of  a major 
closed  head  injury  occurring  before  age  three 
years,  which  had  a diastatic  linear  fracture  over 
the  cerebral  convexity  of  the  skull.  The  patient 
may  or  may  not  have  neurologic  deficit  or  a 
history  of  seizures,  dependent  on  the  extent  of 
the  brain  injury  and  scarring.  Examination 
demonstrates  a skull  defect  which  is  pulsatile. 
Diagnosis  is  confirmed  radiologically.  The 
skull  defect  is  usually  an  elongated  widening 
along  the  line  of  the  original  fracture.  The 
margins  are  scalloped  and  saucerized.2  4 Prior 
to  the  advent  of  the  CT  scan,  because  of 
cerebral  herniation,  proximity  to  a major 
venous  sinus,  and  possible  communication  of 


the  parenchymal  cyst  with  the  ventricular 
system,  many  studies  were  used  to  investigate 
these  lesions,  i.e.  angiography,  pneumoen- 
cephalography, cystography,  and  radioisotope 
cisternography,  all  of  which  carried  some  risk. 
Currently,  the  only  test  required  for  further 
investigation  after  plain  skull  films  and  oc- 
casionlly  skull  tomography  is  CT.1  CT,  with 
and  without  contrast  enhancement,  will  dem- 
onstrate the  skull  defect,  the  cystic  com- 
ponent, if  any,  and  whether  it  communicates 
with  the  ventricular  system.  It  will  further 
demonstrate  the  vascularity  of  the  lesion  and 
its  relationship  to  major  venous  sinuses. 

Treatment  of  the  lesion  is  surgical,  and 
because  of  the  progressive  nature  of  the  lesion, 
should  be  accomplished  as  soon  as  the 
diagnosis  is  made.  The  important  issues  in 
surgical  repair  are:  (1)  communication  of  the 
parenchymal  cyst,  if  present,  with  the  re- 
mainder of  the  subarachnoid  space;  (2)  obtain 
a water-tight  dural  closure,  which  may  be 
difficult  because  the  dural  defect  is  generally 
substantially  larger  than  the  boney  defect;  (3) 
repair  the  boney  defect  with  appropriate 
materials,  i.e.  rib  graft,  mosaic  of  skull  bone,  or 
in  older  children,  a synthetic  cranioplasty 
material. 
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Agent  Orange:  What's  It  All  About? 


THERE  were  approximately  2.4 
million  Americans  directly  in- 
volved in  the  Vietnam  War. 
Many  suffered  devastating  physical  and  emo- 
tional injury.  An  untold  number  have  or 
possibly  will  suffer  damage  from  Agent  Orange. 

Agent  Orange  was  used  as  a defoliant  in 
Vietnam  from  the  mid-1960’s  until  1971,  when 
the  Pentagon  called  a halt  to  its  use.  Agent 
Orange  is  a code  name  for  a herbicide 
containing  equal  parts  of  2,  4,  5-trichloro- 
phenoxyacetie  acid  (2,  4,  5-T)  and  2,  4 dichlor- 
ophenoxyacetic  acid  (2,  4-D).  A contaminant 
present  in  trace  amounts  is  2,  3,  7,  8-tetra- 
chlorodibenzo-para-dioxin  (TCDD  or  dioxin) 
which  is  one  of  the  most  toxic  chemicals  known 
to  man. 

Signs  and  Symptoms 

Since  the  late  1940’s  at  least  20  episodes  of 
exposure  to  dioxin  have  occurred.  The  best 
documented  industrial  accident  occurred  in 
1947  in  Nitro,  West  Virginia,  involving  more 
than  100  individuals.  A recently  completed  30- 
year  follow  up  has  not  revealed  any  association 
with  early  mortality  in  those  exposed.  Another 
incident  involved  a chemical  plant  in  Sevesco, 
Italy,  on  July  10,  1976,  in  which  447  patients 
developed  skin  lesions  attributable  to  dioxin 
exposure.  Acute  exposure  symptoms  are  nausea 
and  vomiting,  headache,  fever,  burning  and 
irritation  of  skin,  impairments  in  senses  of 
smell,  taste  and  touch,  tremors  and  temporary 
focal  paralysis.  The  long-term  effects  are 
poorly  documented  and  potentially  the  most 
harmful.  Chloracne  is  most  often  the  first  and 
most  constant  of  the  symptoms  of  the  chronic 
type.  Others  include  numbness  and  tingling  of 
the  extremities,  liver  dysfunction,  loss  of  sex 
drive,  radical  mood  changes  and  weaknesses. 

The  two  most  serious  potential  problems, 
however,  are  cancer  and  birth  defects.  In  a 
study  done  by  Toth,  et  al,  mice  with  peroral 
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exposure  to  dioxin  over  two  years  showed  an 
increased  frequency  of  hepatomas  over  the 
control  group.1  Another  study  on  mice  with 
peroral  exposure  to  2,  4,  5-T  showed  an 
increased  tumor  incidence  in  one  of  two 
strains.2  In  a case  control  study  there  was  a six- 
fold increase  in  soft-tissue  sarcomas  in  those 
exposed  to  phenoxyacetic  acids  or  chloro- 
phenols  C.3  As  to  its  teratogenicity,  Courtney, 
et  al,  reported  an  increase  in  mortality, 
gastrointestinal  hemorrhage  and  cystic  kid- 
neys in  rat  fetuses  from  females  treated  with 
2,  4,  5-T  containing  approximately  30  ppm 
dioxin.4  These  findings  have  been  verified  in 
similar  study  by  Sparschu,  et  al.5 

Investigative  Efforts 

Definitive  answers  on  whether  or  not  Agent 
Orange  is  responsible  for  the  aforementioned 
mental  and  physical  problems  must  await  more 
definitive  studies.  One  of  these  presently 
underway  by  the  Air  Force  is  aimed  at  tracking 
down  about  1,200  personnel  involved  in 
“Operation  Ranch  Hand.”  These  individuals 
worked  with  loading  and  aerial  spraying  of 
Agent  Orange  over  Vietnam.  The  study  will 
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include  development  of  a questionnaire,  phy- 
sical examination,  statistical  evaluation,  and 
follow-up  of  participants  until  at  least  1986. 

The  Veterans  Administration  has  estab- 
lished an  Agent  Orange  registry  for  any 
Vietnam  veteran  expressing  a concern  relating 
to  exposure  to  herbicides.  The  registry  in- 
cludes a thorough  history,  physical  examina- 
tion and  follow-up  for  a period  of  several  years 
to  determine  long-term  health  effects  from 
herbicide  exposure.  In  a separate  study,  the 
Veterans  Administration  is  comparing  adipose 
tissue  removed  in  the  course  of  various 
surgical  procedures  on  veterans  with  docu- 
mented exposure  to  the  herbicides  with 
samples  removed  from  former  servicemen  who 
were  not  in  Vietnam.  Dioxin  appears  to  be 
preferentially  stored  in  adipose  tissue  and  may 
be  released  into  the  system  when  an  individual 
loses  weight,  as  DDT  is  known  to  do. 

The  Interagency  Work  Group  to  Study 
Possible  Long-Term  Health  Effects  of  Phen- 
oxy  Herbicides  and  Contaminants  was  recently 
established  to  coordinate  studies  as  well  as 
eliminate  bias  in  studies  conducted  by  the 
military.  The  group  consists  of  representatives 
from  the  National  Toxicology  Program,  Na- 
tional Institute  of  Environmental  Health 
Sciences,  Occupational  Safety  and  Health 
Administration,  U.S.  Department  of  Health 
and  Human  Resources,  Veterans  Administra- 
tion and  others. 

Recently  the  Veterans  Administration  award- 
ed $144,000  to  the  University  of  California  at 
Los  Angeles  to  design  a study  on  the  effect  of 
human  exposure  to  Agent  Orange.  This  epi- 
demiological study  will  be  evaluated  by  the 
Interagency  Work  Group  to  Study  the  Possible 
Long-Term  Health  Effects  of  Phenoxy  Herbi- 
cides and  Contaminants. 

Conclusion 

The  impact  of  Agent  Orange  on  soldiers  and 
civilians  may  not  be  appreciated  for  ten  to  20 
years  because,  like  cigarette  smoking  and 
arsenic  ingestion,  the  malignancies  may  take 
that  long  to  manifest  themselves.  The  studies 
underway  are  the  beginning  of  an  effort  to  sort 


out  the  effects  of  this  herbicide  on  our  health 
and  reproduction.  It  will  take  the  combined 
efforts  of  physicians,  scientists,  and  govern- 
ment to  evaluate  its  deleterious  effects  and, 
hopefully,  prevent  the  possibilities  of  trage- 
dies, such  as  this,  from  happening  again. 
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EDITOR’S  NOTE: 

It  is  generally  not  my  philosophy  to  re- 
produce articles  from  other  State  Medical 
Journals.  However,  I knew  very  little  about 
“Agent  Orange.”  After  reading  this  article,  I 
felt  much  better  informed,  and  would  recom- 
mend it  to  all  readers  of  the  Nebraska 
Medical  Journal.  If  you  want  further  in- 
depth  information,  the  American  Medical 
Association  has  published  the  technical  report 
“The  Health  Effects  of  Agent  Orange  in 
Polychlorinated  Dioxin  Contaminants.”  Major 
sections  of  the  Report  deal  with  the  toxicologic 
evidence  of  a health  hazard,  health  surveys  of 
exposed  populations,  environmental  effects  of 
dioxins,  reviews  of  earlier  studies,  and  current 
proposed  studies.  Copies  of  the  39-page 
Report  are  available  for  $5.00  per  copy,  plus 
$1.00  shipping  and  handling  from:  Order 
Department,  O.P.-126,  American  Medical  As- 
sociation, P.O.  Box  821,  Monroe,  Wisconsin 
53566. 
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CURRENT  THERAPY: 

Hepatitis  B Vaccine 


ANEW  Hepatitis  B vaccine,  pro- 
viding long-term  immunity,  has 
been  approved  by  The  Food 
and  Drug  Administration.  The  new  product, 
manufactured  by  Merck  Sharp  and  Dohme  and 
marketed  as  Heptavax-B,  will  become  avail- 
able during  the  last  quarter  of  1982. 1 

Hepatitis  B virus  is  one  of  at  least  three 
hepatitis  viruses,  the  other  two  being  hepatitis 
A virus,  and  non-A,  non-B  hepatitis  virus. 
Persistence  of  the  chronic  hepatitis  B virus 
carrier  state  occurs  in  5-10%  of  persons 
following  acute  hepatitis  B,  and  occurs  more 
frequently  after  initial  anicteric  hepatitis  than 
after  initial  icteric  disease.  Consequently, 
carriers  of  HBs  Ag  frequently  give  no  history  of 
recognized  acute  hepatitis. 

It  has  been  estimated  that  more  than  170 
million  people  in  the  world  today  are  per- 
sistently infected  with  hepatitis  B virus.2  The 
Center  for  Disease  Control  (CDC)  estimates 
that  there  are  approximately  0.7  to  1.0  million 
chronic  carriers  of  hepatitis  B virus  in  the 
United  States  and  that  this  pool  of  carriers 
grows  by  2%-3%  (8,000  to  16,000  individuals) 
annually.3 

Until  now,  the  only  way  to  control  hepatitis 
B.  especially  after  exposure,  has  been  by 
prophylaxis.  Unfortunately,  the  efficacy  of 
hepatitis  B immunoglobulin  has  been  esti- 
mated at  only  60  percent.  Furthermore, 
although  most  carriers  of  hepatitis  B surface 
antigen  are  asymptomatic,  a large  number  do 
develop  chronic  active  hepatitis  and  cirrhosis. 
Therefore,  availability  of  an  effective,  immuno- 
genic and  safe  vaccine  may  ultimately  affect 
not  only  the  incidence  of  acute  hepatitis  and 
the  pool  of  chronic  carriers,  but  may  also 
reduce  the  morbidity  and  mortality  from 
chronic  active  hepatitis,  cirrhosis  and  hepato- 
cellular carcinoma.4 

Origin 

The  origin  of  the  virus  began  in  1964  when  a 
virus-like  particle  was  isolated  from  the  blood 
of  an  Australian  aborigine.  It  was  later 
identified  as  a component  of  the  protein  coat 
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of  the  hepatitis  B virus  and  called  the  hepatitis 
surface  antigen  (HBsAg). 

Preliminary  work  for  developing  a hepatitis 
B vaccine  was  done  by  Krugman  in  1970. 
Using  the  infected  serum  from  carriers,  he 
made  1:10  dilution  and  was  able  to  prevent 
hepatitis  B in  70%  of  the  subjects  following 
exposure  to  infected  material.4 

Clinical  Trials 

By  1978,  phase  I and  II  studies  indicated 
sufficient  efficacy  to  warrant  large  scale 
clinical  trials.  The  report  that  seemed  to  have 
the  largest  impact  was  by  Szmuness.5  In  this 
investigation,  1083  homosexual  men,  known  to 
be  at  high  risk  for  hepatitis  B virus  infection, 
were  studied  in  double-blind,  randomized, 
placebo-controlled  fashion.  Results  demon- 
strated the  vaccine  to  be  safe,  immunogenic, 
anU  effective.  After  6 months  and  three  IM 
doses  of  40  micrograms  each,  96%  responded 
to  the  vaccine  by  producing  specific  anti- 
bodies, and  the  immunization  appeared  92% 
effective  when  the  patients  were  exposed  to 
infection.  Conversely,  the  placebo-controlled 
group  showed  an  immune  response  in  only  2- 
5%  of  patients.  The  most  common  side  effect 
experienced  during  the  study  was  pain  at  the 
injection  site  in  15%  of  patients. 

In  a separate  French  study  involving  318 
health  personnel  who  work  in  48  French 
hemodialysis  units,  164  received  three  month- 
ly injections  of  vaccine  and  154  received 
corresponding  injections  of  placebo.6  Again, 
results  demonstrated  that  94%  of  the  vaccine 
recipients  had  an  immune  response.  Hepatitis 
B infection  was  observed  in  3.6%  of  the 
vaccine  group  and  12.3%  of  the  placebo  group 
(p  < 0.005).  Side  effects  in  the  treatment 
group  included  sore  arm,  erythema,  induration, 
and  nausea  and  vomiting.  However,  the  fre- 
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quency  of  side  effects  was  similar  in  the 
control  group. 

One  other  recent  study  has  shown  that  the 
combined  regimen  of  hepatitis  immune  globu- 
lin with  the  vaccine  can  give  immediate 
protection  and  open  the  possibility  for  post- 
exposure prophylaxis  because  of  the  long 
incubation  time  seen  with  hepatitis.  In  this 
report,  Szmuness  examined  three  matched 
groups  of  medical  personnel  (24-40  individuals 
per  group)  who  received  one  of  three  courses 
of  hepatitis  B vaccine:  in  one  group,  the  first 
dose  of  vaccine  was  given  one  month  after 
injection  of  hepatitis  B immune  globulin;  in  the 
second,  vaccine  and  immune  globulin  were 
given  simultaneously;  and  in  the  third,  vaccine 
was  given  alone.  Results  demonstrated  that 
the  passively  acquired  antibody  did  not 
interfere  with  an  active  immune  response  to 
the  vaccine.  Both  the  timing  of  antibody 
appearance  and  the  antibody  titres  were 
similar  in  each  group.  Furthermore,  the  ac- 
tively acquired  antibody  persisted  for  8 
months  of  follow-up.  Therefore,  administration 
of  the  vaccine  together  with  hepatitis  B 
immune  globulin  did  provide  immediate  pro- 
tection, whereas  people  who  receive  vaccine 
alone  may  lack  antibody  for  several  months.7 

Indications 

Hepatitis  B vaccine  will  not  prevent  hepa- 
titis caused  by  other  viruses  known  to  infect 
the  liver.  Vaccination  is  recommended  in 
persons  3 months  of  age  or  older,  especially 
those  who  are  at  increased  risk  of  infection. 
Examples  of  high  risk  include  health  care 
personnel,  selected  patients  (hemodialysis, 
oncology,  frequent  transfusions),  selected  pa- 
tient contacts  (household,  sexually,  prisoners, 
military,  blood  bank  workers,  morticians)  and 
users  of  illicit  injectable  drugs.8 

Dose/Duration  of  Immunity 

The  immunization  of  Hepatavax-B  vaccine 
consists  of  3 doses  given  intramuscularly.  The 
volume  of  dose  to  be  given  on  each  occasion  is 
as  follows:  (See  Table  I). 


Table  I 

HEPATITIS  B VACCINE  DOSING  SCHEDULE 


Group 

Intial 

1 month 

6 months 

Younger  Children 
(3  months  to  10 

0.5  ml 

0.5  ml 

0.5  ml 

years  of  age) 

(10  meg) 

(10  meg) 

(10  meg) 

Adults  and 

1.0  ml 

1.0  ml 

1.0  ml 

Older  Children 

(20  meg) 

(20  meg) 

(20  meg) 

An  appropriate  dosage  regimen  for  dialysis 
patients  and  immunocompromised  patients 
will  need  to  be  determined  from  ongoing 
clinical  studies.  Such  persons  may  require 
larger  vaccine  doses  to  develop  adequately 
circulating  antibody  levels.  Immunity  is  anti- 
cipated to  last  about  5 years.8 

Availability/Cost 

Heptavax-B  will  be  available  as  a sterile 
suspension  containing  20  meg  of  hepatitis  B 
surface  antigen  per  ml.  Since  the  production 
process  is  long  and  complex,  estimated  cost  of 
the  recommended  regimen  will  range  from  $75 
to  $1204 
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DOWN  MEMORY  LANE: 

My  Fifty  Years  as  a Practicing 
Physician  and  Surgeon 


I graduated  from  the  University 
of  Nebraska  College  of  Medi- 
cine June  7,  1932  having  served 
a one  year  rotating  internship  at  St.  Joseph 
Hospital  in  Omaha.  I was  fortunate  to  have  met 
and  married  Ethel  Winkler.  She  is  a graduate 
of  the  University  of  Creighton  School  of 
Nursing  in  Omaha  and  had  one  year  experi- 
ence in  a contagion  hospital  in  Pontiac, 
Michigan.  She  was  trained  as  a surgical  nurse 
and  anesthetist  and  was  giving  drop  ether 
anesthesia. 

We  came  to  Oakland,  Nebraska  at  the 
recommendation  of  Dr.  Adolph  Sachs,  now 
long  deceased,  July  1,  1933  and  set  up  a 
general  practice  office.  We  tried  and  did 
considerable  holistic  medicine. 

The  next  36  years  we  remained  in  Oakland. 
In  1969  because  of  the  work  load  (I  was  seeing 
65  patients  a day),  we  decided  to  move  to 
Omaha  where  I served  four  years  as  a charter 
member  of  the  Emergency  Room  Physicians  at 
Bergan  Mercy  Hospital.  The  work  load  was  not 
any  easier  and  we  couldn’t  get  used  to  the  big 
city,  so  we  moved  back  to  Oakland  in 
February,  1973.  I continued  to  commute  back 
and  forth  and  served  out  my  fourth  year  at 
Bergan.  We  again  opened  an  office  on  Main 
Street  of  Oakland  January  1,  1974.  We  closed 
this  office  September  1,  1979,  and  currently 
practice  part  time  from  a small  home  office 
and  at  the  hospital. 

When  we  came  to  Oakland  in  1933,  a small 
9-11  bed  hospital,  a converted  home,  had  been 
in  operation  for  several  years.  There  were  1 1 
doctors  in  Burt  County:  Doctors  Keetle  and 
Heacock  in  Lyons;  Doctor  James  Allen  in 
Craig;  Doctors  Sears  and  Eagelton  in  Decatur; 
Doctors  Woods,  Morrow,  Lukens  and  Sauers 
in  Tekamah;  and  Doctors  H.  W.  Benson  and 
Samuel  A.  Swenson,  Sr.  in  Oakland. 

In  this  hospital  they  were  doing  general 
surgery  and  all  general  anesthesia  was  drop 
ether.  The  operating  room,  with  a 3000  watt 
light  bulb  in  the  ceiling,  was  a former  bedroom 
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off  of  which  was  a bathroom,  which  served  as 
the  main  sterilizing  room.  All  surgical  and 
obstetric  packs  were  sterilized  in  a pressure 
cooker.  All  instruments  were  sterilized  in  a 
large  food  canning  double  boiler  and  the  extra 
needed  surgical  instruments  were  sterilized  in 
a large  egg  omelet  pan.  The  heat  provided  for 
this  sterilizing  was  an  open  gas  plate  on  a stand 
in  the  bathroom.  There  were  no  explosions! 
We  were  assisted  by  the  Holy  Spirit  and  didn’t 
know  it. 

During  our  first  year  in  Oakland,  all  ob- 
stetrical cases  were  done  in  the  home  and  the 
sterile  packs  were  furnished  by  the  hospital. 

Our  first  appendectomy  in  Oakland,  in  1934 
or  1935,  was  on  a man  in  his  40’s  who  was  a 
severe  asthmatic.  We  were  concerned  about 
the  anesthetic.  Dr.  James  Allen,  now  deceased, 
assisted  and  we  removed  a gangrenous  ap- 
pendix through  a small  McBurney’s  incision. 
The  patient  made  an  uneventful  recovery  and 
he  was  free  of  asthma  for  several  months 
thereafter.  Mrs.  Tibbels,  with  her  drop  ether, 
had  relieved  the  asthma. 

In  another  appendectomy  in  this  hospital 
with  Dr.  Allen  assisting,  everything  was  going 
smoothly  and  we  were  ready  to  close  the 
abdomen,  when  in  the  process  of  removing  the 
packs,  Dr.  Allen  mentioned  that  a sharp  object 
stuck  him  on  the  back  of  his  left  hand.  We 
asked  for  a needle  count  because  all  needles 
had  to  be  threaded  by  the  nurse  and  we 
thought  we  had  dropped  a needle  in  the 
abdomen.  We  stripped  the  small  bowel  and 
found  a round  tooth  pick  lying  crosswise  in  the 
bowel;  it  had  perforated  on  one  side.  We  again 
were  helped  by  the  Holy  Spirit. 

In  the  1930’s  during  the  depression  years,  all 
doctors  were  required  to  buy  and  have  their 
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own  surgical  instruments.  When  we  first  came 
to  Oakland,  we  had  to  borrow  $200.00  to  buy 
office  equipment  and  couldn’t  afford  to  buy 
instruments. 

Dr.  Werner  P.  Jensen,  then  practicing 
general  medicine  in  Omaha,  was  fortunate  to 
have  a complete  set  of  tonsil  and  adenoid 
instruments.  When  he  was  not  planning  to  use 
his  instruments  the  next  day,  he  would  put 
them  on  the  Minneapolis-Omaha  Railroad  in 
the  evening  and  send  them  to  me.  I would  use 
them  and  return  them  the  same  day  on  the 
evening  train  going  south.  He  did  this  for  us 
until  we  could  afford  our  own  instruments. 

1936  was  a rough  year.  Severe  snow  storms, 
worse  than  anything  since,  hit  us  the  last  days 
of  January,  all  of  February  and  the  first  part  of 
March.  We  had  an  epidemic  of  scarlet  fever, 
which  hit  all  ages.  There  were  two  pregnant 
women  who  contracted  scarlet  fever.  Their 
infants  died  and  they  had  precipitate  de- 
liveries in  their  homes.  The  women  died  of 
puerperal  sepsis  a few  days  after  the  infants. 
Of  course  this  was  before  the  advent  of  Sulfa 
and  Penicillin. 

The  roads  were  not  opened  as  readily  as 
they  are  now,  and  we  would  drive  as  far  as  they 
were  open  and  then  walk.  I remember  one 
scarlet  fever  patient  with  cervical  adenitis  and 
suppurative  otitis  media  who  needed  a my- 
ringotomy. I drove  as  far  as  the  roads  were 
open  then  walked  over  snow  drifts,  some  of 
which  were  ten  feet  deep.  The  drifts  had 
thrawed  and  then  frozen  over.  When  I got 
there,  the  ear  had  opened  spontaneously.  I 
remember  another  patient  who  literally  spit 
out  pieces  of  her  tonsils  due  to  a slough  from 
scarlet  fever  and  infected  tonsils. 

The  talk  of  building  a hospital  in  Oakland 
began  about  1938  or  1940.  It  was  first  decided 
to  go  as  far  as  we  could  on  committed 
donations  by  the  business  houses  and  then  ask 
the  government  for  the  balance.  Most  everyone 
donated  what  they  could.  We  received  dona- 
tions of  $184,000,  and  the  government  added 


$66,000  by  the  Hill  Burton  bill  to  complete  the 
necessary  $250,000. 

Harris  Osterberg,  the  owner  and  operator  of 
a confectionary,  was  a big  pusher  and  or- 
ganizer. Dr.  Laure,  the  Lutheran  minister,  was 
also  a big  booster  for  the  project.  Many 
businesses  donated  as  much  as  $10,000. 

One  patient  operated  on  in  our  new  hospital, 
which  opened  January  17,  1950,  was  a woman 
in  her  mid  fifties.  It  was  thought  she  had  an 
acute  abdomen,  probably  a perforated  ap- 
pendix. On  opening  the  abdomen,  we  en- 
countered a belly  full  of  a greenish  blue  fluid. 
The  patient  had  false  teeth  and  had  swallowed 
a triangular  breast  bone  of  chicken,  which  had 
perforated  both  sides  of  the  small  bowel.  The 
bone  was  removed  and  the  perforations  closed. 
The  patient  had  a stormy  three  or  four  days 
but  recovered.  It  wasn’t  until  the  next  day  that 
we  found  out  why  the  fluid  was  colored  blue- 
green:  she  had  been  taking  Methylene  blue 
tablets  for  a kidney  infection. 

I believe  it  was  1947  to  1952  when  we  had 
epidemics  of  polio;  we  treated  spinal  and 
bulbar  polio  in  our  new  hospital.  Patients  with 
polio  were  cared  for  in  the  basement  because 
all  other  beds  were  saved  for  noncontagious 
cases.  Sister  Kenney’s  treatment  was  in  vogue 
and  all  patients  with  polio  were  given  body  hot 
packs.  Many  of  these  children  and  some  adults 
were  transported  to  Childrens  Memorial  Hos- 
pital in  Omaha.  Many  died  of  polio,  especially 
the  adults  with  the  bulbar  type. 

In  those  earlier  years  house  calls,  yes  house 
calls,  were  $3.00,  office  visits  were  $.50-$  1.00. 
County  visits  were  $1.00  a mile  for  the  first  two 
miles  then  $.50  a mile  thereafter  plus  $3.00 
house  call. 

I am  thankful  to  have  been  born  in  the  early 
nineteen  hundreds,  to  have  practiced  most  of 
the  years  on  the  offense,  not  directed  by 
third  and  fourth  parties  and  having  a fear  of 
being  sued. 
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LETTER  TO  THE  EDITOR: 


I am  writing  in  regard  to  the  editorial 
following  Dr.  Kumar’s  article  regarding  1-125 
treatment  of  prostate  cancer,  (July  1982  issue 
NMJ).  The  unnamed  urological  reviewer  sta- 
ted that  “My  main  concern  relates  to  the  fact 
that  physicians  whose  area  of  interest  and 
expertise  lies  in  non-urologic  endeavors  of 
cancer  of  the  prostate.”  In  addition,  he  said 
“most  clinical  urologists  do  not  feel  that 
radiation,  whether  it’s  external  beam  or  in- 
terstitial, offers  a good  opportunity  for  cure 
although  it  is  often  used  for  palliation.” 

These  remarks  are  both  misleading  and 
false,  and  in  addition,  raise  serious  questions 
regarding  the  editorial  reviewer’s  knowledge  of 
the  current  methods  and  results  of  treatment 
of  prostate  cancer.  If  these  remarks  were  made 
about  50  years  ago,  they  would  certainly  be 
true,  but  they  are  no  longer  applicable 
considering  the  great  advances  which  have 
been  made  utilizing  external  irradiation  for 
prostate  cancer. 

The  survival  figures  at  5 and  10  years  are 
exactly  the  same,  whether  for  surgery  or 
treatment  with  external  irradiation.  When 
utilizing  external  irradiation  for  treatment  of 
prostate  cancer,  the  goal  of  treatment  is  local 
control  of  disease.  This  result  is  well  achieved 
with  external  irradiation  and  it  is  rare  for  a 
patient  to  have  local  recurrence  of  disease 
without  concomitant  distant  metastases.  It  is 
the  distant  metastases  which  will  ultimately 
determine  the  ultimate  prognosis  of  the 
patient  with  prostate  carcinoma.  Years  ago, 
when  kilovoltage  irradiation  was  available  for 
treatment  of  prostate  cancer,  the  results  were 
indeed  quite  poor  because  of  the  inability  of 
the  beam  of  irradiation  to  penetrate  sat- 
isfactorily to  the  depth  of  the  prostate  gland. 
At  that  time,  surgery  was  felt  to  be  the  main- 


stay of  treatment  for  cure,  although  applicable 
for  only  a small  percent  of  patients.  Later  with 
the  use  of  megavoltage  irradiation  such  as  the 
Linear  Accelerator  and  Cobalt-60,  external 
irradiation  began  to  be  used  with  the  aim  of 
achieving  a local  cure  of  disease.  This  result 
has  been  achieved  and  the  literature  is  replete 
with  examples  of  survival  statistics  equal  to 
that  of  surgery.  External  irradiation  is  an 
excellent  modality  for  palliating  metastatic 
prostate  carcinoma  and  it  is  gratifying  to  note 
that  your  urological  reviewer  was  aware  of  this. 

In  summary,  I want  to  state  that  external 
irradiation  is  an  excellent  modality  of 
treatment  for  local  control  of  prostate  can- 
cer, although,  I am  well  aware  that  many 
urologists  are  not  aware  of  its  curative 
potential  but  aware  of  its  use  for  palliation.  I 
do  feel  that  your  urologic  reviewer  was 
somewhat  dated  in  his  remarks  and  is  not 
representative  of  the  current  state  of  the  art  in 
treating  prostate  cancer. 

Sincerely, 

Albert  R.  Frank,  M.D. 
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Coming  Meetings 


CONTINUING  MEDICAL  EDUCATION 
COURSES 

UNIVERSITY  OF  NEBRASKA 
MEDICAL  CENTER 
CENTER  FOR  CONTINUING 
EDUCATION 

SEPTEMBER 

“EMERGENCY  MEDICINE  REVIEW”  — 
Sept,  13-18,  1982,  Center  for  Continuing 
Education,  Omaha,  Nebraska. 

“ADVANCED  TRAUMA  LIFE  SUPPORT” 
— Sept,  20-21,  1982,  Center  for  Continuing 
Education,  Omaha,  Nebraska. 

For  specific  information  about  courses, 

contact  Marge  Adey  or  Roxanne  Pankonin, 

Center  for  Continuing  Education,  (402)  559- 

4152. 

* 

INTRAOCULAR  MICROSURGERY  COURSE 
AND  WORKSHOP  — August  20-21,  1982, 
Marriott  Hotel,  Omaha,  Nebraska. 

REYE’S  SYNDROME  CONFERENCE 
August  27-28,  1982,  Marriott  Hotel,  Omaha, 
Nebraska. 

For  more  information  about  these  courses, 
contact  Division  of  Continuing  Education, 
Creighton  University  School  of  Medicine, 
(402)  280-2550  or  The  American  Reye’s 
Syndrome  Association,  Nebraska  Chapter, 
(402)  339-7515. 

NEBRASKA  MEDICAL  ASSOCIATION  — 
1982  Fall  Session  — September  9-11, 
1982. 

1982  ANNUAL  MEETING,  UNITED 
STATES  SECTION  INTERNATIONAL 
COLLEGE  OF  SURGEONS  — “Inter- 
national Surgical  Frontiers”,  September  13- 
16,  1982,  Resorts  International  Hotel, 

Atlantic  City,  New  Jersey.  For  further  in- 
formation contact:  Mrs.  Sally  Cox,  Coor- 
dinator of  Continuing  Medical  Education, 
1516  North  Lake  Shore  Drive,  Chicago, 
Illinois  60610. 


THE  4TH  ANNUAL  PHARMACY  SYM- 
POSIUM ON  CANCER  CHEMOTHERAPY 
will  be  held  in  Houston  at  the  Shamrock 
Hilton  Hotel,  September  12-14,  1982.  The 
symposium  will  include  sessions  on  cancer 
reserach  status;  patient  psychotherapeutic 
management;  hyperthermia;  breast  cancer 
update;  DES  daughters;  and  chemotherapy 
exposure  risk.  Workshop  topics  include  a 
patient  panel,  reconstructive  surgery,  death 
and  dying  and  bone  marrow  transplants. 
“Oncology  Pharmacy:  A Basic  Course,”  a 
seven-hour  course  designed  for  the  new 
practitioner  in  oncology  pharmacy,  will  also 
be  held.  For  additional  information:  Sharon 
Bronson,  Department  of  Pharmacy,  M.  D. 
Anderson  Hospital  and  Tumor  Institute, 
6723  Bertner  Ave.,  Houston,  Texas  77030 
(713)  792-2870. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Alumni  Reception,  Tuesday,  October  5, 
1982,  5:30-7:00  p.m.,  San  Francisco  Hilton 
Hotel,  San  Francisco,  California;  in  conjunc- 
tion with  American  Academy  of  Family 
Physicians  meeting.  All  alumni,  spouses, 
friends  and  faculty  are  invited. 

SEVENTH  ANNUAL  INTERNATIONAL 
BODY  IMAGING  CONFERENCE  — 

The  Seventh  Annual  International  Body 
Imaging  Conference  will  be  held  at  the 
Sheraton  Royal  Waikoloa  Hotel  in  Kona, 
Hawaii,  October  9-17,  1982  with  formal 
conference  sessions  October  10-14,  1982.  The 
conference  offers  approximately  28  Category  I 
ACR  credits  and  will  present  to  the  participant 
a correlated  approach  to  the  principles,  indica- 
tions, uses,  interpretations  and  results  ob- 
tained with  computed  tomography,  ultra- 
sonography, nuclear  imaging,  nuclear  magnetic 
resonance  and  digital  radiography.  A one-half 
day  symposium  on  NMR  imaging  is  planned. 
Course  participation  by  practicing  imaging 
physicians,  residents,  technologists  and  cor- 
porate personnel  is  encouraged. 

Course  faculty  will  include  Roy  Filly,  M.D., 
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Chief,  Section  of  Diagnostic  Ultrasound,  Uni- 
versity of  California  at  San  Francisco;  Robert 
R.  Hattery,  M.D.,  Chairman,  Department  of 
Diagnostic  Radiology,  Mayo  Clinic,  Rochester, 
MN. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Annual  Alumni  Roundup  and  Reception, 
Monday,  October  25,  1982,  6:00  - 7:30  p.m., 
Red  Lion  Inn,  Omaha,  Nebraska;  in  conjunc- 
tion with  Omaha  Mid-West  Clinical  Society 
meeting.  All  alumni,  spouses,  friends  and 
faculty  are  invited. 

50th  ANNUAL  POSTGRADUATE  ASSEM- 
BLY — Omaha  Mid-West  Clinical  Society, 
October  25,  26  and  27,  1982,  The  Red  Lion 
Inn,  Omaha,  Nebraska.  For  information, 
please  contact:  Miss  Lorraine  E.  Seibel, 
Executive  Secretary,  Omaha  Mid-West 
Clinical  Society,  7363  Pacific  Street, 
#210-A,  Omaha,  Nebraska  68114. 

“CURRENT  CONTROVERSIES  IN  BREAST 
CANCER”  is  the  topic  of  the  26th  annual 
Clinical  Conference  to  be  held  in  Houston 
at  the  Shamrock  Hilton  Hotel,  November 
3-5,  1982.  For  information:  Stephen  C. 
Stuyck,  Director,  Public  Information  and 
Education,  M.D.  Anderson  Hospital  and 
Tumor  Institute,  Houston,  Texas  77030, 
(713)  792-3030. 

EXERCISE  TESTING  AND  TRAINING  OF 
PULMONARY  DISEASE  PATIENTS: 
STATE-OF-THE-ART  — September  30 
and  October  1,  1982.  Center  for  Continuing 
Education,  University  of  Nebraska  Medical 
Center.  This  symposium  and  workshop  is 
designed  for  physicans,  nurses  and  respira- 
tory therapists  involved  in  the  diagnostic 
evaluation  and  rehabilitation  of  patients 
with  pulmonary  disease.  Day  I — Symposium, 
registration  fee  $50.00.  Day  I — Symposium 
and  Day  II  Workshop,  registration  fee 
$100.00.  To  register  or  for  further  informa- 
tion contact:  Marge  Adey,  42nd  and  Dewey, 
Omaha,  Nebraska  68105. 

PEDIATRIC  DERMATOLOGY  — Friday, 
October  1,  1982  — Center  for  Continuing 
Education,  Univ.  of  Nebr.  Medical  Center, 
42nd  and  Dewey,  Omaha,  NE  68105.  Dr. 
Alvin  Jacobs  of  Stanford  University  Medical 


Center  — Guest  Speaker.  Topics:  atopic 
dermatitis,  acne  vulgaris,  principles  of 
topical  therapy,  use  and  abuse  of  topical 
corticosteroids,  superficial  fungal  infections 
and  Napoleon's  itch  — scabies.  To  register, 
or  for  further  information  contact  Marge 
Adey. 

ADOLESCENT  GYNECOLOGY  — Saturday, 
October  2,  1982  — Center  for  Continuing 
Education,  Univ.  of  Nebr.  Medical  Center, 
42nd  & Dewey,  Omaha,  NE  68105.  Dr. 
Tomas  Silber  of  George  Washington  Univer- 
sity — Guest  Speaker.  Topics:  adolescent 
maturation,  menstrual  disorders,  sexually 
transmitted  diseases,  breast  disorders  in 
children  and  adolescents  and  training  in 
actual  pelvic  examination  will  be  available 
for  a limited  number  of  course  registrants. 
To  register,  or  for  further  information 
contact  Marge  Adey. 

OFFICE  MANAGEMENT  OF  DIABETES  — 
November  18  and  19,  1982.  Contact:  Marge 
Adey,  Center  for  Continuing  Education, 
Univ.  of  Nebr.  Medical  Center,  42nd  & 
Dewey,  Omaha,  NE  68105. 

29TH  ANNUAL  SCIENTIFIC  SESSION  OF 
THE  NEBRASKA  OBSTETRIC  AND 
GYNECOLOGICAL  SOCIETY  (NOGS)  - 
December  2-4,  1982,  MGM  Grant  Hotel, 
Las  Vegas,  Nevada. 

PERINATAL  UPDATE  — September  8, 
1982,  5:00  p.m.  - 10:00  p.m.,  Ramada  Inn, 
Kearney,  Nebraska.  For  more  information 
contact  Mary  Daake,  Director  of  Educational 
Services,  Good  Samaritan  Hospital,  Kear- 
ney, NE  68847,  (308)  236-4633. 

PEDIATRIC  CARDIAC  CATHETERIZA- 
TION, UPDATE  1982  — October  7-8, 
1982.  Center  for  Continuing  Education, 
Univ.  of  Nebr.  Medical  Center.  Contact 
Roxanne  Pankonin,  42nd  & Dewey,  Omaha, 
NE  68105. 

RISK  FACTORS  IN  HEALTH  CARE: 
NUTRITION  CONTROL  — December  1-4, 
1982,  Pacific  Beach  Hotel,  Honolulu,  Hawaii. 
Contact  Roxanne  Pankonin,  42nd  & Dewey 
Ave.,  Omaha,  NE  68105. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Interim  Meeting,  December  5-8,  1982, 

Miami  Beach,  Florida. 
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Aurora,  NE  68818 

Karen  Higgins,  M.D. 
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WashingtoNotes 

(Continued  from  page  17 A) 

secure  the  votes  for  passage  when  the  House 
brought  up  the  budget  for  the  second  time. 

Although  the  willingness  of  the  respective 
committees  to  go  along  with  the  budget 
proposals  remains  in  doubt,  there  is  no 
question  that  the  passage  of  the  budget 
resolution  puts  increased  pressures  on  the 
lawmakers  to  make  large  economy  provisions 
for  Medicare  and  Medicaid.  Most  of  the 
Medicare  “savings”  in  the  two  budget  meas- 
ures, which  are  fairly  similar  in  this  respect, 
come  from  reimbursement  restrictions  such  as 
prospective  payments  to  hospitals,  delaying 
the  annual  physician  fee  screen  by  three 
months,  elimination  of  the  nursing  differential, 
and  bringing  federal  employees  into  Medicare 
for  the  first  time  (collecting  several  billions  of 
dollars  in  Social  Security  taxes). 

* * * 

Congress  continues  to  move  step-by-step 
closer  to  the  enactment  of  cutbacks  in 
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Omaha,  NE  68102 

Joseph  F.  Ruscio,  M.D. 

601  North  30th 
Omaha,  NE  68131 

David  L.  Smith,  M.D. 

5440  South  Street,  #100 
Lincoln,  NE  68506 
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Department  of  Pediatric  Cardiology 
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Omaha,  NE  68105 
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UNMC 
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Medicare  despite  wide  concern  with  voter 
reaction  in  this  election  year. 

Demonstrating  that  state-of-the  economy 
sentiment  and  worry  over  budget  deficits 
remain  a paramount  concern,  Congress  agreed 
on  a budget  resolution  calling  for  deep 
reductions  in  projected  Medicare  expendi- 
tures. The  Senate  Finance  Committee  quickly 
followed  up  with  legislation  to  carry  out  the 
cuts. 

A favorable  vote  in  the  Republican-controlled 
Senate  appears  to  have  a good  chance.  But  the 
House,  in  Democratic  hands,  might  balk. 

Most  of  the  major  health  provider  groups 
are  lined  up  to  fight  many  of  the  reductions 
with  the  argument  that  the  cuts  will  force 
providers  to  shift  more  costs  to  the  private 
sector  patients.  The  American  Association  of 
Retired  Persons  also  is  preparing  an  all-out 
campaign  against  the  economy  moves. 

The  congressional  budget  resolution  adopted 
after  a long  struggle  called  for  $13.6  billion  less 
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spending  for  Medicare  over  the  next  three 
fiscal  years  than  would  occur  without  legis- 
lative changes.  Medicaid  would  be  trimmed  by 
$2.2  billion.  Discretionary  health  programs 
face  a $3.4  billion  loss  over  three  years.  For  the 
most  part,  these  “cuts”  would  not  diminish 
spending  from  this  year’s  levels;  rather,  the 
rate  of  increase  would  be  pared. 

The  Senate  Finance  Committee  showed  it 
meant  to  hew  the  budget  line  by  voting  13-6  for 
Medicare  and  Medicaid  budget  slashes  as  the 
first  in  a series  of  votes  the  committee  is  taking 
to  carry  out  its  responsibilities  over  a large 
share  of  the  federal  budget,  including  taxes. 

One  of  the  larger  Medicare  cuts  made  by  the 
Finance  Committee  would  have  a direct 
impact  on  physicians’  fees.  The  committee 
agreed  to  a proposal  to  provide  no  increase  in 
the  economic  index  for  fees  next  fiscal  year 
and  only  a five  percent  increase  the  following 
fiscal  year.  This  was  much  tougher  than  the 
Administration’s  original  proposal  to  hold  the 
index  next  fiscal  year  to  5 percent.  Some  $320 
million  would  be  saved  by  this  proposal,  the 
panel  estimated. 

In  addition,  the  special  100  percent  reim- 
bursement rate  for  inpatient  radiology  and 
pathology  services  would  be  reduced  to  80 
percent  of  reasonable  charges  after  satisfac- 
tion of  the  annual  deductible. 

Another  provision  of  the  bill  tightens  reim- 
bursement for  hospital-based  physicians.  The 
amount  Medicare  will  recognize  as  the  reason- 
able cost  of  physician  services  to  providers 
would  be  limited.  The  Health  and  Human 
Services  (HHS)  Secretary  was  directed  to 
issue  regulations  specifying  conditions  for 
reasonable  charge  payments  which  deal  with 
the  differences  between  medical  specialties, 
particularly  radiology,  anesthesiology  and 
pathology. 

Medicare  liability  would  be  based  on  the 
lower  of  the  actual  cost  of  the  services  to  the 
provider  or  a reasonable  compensation  equi- 
valent. 

The  committee  voted  to  prohibit  reimburse- 
ment for  assistants  at  surgery  in  hospitals  with 
a surgical  training  program  except  under  such 
medical  circumstances  as  team  physicians 
performing  complex  procedures  such  as  cor- 
onary bypass  operations;  or  concurrent  care 


when  a medical  specialist  also  provides  or  is 
available  to  provide  care  during  a surgical 
operation  if  the  patient  has  another  condition 
requiring  care  that  the  surgeon  is  unable  to 
perform. 

The  brunt  of  the  economies  would  be  borne 
by  hospitals.  A more  restrictive  reimburse- 
ment formula  for  routine  bed,  board  and 
nursing  costs  would  save  $670  million  next 
fiscal  year  starting  Oct.  1.  The  limitation  would 
include  ancillary  costs  such  as  lab  services,  X- 
rays,  drugs,  etc.  The  HHS  Department  was 
directed  to  come  up  with  a prospective 
reimbursement  plan  within  a year. 

The  private  room  “subsidy”  would  be 
eliminated. 

One  of  the  larger  savings  — $750  million  — 
comes  from  a bookkeeping  provision  delaying 
final  reimbursement  for  hospitals  from  the  end 
of  the  current  fiscal  year  until  the  next  fiscal 
year. 

Larger  employers  — those  with  25  or  more 
workers  — would  be  required  to  offer  em- 
ployees aged  65  through  69  private  medical 
insurance  that  would  be  first  payor  ahead  of 
Medicare,  estimated  to  save  the  government 
program  more  than  $300  million  a year. 

The  issue  of  bringing  federal  employees  into 
Medicare  and  making  them  pay  the  Medicare 
tax,  an  Administration  proposal,  will  be  taken 
up  later  by  the  Committee.  This  would  bring  in 
$600  million  to  the  Medicare  fund. 

The  most  sweeping  Medicaid  provision 
allows  states  to  require  beneficiaries  to  pay 
nominal  co-payment  amounts  ranging  from  50 
cents  to  $3.00.  Exempt  would  be  ambulatory 
services  for  children  and  pregnant  women. 

Major  providers  and  insurers  of  health  care 
registered  sharp  differences  of  opinion  before 
Congress  on  the  best  approaches  to  dealing 
with  the  problems  of  rising  Medicare  costs  and 
health  care  inflation  generally. 

The  rifts  appeared  as  the  House  Ways  and 
Means  Health  Subcommittee  opened  hearings 
on  proposals  to  save  money  in  the  Medicare 
and  Medicaid  program. 

The  subcommittee  has  before  it  the  Reagan 
Administration’s  proposals  to  achieve  savings 
in  Medicare  through  a number  of  provisions,  a 
fairly  similar  set  of  recommendations  accom- 
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panying  the  House-passed  budget,  and  plans 
offered  by  organized  labor,  the  health  in- 
surance industry,  and  the  American  Hospital 
Association  (AHA). 

William  Felch,  M.D.,  a member  of  the 
American  Medical  Association  Council  on 
Legislation,  urged  the  subcommittee  to  use 
“extreme  caution  against  undue  cost-shifting” 
as  it  considers  savings  plans.  Dr.  Felch  said 
that  “dollar  savings  that  are  made  from  one 
pocket  that  just  generate  commensurate  ex- 
penditures from  another  pocket  are,  at  best, 
illusory.  At  worst,  they  can  create  hardships 
for  some  beneficiaries  — a situation  we  all 
want  to  avoid.” 

The  AMA  witness  criticized  the  proposed 
programs  put  forth  by  the  AHA  and  the  Health 
Insurance  Association  of  America  (HIAA)  this 
year.  Noting  that  the  AMA  has  supported 
prospective  Medicare  reimbursement  for  hos- 
pitals on  an  experimental  basis,  Dr.  Felch  said 
“it  is  another  thing,  however,  to  propose  a 
single  prospective  reimbursement  mechanism, 
such  as  that  proposed  by  the  AHA,  to  be 
imposed  nationwide  without  any  track  record 
to  justify  it.” 

The  AHA  plan  “could  create  serious  in- 
equities and  disparities  among  hospitals  and 
beneficiaries,”  according  to  the  physician.  “It 
has  the  potential  for  creating  a two-class 
hospital  system,  with  disruption  in  the  phy- 
sician-patient relationships,”  he  said.  Hospi- 
tals could  be  placed  “at  severe  risk  of 
inadequate  funding  based  on  budget  de- 
mands,” said  Dr.  Felch. 

Turning  to  the  HIAA  plan,  the  AMA  witness 
said  it  “looks  to  the  single  element  of  health 
care  payment  and  fails  to  recognize  other 
equally  important  issues  such  as  the  actual 
delivery  of  health  care.” 

“Certain  elements  of  the  HIAA  proposal 
appear  to  be  little  more  than  a reiteration  of 
the  discredited  hospital  cost  containment  plan 
that  was  considered  by  Congress  during  the 
Carter  Administration,”  he  said. 

Declared  Dr.  Felch: 

“Neither  the  AHA  proposal  . . . nor  the 
HIAA  proposal  is  an  appropriate  answer  to 
Medicare’s  short  or  long-range  problems.  In 
the  AMA’s  long-range  development  of  national 
health  policy,  we  have  asked  both  the  AHA 


and  the  HIAA  to  join  with  us.  Through  such 
cooperation  we  hope  to  be  able  to  present 
Congress  with  a series  of  proposals  that  will 
work  to  resolve  the  short-term  needs  and  offer 
solutions  for  the  long-range  needs.” 

The  Federation  of  American  Hospitals 
weighed  in  with  strong  criticism  of  the  HIAA 
plan.  FAH  Executive  Director  Michael  Brom- 
berg issued  a news  release  asserting  that  “the 
commercial  health  insurers’  package  of  pro- 
posals is  a classic  example  of  a large  industry 
trying  desperately  to  use  government  to  solve 
its  problems.” 

Bromberg  said  commercial  health  insurers 
“are  looking  for  a government  bail-out  of  their 
industry.  They  also  are  trying  to  shift  the 
losses  they’ve  incurred  from  fewer  customers 
onto  the  shoulders  of  the  hospital  industry.” 

At  the  hearing,  officials  of  AHA  and  HIAA 
briefly  summarized  their  proposals.  In  addi- 
tion, labor  officials  assailed  the  Administra- 
tion’s projected  cutbacks  and  urged  adoption 
of  their  sweeping  price  control,  cost  contain- 
ment plan. 

The  AMA’s  Dr.  Felch  testified  that  “without 
a rethinking  of  how  government  should  be 
involved  with  health  care  in  this  country 
Medicare  and  other  governmental  health  care 
programs  will  only  become  large  burdens  that 
could  further  weigh  upon  the  national  econ- 
omy.” 

He  said  this  is  why  the  AMA  has  embarked 
on  a long-range  study  of  federal  health 
programs,  “with  an  ultimate  goal  being  the 
development  of  a national  health  policy.” 

For  short-term  purposes,  the  AMA  recom- 
mended a list  of  Medicare  program  changes, 
including  repeal  of  mandated  state  facility 
review,  changes  in  reimbursement  for  inpatient 
radiology  or  pathology  services,  extension  of 
the  Medicare  tax  to  federal  employees,  making 
Medicare  second  payor  for  the  working  aged, 
indexing  the  Part  B deductible,  repeal  of  the 
Professional  Standards  Review  Organization 
program,  coinsurance  for  home  health  services, 
elimination  of  the  three-day  prior  hospitaliza- 
tion requirement  for  skilled  nursing  care,  and 
elimination  of  the  provider  waiver  of  liability 
for  uncovered  Medicare  services. 

* * * 
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The  American  Medical  Association  charged 
that  legislation  before  Congress  to  change  tax 
treatment  of  pension  plans  is  “highly  dis- 
criminatory” against  professional  service 
corporations. 

In  a statement  to  the  House  Ways  and 
Means  Committee,  the  AMA  said  the  measure 
(H.R.  6410)  “imposes  unequal  and  inequitable 
treatment  on  professionals,  their  employees 
and  certain  other  providers  of  personal  serv- 
ice. 

The  bill  before  the  Committee,  subject  of  a 
one-day  hearing  recently,  reduces  the  maxi- 
mum contribution  to  a defined  contribution 
plan  by  one-third  (to  $30,000),  reduces  bene- 
fits from  defined  benefit  plans  (to  $90,000), 
and  eliminates  the  annual  cost-of-living  in- 
creases in  these  maximum  allowances.  Re- 
tirement plans  for  professional  service  cor- 
porations would  be  subject  to  the  same  rules 
as  Keogh  plans  which  would  be  liberalized  by 
increasing  the  annual  contribution  limit  to 
$30,000  a year. 

The  proposal  was  brought  up  less  than  two 
months  ago.  It  has  stirred  a torrent  of  criticism 
from  the  business  and  professional  communi- 
ties. Full  page  advertisements  appeared  in 
leading  newspapers  recently  featuring  an  open 
letter  to  President  Reagan  warning  that  “a 
disaster  threatens  America’s  private  pension 
plans.”  The  letter  was  signed  by  officials  of  the 
Chamber  of  Commerce  of  the  United  States, 
the  National  Association  of  Manufacturers,  the 
National  Small  Business  Association,  the 
ERISA  Industry  Committee  and  the  Associa- 
tion of  Private  Pension  and  Welfare  Plans. 

The  Administration  told  the  committee  that 
the  amount  of  tax-deferred  income  corporate 
pension  plans  provide  executives  is  “overly 
generous”,  but  at  the  same  time  it  urged  the 
lawmakers  to  proceed  cautiously  to  avoid  cut- 
backs in  benefits  for  rank-and-file  employees. 

Assistant  Treasury  Secretary  John  Chapo- 
ton  testified  that  reduction  of  the  limits  on  tax- 
deferred  contributions  “will  make  it  easier  to 


raise  the  level  of  deductible  contributions  to 
plans  benefitting  self-employed  individuals  . . . 
(and)  facilitate  the  effort  to  achieve  parity 
between  corporate  and  noncorporate  plans.” 

Chapoton  did  not  specifically  back  the 
legislation,  sponsored  by  Rep.  Charles  Rangel 
(D-NY),  but  he  indicated  general  support. 

The  AMA  favored  the  lifting  of  the  Keogh 
plan  limit  to  $30,000,  but  told  the  committee 
that  the  proposed  changes  involving  Keogh 
and  professional  corporations  “do  not  equalize 
the  treatment  of  self-employed  persons  and 
corporate  employees.” 

“Furthermore,  the  bill  subjects  shareholders 
in  professional  corporations  to  the  Keogh  plan 
limits  on  contributions  and  benefits  and 
therefore  discriminates  against  professional 
service  corporations  in  an  unjustified  manner.” 

Under  present  law,  the  AMA  pointed  out, 
any  self-employed  person  can  achieve  equality 
with  corporate  employees  by  incorporating  his 
business  or  professional  practice  and  adopting 
a corporate  pension  plan.  The  Rangel  bill 
would  remove  this  opportunity  for  profes- 
sionals by  applying  the  Keogh  plan  limits  to 
corporations  which  perform  services  “in  the 
field  of  health,  law,  engineering,  architecture, 
accounting,  actuarial  science,  performing  arts, 
athletics  or  consulting.” 

The  AMA  said  “thus  the  bill  for  no  apparent 
logical  reason  discriminates  against  profes- 
sionals and  their  employees  by  denying  them 
opportunities  available  to  all  other  individuals 
regardless  of  whether  they  are  employed  by 
others  or  in  business  for  themselves.  It  would 
be  unique  in  pension  law  to  create  a classifica- 
tion based  solely  on  the  ‘product’  produced  by 
the  business.” 

The  effect  of  the  bill  is  that  of  a tax-increase 
proposal  “that  is  inconsistent  with  the  publicly- 
supported  Administration  philosophy  to  re- 
duce or  maintain  at  present  levels  the  amount 
of  taxes  to  which  a person  is  subjected,”  said 
the  AMA. 
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ORGANIZATIONS,  STATE 

American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure.  Exec.  Vice  President 
8502  West  Center  Road.  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Mr.  Chris  Jepson,  Executive  Director 
7377  Pacific  St..  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  Street,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
7363  Pacific,  Suite  212,  Omaha  68114 
American  Red  Cross 

P.O.  Box  83267,  1701  "E”  St.,  Lincoln  68501 

Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Diana  Waggoner,  Executive  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Fr.  James  Hoff.  S.J..  Acting  Dean 
2500  California,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Executive  Director 
JoAnn  Lewis,  Associate  Director 
9664  Mockingbird  Drive,  Omaha  68127 
Dairy  Council  of  Central  States,  Inc. 

Ste.  103,  Hillcrest  Bldg..  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
State  Capitol  Bldg.,  Lincoln  68509 
Senator  Thomas  C.  Kennedy,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street.  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Building,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Charles  H.  Borchman,  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 

740  Keeline  Bldg.,  319  South  17th  St.,  Omaha  68102 
Nebraska  Academy  of  Child  Psychiatry' 

George  J.  Lytton,  M.D.,  President 
Regional  Center,  Hastings,  NE  68901 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D.,  Dept,  of  Neurology, 

601  North  30th  Street,  Omaha,  Nebraska  68131 
Nebraska  Academy  of  Ophthalmology 
Howard  A.  Dinsdale,  M.D.,  President 
600  North  Cotner,  Lincoln  68505 
Nebraska  Academy  of  Otolaryngology 
F Edward  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 

Nebraska  Association  of  Home  & Community  Health  Agencies 

Sharon  Feller,  President 
810  N.  22nd  St.,  Blair  68008 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
University  of  Nebraska  Medical  Center 
Division  of  Nuclear  Medicine 
42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D.,  Secretary-Treasurer,  NAP. 

8303  Dodge  Street,  Omaha  68114 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 

K.  Don  Arrasmith.  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
10840  Old  Mill  Rd.,  Suite  5,  Omaha  68154 
Nebraska  Chapter  — American  College  of  Pediatrics 
Warren  G Bosley,  M.D.,  Chairman 
1811  West  2nd,  #360,  Grand  Island,  Nebraska  68801 
Nebraska  Chapter  — American  C ollege  of  Physicians 
Bowen  E.  Tayloi.  M I)..  F.A.C.P..  Governor 
Box  81009.  Lincoln  68501 

Nebraska  Chapter  — American  College  of  Surgeons 

John  W.  Smith,  M.D.,  President-Elect 
8300  Dodge  St.,  #124,  Omaha  68114 


Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita,  M.D  . Medical  Advisor 
105  South  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

D.  W\  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 
Charlotte  Kern  R.D.,  President 
7629  Grover  St.,  Omaha  68124 
Nebraska  Epilepsy  League,  Inc. 

3610  Dodge  St.,  Ste.  201,  Omaha  68131 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “0”  Street,  Suite  7,  Lincoln  68503 
Nebraska  Hospital  Association 

Stuart  Mount,  Executive  Director 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Kathleen  Wach,  President 
Box  356,  Sutton  68979 

NEBRASKA  MASTER  POISON  CONTROL  CENTER 

8301  Dodge  St.,  Omaha  68114 
(402)  390-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 
Kenneth  E.  Neff,  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N Kettleson,  M.D  , Secretary 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd..  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
No.  322,  2446  Nye  Avenue,  Fremont,  NE  68025 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
William  C Bruns,  M.D.,  President 
Suite  404,  Dodge  Professional  Center 
8701  W.  Dodge  Road,  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
Tom  Dittrick,  President 
105  East  First  St.,  Grand  Island  68801 
Nebraska  Radiological  Society 

Roger  K.  Harned,  M.D.,  President 
Dept,  of  Radiology,  UNMC,  Omaha  68105 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
G.  L.  McLean.  M.D.,  President 
2300  South  16th  St.,  Lincoln  68502 
Nebraska  Society  of  Internal  Medicine 
Monte  M.  Scott,  M.D.,  President 
120  Wedgewood  Drive,  Suite  A,  Lincoln  68510 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
4600  Valley  Road,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory'  Therapy 
Ken  Draper,  RRT,  President 
Southeast  Community  College 
8800  “0”  Street,  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D  , Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D Beavers,  M.D.,  Secretary-Treasurer 
8552  Cass,  Omaha  68114 

Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 

Diana  Milkowski,  CMA,  President 
1052  Park  Ave.,  Omaha  68102 
Nebraska  Urological  Association 
Gerald  C.  Felt,  M.D.,  President 
6801  No.  72nd.  Omaha  68152 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  # 2 1 0- A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 
Mrs.  Carole  Boles,  Executive  Director 
4600  Valley  Road,  Suite  D.  Lincoln  68510 
University  of  Nebraska  Medical  Center 
Neal  A Vanselow,  M.D.,  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 
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Yf  BEING  A PHYSICIAN 
r#  AND  A FAMILY  MAN  IS 


r 

LIKE  MAKING  AN  INCISION 
! WITH  A PARING  KNIFE... 


it's  very  difficult  to  do  And  the  fact  that  a physician 
has  medical  as  well  as  business  concerns  to  handle 
makes  for  a loss  of  time  and  money  at  the 
expense  of  the  family 

We  provide  you  with  an  environment  serving  a 
purpose— practicing  medicine  at  regular  working 
hours  No  salesmen  and  attorneys  calling,  no  books 
to  balance,  and  no  late  hours.  You  can  concentrate 
on  practicing  medicine  with  a health  care  system 
that's  one  or  the  finest  in  the  world,  and  you'll  get 
home  on  time,  too1  You'll  work  in  modern,  well- 
equipped  hospitals  and  clinics  with  the  most  up-to- 
date  technology 

Also  included  are  excellent  programs  of  compensa- 
tion, opportunities  for  professional  growth  and  spe- 
cialization, 30  days  of  vacation  with  pay  each  year, 
full  medical  and  dental  care  and  more 


With  the  Air  Force,  we  want  you  to  do  one  thing 
practice  medicine  We  would  like  to  provide  you 
with  more  information  on  Air  Force  medicine 

Contact:  Archie  Summerlin  Call  Collect: 


116  South  42nd  Street  402  /221-4319 
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PRACTICE  OPPORTUNTIES  — Excellent 
Practice  for  a young  physician  to  take  over  office 
in  western  Nebraska.  Office  equipment  and 
established  patient  load  available.  Terms  can  be 
easily  worked  out.  Please  contact  Nebraska 
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Bactrim 

[trimethoprim  and  sulfamethoxazole/Roche] 

succeeds 


Expanding 
> usefulness  i 
antimicrobial 
therapy 


Bactrim  is  useful  for 

the  following  infec-  I v , 

tosusceptible6  its  useful  ness  in 

strains  of  indi- 
cated organisms 
(see  indications  section 
in  summary  of  product 
information): 


in  recurrent 
UTI. . . 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens,  with 
bid.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume,  on  bid 
dosage 


BACTRIM"  (trimethoprim  and  sulfamethoxazole/Roche) 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  suscep- 
tible strains  of  the  following  organisms:  Escherichia  coll,  Klebslella-Enterobacter, 
Proteus  mlrabills,  Proteus  vulgaris,  Proteus  morganil.  It  is  recommended  that  initial 
episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single  effec- 
tive antibacterial  agent  rather  than  the  combination.  Note  The  increasing  frequency 
of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in  these  uri- 
nary tract  infections. 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus  Influ- 
enzae or  Streptococcus  pneumoniae  when  in  physician's  judgment  It  offers  an 
advantage  over  other  antimicrobials.  To  date,  there  are  limited  data  on  the  safety  of 
repeated  use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  is  not  Indi- 
cated for  prophylactic  or  prolonged  administration  In  otitis  media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician’s  judg- 
ment it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexnerl  and  Shigella  sonnei 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinii  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides,  patients  with  doc- 
umented megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term,  nursing 
mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernicterus; 
infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic  streptococ 
cal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated  with 
Bactrim  than  do  those  treated  with  penicillin.  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  witf 
sulfonamides  Experience  with  trimethoprim  is  much  more  limited  but  occasional  inter- 
ference with  hematopoiesis  has  been  reported  as  well  as  an  increased  incidence  of 
thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics,  primarily  thiazides 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of  serious  blood  disor- 
ders. Frequent  CBC's  are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted 

Precautions:  General  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur. 
During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with 

careful  microscopic  examination,  and  renal  function  tests, 
particularly  where  there  is  impaired  renal  function 
Bactrim  may  prolong  prothrombin  time  in  those  receiving 
warfarin,  reassess  coagulation  time  when  administering 
Bactrim  to  these  patients. 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  interfere 
with  folic  acid  metabolism,  use  during  pregnancy  only  if 
potential  benefits  justify  the  potential  risk  to  the  fetus. 
Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias  Agranulocytosis,  aplastic  ane- 
mia, megaloblastic  anemia,  thrombopenia,  leukopenia, 
hemolytic  anemia,  purpura,  hypoprothrombinemia  and 
methemoglobinemia  Allergic  reactions  Erythema  multi- 
forme, Stevens-Johnson  syndrome,  generalized  skin 
eruptions,  epidermal  necrolysis,  urticaria,  serum  sickness, 
pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis 
Gastrointestinal  reactions  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  pseudo- 
membranous colitis  and  pancreatitis.  CNS  reactions: 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness.  Miscel 
ianeous  reactions:  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L.E  phenomenon  Due  to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglycemia  in  patients, 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term  therapy  with  sulfon- 
amides has  produced  thyroid  malignancies 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN 

Adults  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d.  for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis. 

For  patients  with  renal  impairment  Use  recommended  dosage  regimen  when  creatinine 
clearance  Is  above  30  ml/min  If  creatinine  clearance  is  between  15  and  30  ml/min,  use 
one-half  the  usual  regimen  Bactrim  is  not  recommended  if  creatinine  clearance  is  below 
15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS: 

Usual  adult  dosage  1 DS  tablet  (double  strength),  2 tablets  (single  strength)  or  4 teasp 
(20  ml)  b i d for  14  days 
PNEUMOCYSTIS  CARINII  PNEUMONITIS: 

Recommended  dosage  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days  See  complete  product  information  for 
suggested  children  s dosage  table 

Supplied:  Double  Strength  (DS)  tablets,  each  containing  160  mg  trimethoprim  and 
800  mg  sulfamethoxazole,  bottles  of  100;  Tel-E  Dose*  packages  of  100;  Prescription  Paks 
of  20  and  28  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfameth- 
oxazole— bottles  of  100  and  500;  Tel-E-Dose*  packages  of  100;  Prescription  Paks  of  40 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  cherry  flavored — bottles  of  100  ml  and  16  oz  (1  pint).  Suspension, 
containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teaspoonful  (5  ml), 
fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 
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Bactrim 

succeeds 

1 

in  recurrent  urinary  tract  infections* 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations1... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae12  with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN:  N Engl  J Med  303  426  432  Aug  21,  1980  2.  Data  on  file. 
Medical  Department,  Hoffmann-La  Roche  Inc. 


Bactrim  DS 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

DOUBLE  STRENGTH  TABLETS 


JF 


maximizes  results  with  B.I. I),  convenience 


•due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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THE  PATIENT  THINKS 
HE  HAS  HEART  TROUBLE.. 


i«n<  t, 


mmmmw 


KNOW  ITS  REALLY 
"TY  SYMPTOMS 


nting  symptoms:  palpitations,  chest  pain, 
exhaustion  and  occasional  difficulties  in  breathing, 
iood  reason  for  concern.  A complete  workup  uncovers  no 
rganic  dysfunction,  but  it  does  reveal  excessively  high 
;vels  of  anxiety  and  apprehension. 


VALIUM 

diazepam/Roche 

2-mg,  5-mg,  10-mg  scored  tablets 

BECAUSE  YOU’RE  CONVINCED 
THE  PATIENT  NEEDS  IT 


For  rapid  relief  you  prescribe 
Valium  (diazepam/Roche) 

At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few 'days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 


VALIUM 5 (diazepam/Roche) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad- 
junclively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology:  spasticity  caused  by  upper  motor 
neuron  disorders:  athetosis;  stiff-man  syndrome:  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam  Roche)  in  long- 
term use.  that  is.  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies.  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitiv  ty  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and  or  severity  of  seizures  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use.  generally  at  higher  therapeutic  levels,  for  at  least 
several  months.  After  extended  therapy,  gradually  taper 
dosage  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed  drugs  such  as  phenothiazmes,  nar- 
cotics. barbiturates.  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz 
epmes  can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinicar  significance 
of  this  is  unclear. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion. changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity. insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug.  Isolated  reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults . Anxiety  disorders,  symptoms  of  anxiety.  2 to  10 
mg  b i d.  to  q i d alcoholism.  10  mg  lid  or  q.i.d.  in 
first  24  hours,  then  5 mg  t.i.d.  or  q.i.d  as  needed, 
adjunctively  in  skeletal  muscle  spasm.  2 to  10  mg  t.i.d. 
or  q.i.d  adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d.  to  q i d.  Geriatric  or  debilitated  patients  2 to  2'/z 
mg.  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children . 1 to  2Vz  mg  t.i.d. 
or  q i d initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months) 

How  Supplied:  For  oral  administration.  Valium  scored 
tablets — 2 mg.  white;  5 mg.  yellow;  10  mg.  blue — 
bottles  of  100*  and  500.*  Prescription  Paks  of  50. 
available  in  trays  of  10  * Tel-E-Dose*  packages  of  100. 
available  in  trays  of  4 reverse-numbered  boxes  of  25. t 
and  in  boxes  containing  10  strips  of  lO.t 

♦Supplied  by  Roche  Products  Inc..  Manati.  Puerto 
Rico  00701 

•/Supplied  by  Roche  Laboratories.  Division  of 
Hoffmann-La  Roche  Inc..  Nutley.  New  Jersey  07110 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the 
following  address:  Alan  D.  Forker,  M.D.,  5505  Ellendale  Road,  Lincoln, 
Nebraska  68510.  The  manuscript  should  be  typewritten,  double-spaced,  on 
8:  x 1 1 in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in 
the  right  upper  comer  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher's  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors'  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate  sheets 
of  8V$  x 11  In.  paper.  Each  Table  should  have  a title.  Illustrations  should  be 
prepared  professionally  and  submitted  as  high-quality,  glossy,  unmounted 
black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send  original 
artwork.  Each  illustration  should  be  consecutively  numbered  and  cited  in 
the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 
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1983  CM  E Cruise/Conferences 
on  Legal- Medical 
Issues 


APPROVED  FOR 
18-24  CME  CREDITS 
CATEGORY  1 

By  th«  Suffolk  Academy 


of  M»dicir*a 


The  programs  listed  below  were  scheduled  prior  to 
12/31/80  and  conform  to  IRS  tax  deductibility  re- 
quirements under  Sec.  602  of  the  Tax  Reform  Act  - 
Public  Law  94-445  effective  1/1/77. 


January  8 — 15  (from 
Ft.  Lauderdale,  F L) 
7 Day  Caribbean  - 

April  2 — 9 (from  Los 
Angeles,  CA) 

7 Day  Mexican  Riviera 

July  2 — 16  (from  San 
Francisco,  CA) 

14  day  Alaska/Canada 


July  27  — Aug  6 (from 
Ft  Lauderdale,  FL) 
10  day  Caribbean  - 

Aug  20  — Sept  3 
(from  Venice,  Italy) 
14  day  Mediterranean 


*FLY  ROUNDTRIP  FREE 

EXCELLENT  GROUP  FARES  - FINEST  SHIPS 

The  number  of  participants  in  each  conference  is  limited. 
Early  registration  is  advised. 


For  color  brochure 
and  additional 
information  contact: 


International  Conferences 
189  Lodge  Ave. 

Huntington  Station,  N.Y.  1 1746 
Phone  (516)  549-0869 


Washington otes 

The  AMA  has  renewed  its  request  that  the 
Internal  Revenue  Service  (IRS)  treat  hospital- 
associated  physicians  as  independent  con- 
tractors. 

The  issue  “goes  to  the  very  heart  of 
professionalism,”  said  Jerald  Schenken,  M.D., 
a member  of  the  AMA’s  Council  on  Legislation. 
Dr.  Schenken  told  a House  Ways  and  Means 
Subcommittee  that  there  is  no  attempt  by 
hospitals  “to  exercise  any  control  or  interfere 
in  any  way  with  the  physician’s  independent 
exercise  of  medical  judgment  on  behalf  of  an 
individual  patient.” 

Dr.  Schenken,  who  also  was  testifying  on 
behalf  of  the  American  College  of  Radiology, 
the  American  College  of  Emergency  Phy- 
sicians, and  the  College  of  American  Patholo- 
gists, noted  that  historically  hospital-associated 
physicians  have  been  considered  by  the  IRS  to 
be  independent  contractors  under  the  common 

(Continued  on  page  7 A) 
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Improve  Cash  Flow 

and  control  paperwork  with 

MEDICAL 
PRACTICE 
ACCOUNTING 
SYSTEM 

1^^ 


Now  you  can  organize  your  medical  practice  for  greater  efficiency 
and  productivity.  Using  the  IBM  Data  master,  MPAS  can  lighten 
the  workload  for  clerical  personnel,  while  organizing  all  the 

functions  of  the  office. 

Benefits  of  the  Medical  Practice  Accounting  System: 

O Improved  patient  service 
O Stores  31  consecutive  visits  plus  patient’s  history 
O Accepts  and  posts  from  other  systems 
O Ends  need  for  duplicate  records 
O Periodic  analysis  to  increase  profits  and  production 
O Easy  installation  and  in-office  training 
O Option  to  buy  or  lease 


Call  today  for  a free  Medical  Practice  Accounting 

System  brochure  (402)  474-1040  or  write 
Miller  & Moore,  PC.,  Suite  600,  The  Atrium,  Lincoln,  NE  68508. 


WashingtoN otes 

(Continued  from  page  6A) 

law  “test  of  control”  rules  and  have  not  been 
considered  employees  of  hospitals. 

In  the  late  1960’s,  the  IRS  began  to  enforce, 
often  arbitrarily,  a more  stringent  interpreta- 
tion of  the  common  law  rules  and  attempted  to 
reclassify  many  independent  contractors,  in- 
cluding physicians,  as  employees,  according  to 
Dr.  Schenken. 

In  1978,  Congress  imposed  a temporary 
moratorium  on  IRS  rulings  on  the  issue.  The 
current  moratorium  is  due  to  expire  next 
month.  Legislation  has  been  introduced  to 
clarify  the  status  of  independent  contractors. 
The  AMA  proposed  amendments  to  the 
legislation  to  prevent  “further  unwarranted 
reclassification  of  physicians  as  employees” 
that  “would  disrupt  long-standing  indepen- 
dent contractor  relationships.” 

* * * 

(Continued  on  page  8A) 


Since  1925 

Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


Donley  medical 

SUPPLY  COMPANY 

P.O.  Box  83108,  Lincoln,  NE  68501 
AUTHORIZED  CONTRACT  AGENT 
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Doctor,  is  it  time  for  a change? 

• You’re  spending  too  much  time  on  paperwork. 

• You  want  to  live  in  Europe,  not  just  vacation  there  for  a couple  of  weeks. 

• You  want  to  get  involved  with  academic  medicine,  full-time. 

• You  want  to  subspecialize,  but  can’t  support  your  family  on  a fellow’s  stipend. 

It’s  time  for  a change. 

If  you  are  seriously  considering  changing  your  situation,  you  owe  it  to  yourself  to  consider 
the  Army  Medical  Department.  We  have  an  amazingly  wide  variety  of  practice  situations 
available  to  qualified  physicians.  Clinical  and  hospital-based  practices  in  small  towns,  cities, 
major  metropolitan  areas.  Sunbelt,  Snowbelt,  Europe,  Asia,  Panama.  Full-time  academic 
positions.  Full-time  research  and  development  positions.  Fellowships  that  pay  like  practice 
positions. 

For  a confidential  evaluation,  compensation  estimate,  and  vacancy  projection,  call  (collect) 
(916)  684-4898/4860  today.  Ask  for  Major  Story,  your  Army  Medical  Department  Personnel 
Counselor. 

(Inquiries  held  in  strict  confidence;  position  guaranteed  before  commitment.) 


ARMY.  BE  ALL  YOU  CAN  BE. 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


WashingtoNotes 

(Continued  from  page  7 A) 

The  government  is  readying  a potent  new 
weapon  to  crack  down  on  people  who  abuse 
Medicare  and  Medicaid. 

Proposed  regulations  soon  will  be  printed  in 
the  Federal  Register  to  carry  out  a section  of  a 
1981  law  that  establishes  a civil  fraud  division 
in  the  Inspector  General  office  at  the  HHS 
Department. 

The  ability  to  proceed  against  abusers  by 
the  civil  as  well  as  criminal  route  is  regarded  by 
the  IG’s  office  as  giving  the  government  much 
broader  powers  to  punish  providers  and 
patients  involved  with  false  exaggerated  claims. 

The  law  gives  the  government  authority  to 
assess  a $2,000  fine  for  every  false  claim  or 
statement  submitted,  whether  or  not  it  was 
accepted  by  Medicare  or  Medicaid  for  pay- 
ment. Legislation  is  before  the  Senate  (S.1780) 

(Continued  on  page  12A) 
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Announcing  a New,  Interactive  CME 
Program  for  Today’s  #1  Health  Problem 
Cardiovascular  Disease: 


Risk-Reduction  J 


>trc 


Multimedia  Seminar: 

Up  to  2 Credit  Hours,  Category  1 PRA/AMA 


iteaies 


Total  Program  with  Materials- 
Free  of  Charge 


A distinguished  panel  of  authorities  confronts  the 
major  clinical  risk  factors  in  cardiovascular  disease 
management.  Filmed  case  studies  help  the  primary 
care  physician  identify  and  evaluate  the  patient’s 
“risk  profile”  and  assess  cardiovascular  treatment. 


The  program  includes:  two  film  segments  on 
16mm  or  #'  videocassette  (on  loan),  step-by-step 
Moderator’s  Guide,  Participant  Workbooks, 
Self-study  Program  and  publicity  kit-everything 
needed  to  present  a one-  or  two-hour  seminar  with 
minimal  preparation. 


For  further  information 

Mail  the  coupon  or  call  toll-free 
800-526-4299. 

In  New  Jersey,  call 
(201)  636-6600. 


Self-study  Program: 

4 Credit  Hours,  Category  1 PRA/AMA 

Follow-up  clinical  monograph 
discusses  in  depth  1)  clinical 
issues  and  2)  practical  strat- 
egies. Completion  of  the 
monograph  and  accompany- 
ing quiz  reinforces  the  seminar 
material. 


Cardiovascular  Disease 

Risk- Reduction 
Strategies 


M E D.  Communications 
655  Florida  Grove  Road,  Hopelawn,  NJ  08861 
Please  send  me  full  details  on  faculty,  agenda, 
accreditation  and  booking  for  the  CME  seminar, 
Cardiovascular  Disease:  Risk-Reduction  Strategies. 


Name 

Title 

Institution 
Street 


(PLEASE  PRINT) 


Cardiovascular  Disease  Risk-Reduction  Strateoies 
was  produced  in  collaboration  with  New  York  Medical  College  by 
M E D.  Communications  under  a grant  from  Bristol  Laboratories, 
Division  of  Bristol-Myers  Company.  ME0703  8/82 


City 


State Zip 


Telephone 

(AREA  CODE) 


AMA 


“It  completely  paid  for  itself  in  4 months  with  increased  collections.  It’s  like  adding  10 
years  of  experience  to  our  office  staff.” — Richard  Dwyer,  M.D.,  Los  Angeles,  CA 

“Every  other  means  of  'billing  is  clearly  antiquated.  This  is  the  most  cost-efficient, 
reliable  and  best  supported  system  a physician  can  own.” — Gary  M.  Levin,  M.D., 
Riverside,  CA 

“After  more  than  two  years  of  daily  use  I can’t  imagine  managing  the  practice  any 
other  way.  It’s  wonderful!”— Bertie  Hixon,  Office  Mgr.,  B.G.  Krohn,  M.D.  & Assoc., 
Bellflower,  CA 

“Physicians  had  high  praise  for  The  Physician’s  Office  Computer.  . .they  told  us: 
‘Does  eight  hours  work  in  two.’” — Computer  Dealer  Magazine,  April  1981 

“The  Physician’s  Office  Computer  has  overwhelming  user  endorsement.” — Physicians 
Desktop  Computer  Letter,  December,  1981. 

Featuring  VECTOR  Systems  Exclusively 


era  California 
use  The  Physician*  s Office  Computer 
than  any  other  in-house  system 


The  Physician’s  Office  Computer  automatically  produces  your  statements,  insurance  forms,  ledgers,  recalls,  aged-accounts, 
mailing  lists,  super-bills,  clinical  data  searches,  patient  notes  and  practice  management  reports  . . . and  it  does  it  your  way. 

The  Physician’s  Office  Computer  is  a total  in-house  medical  office  System.  The  System  operates  completely  by  the 
question  and  answer  method,  making  it  the  easiest-to-use  and  most  flexible  computer  system  available  anywhere.  This  System 
has  received  critical  acclaim  from  users  and  reviewers  alike. 

The  System  has  been  designed  by  physicians  to  handle  every  aspect  of  medical  office  management  from  patient  billing  to 
clinical  data. 

For  more  information  or  demonstration  contact: 

COMPUTER 

HAFOAARE  INC... 

Kearney,  Nebraska  68847  • (308)234-9335 


Keflex 

cephalexin 


Additional  information  available 
to  the  profession  on  request. 


^□ISTA 


Dista  Products  Company 

Division  of  Eli  Lilly  and  Company 
Indianapolis,  Indiana  46285 
Mfd.  by  Eli  Lilly  Industries,  Inc. 
Carolina,  Puerto  Rico  00630 


000823 
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HOWARD  B.  HUNT 
CANCER  SEMINAR 
“CURRENT  CONCEPTS 
IN  COLON  CANCER” 
Friday,  September  24,  1982 

RESERVE  FRIDAY,  SEPTEMBER  24 
TO  ATTEND  THE  METHODIST  HOSPITAL’S 
HOWARD  B.  HUNT  CANCER  SEMINAR 
ON  “CURRENT  CONCEPTS  IN 
COLON  CANCER.” 

THIS  SEMINAR  WILL  BE  HELD  AT  METHODIST 
HOSPITAL  IN  OMAHA.  NEBRASKA,  AND  WILL 
FEATURE  THE  FOLLOWING  GUEST 
LECTURERS: 

BERNARD  LEVIN,  M.D. 

UNIVERSITY  OF  CHICAGO 

and 

DAVID  WINCHESTER.  M.D. 
NORTHWESTERN  UNIVERSITY 

Registration  Forms  Coming  Soon 
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ORGANIZATIONS,  NATIONAL 

.American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 
American  Society  of  Clinical  Pathologists 
Meryl  H.  Haber,  M.D.,  Exec.  Vice  President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Vice  President 
1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 
.American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St..  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
340  Peachtree  Rd.,  NE,  Ste.  1101,  Atlanta,  GA  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
National  Multiple  Sclerosis  Societv 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
3524  Leavenworth,  Omaha,  NE  68105 
National  Rehabilitation  Assocation 

633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
Milton  Elkin,  M.D. 

Oak  Brook  Regency  Towers,  1415  W.  22nd  St. 

Ste.  1150,  Oak  Brook,  IL  60521 
South  Central  Section  of  the  American 
Urological  Association,  Inc. 

Henry  Kammandel,  M.D.,  President 
8300  Dodge  St.,  Ste.  407,  Omaha,  NE  68114 
American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 
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that  would  increase  the  penalty  to  $10,000  per 
count  and  give  the  IG  added  powers. 

Under  the  law,  civil  penalties  may  be 
assessed  upon  criminal  conviction  in  federal  or 
state  courts. 

However,  the  major  thrust  of  the  new  civil 
fraud  division  will  be  against  people  who,  for 
one  reason  or  another,  are  not  prosecuted 
criminally.  In  this  event,  the  prosecution, 
investigation  and  judgment  will  be  handled  “in 
house,"  within  the  HHS  Department  without 
recourse  to  the  courts.  Administrative  law 
judges  will  hear  the  cases.  The  final  decisions 
will  be  signed  off  by  the  HHS  Secretary.  The 
appeal  would  have  to  be  to  the  U.S.  Court  of 
Appeals. 

An  HHS  official  said  the  department  will 
move  with  extreme  care  and  caution  to  ensure 

(Continued  on  page  13A) 


American  Academy  of  Pediatrics 

M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physicians  Assistants 
Peter  D.  Rosenstein,  Executive  Director 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  VA  22202 

American  College  of  Emergency  Physicians 

Colin  C.  Rorrie,  Jr.,  Ph.D.,  Exec.  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
.American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
213  W.  Institute  Place,  Ste.  412,  Chicago,  IL  60610 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
600  Maryland  Avenue,  SW,  Ste.  300  E, 

Washington,  DC  20024 
American  College  of  Physicians 

Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 

Rue  W.  Harris,  Ed.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago.  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 
American  Hospital  Association 

Mr.  J.  Alexander  McMahon.  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Assocation 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
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Nebraska  State  Obstetric  & Gynecologic  Society 

29th  Annual  Post-Graduate  Session 
December  2-5,  1982 

MGM  GRAND  HOTEL 

Las  Vegas,  Nevada 

Registration  $175.00:  includes;  Late  Show,  Wine  & Cheese  Party, 

Coffees  - Lunch,  (spouses  included) 

DENNIS  D.  BEAVERS,  M.D.,  Secy.  BON  VOYAGE  - TRAVEL 

720  N.  87th  St.  3015  N.  90th 

Omaha,  NE  68114  Omaha,  NE  68134 

(402)  571-0995 

N.O.G.S.  Auxiliary  — Scientific  Meetings,  Business  Meeting, 
Luncheon  and  Fashion  Show  to  be  held  in  conjunction 
with  the  above. 
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that  due  process  is  followed  in  the  administra- 
tive proceedings. 

A 30  to  60-day  period  will  be  allowed  for 
comments  on  the  regulations. 

* * * 

Impaired  physician  programs  may  serve  as  a 
model  for  other  professions  and  occupations 
that  seek  to  deal  with  members  who  suffer 
from  alcoholism  and  other  forms  of  drug 
dependence,  the  AMA  has  told  Congress. 

William  Rial,  M.D.,  AMA  President,  told  a 
Senate  Labor  and  Human  Resources  Sub- 
committee that  the  medical  profession  was  one 
of  the  first  professions  to  confront  the  fact  that 
some  of  its  members  suffered  impairments  and 
was  the  first  to  take  action  to  deal  with  the 
problem. 

With  the  active  encouragement  of  the  AMA, 
medical  societies  in  all  states  have  established 


programs  to  attempt  early  identification  and 
treatment  for  impaired  physicians,  Dr.  Rial 
testified. 

Dr.  Rial  was  accompanied  by  LeClair 
Bissell,  M.D.,  a member  of  the  AMA  Panel  on 
Physician  Mortality  and  the  AMA  Panel  on 
Alcoholism. 

The  physicians  pointed  to  “a  high  recovery 
rate  by  physicians  who  undergo  treatment  as 
part  of  the  program,”  in  the  range  of  two-thirds 
to  three-fourths  of  the  participants. 

Dr.  Rial  said  that  physicians  appear  to  have 
the  same  rate  of  alcoholism  as  found  in  the 
general  population  and  may  be  “somewhat 
more  susceptible”  to  drug  dependency  be- 
cause of  greater  accessibility  to  drugs,  “of  the 
two,  alcoholism  most  likely  represents  the 
greater  problem  in  terms  of  numbers  of 
physicians  affected.” 

(Continued  on  page  17 A) 
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CLARKSON  MEDICAL 
El  LECTURE  SERIES  E 


"Advances  in  Cardiovascular  Disease" 

Friday,  November  19, 1982 
Clarkson  Hospital  Storz  Pavilion 

SYMPOSIUM:  DINNER  DANCE:  Bishop  Clarkson 

8:30  A M. -5:00  PM.  Peony  Park  Ballroom  Memorial  Hospital 

C. M E.  Credits  to  be  Social  Hour  7:30  PM.  44th  & Dewey  Ave. 

awarded  Dinner  8:30  PM.  Omaha,  NE  681C5 


A SPECIAL  PRACTICE 
FOR  SPECIALISTS 


if  you’re  a General  Surgeon,  Orthopedic  Surgeon, 
Obstetrician  and  Gynecologist,  or  Otolaryngologist  in 
your  final  two  years  of  residence,  the  Air  Force  may 
have  a special  practice  for  you. 

it’s  special  because  you  can  serve  up  to  the  last  two 
years  of  your  residency  as  an  Air  Force  officer. 

it’s  special  because  your  pay  and  benefits  package  as 
a medical  officer  is  excellent  Your  regular  working 
hours  will  allow  you  more  time  with  your  family,  and 
time  to  pursue  Air  Force  sponsored  advanced  educa- 
tional opportunities.  Plus,  you  will  receive  30  days  of 
vacation  with  pay  each  year. 

It’s  special  because  you  will  work  with  modern 
equipment  and  some  of  the  most  highly  trained  pro- 
fessionals in  the  world. 

To  find  out  just  how  special  your  practice  can  be,  call 
your  Air  Force  recruiter. 


A great  way  of  life 


Archie  Summerlin 
116  South  42nd  Street 
Omaha,  NE  68131 
Call  Collect:  402/221-4319 
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ROCHE 

PRODUCTS  INC. 
Manati,  Puerto  Rico 
00701  . 


The  Physician’s  Sleep  Glossary 

Some  common  sleep  laboratory  terms 

poly-som-no-graph.  An  instrument  which 
simultaneously  records  by  electrodes  physiologi- 
cal variables  during  sleep — for  example,  brain 
activity  (EEG),  eye  movements  (EOG),  muscle 
tonus  (EMG)  and  other  electrophysiological  varia- 
bles. These  readings  indicate  precisely  when 
patients  fall  asleep,  how  many  wake  periods  they 
experience,  the  quality  of  sleep  and  the  duration 
of  sleep. 

sleep  la-ten-cy.  The  period  of  time  measured 
from  “lights  out,”  or  bedtime,  to  the  commence- 
ment or  onset  of  sleep. 

wake  time  af-ter  sleep  on-set.  Intervals  of 
time  spent  awake  between  onset  of  sleep  and  the 
end  of  the  sleep  period.  The  polysomnograph  reg- 
isters the  length  and  frequency  of  the  intervals. 

to-tal  sleep  time.  The  amount  of  time  actually 
spent  in  sleeping.  This  is  estimated  by  subtract- 
ing wake  times  from  the  period  encompassed  by 
the  onset  and  the  termination  of  sleep. 1 

REM/NREM.  1.  REM,  or  rapid  eye  movement, 
sleep  is  “active” — characterized  by  increased 
metabolic  rates,  elevated  temperature  and 
arousal-type  EEG  patterns.  2.  NREM,  or  non- 
rapid eye  movement,  sleep  represents  “quiet” 
sleep  stages.  There  are  four  distinct  stages  of 
NREM  sleep.2 


Efficacy  objectively  dem- 
onstrated in  the  sleep  lab- 
oratory— the  most  valid 
environment  for  measur- 
ing hypnotic  efficacy. 

In  numerous  sleep  laboratory 
investigations  patients  fell  asleep 
sooner,  slept  longer  and  woke  up 
less  during  the  night3 12  with 
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Compared  with  temazepam  and 
other  hypnotics,  onset  of  sleep  is 
more  rapid4  with 
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Fewer  middle-of-the-night  awak- 
enings4 with 

Dalmane® 

More  total  sleep  time  on  nights 
12  to  14  of  therapy4  and  contin- 
ued efficacy  for  up  to  28  nights5 
with 

Dalmane® 

Rebound  insomnia  is  avoided 
upon  discontinuation  3 4 7 of 

Dalmane® 

Low  incidence  of  morning  “hang- 
over”14 with 

Dalmane® 


re-bound  in-som-nia.  A statistically  significant 
worsening  of  sleep  compared  to  baseline  on  the 
nights  immediately  following  discontinuation  of 
sleep  medication.3 


Dalmane® 

fiurazepam  HCI/Roche 

15-mg/30-mg  capsules 


The  efficacy  of  Dalmane  has 
been  studied  in  over  200  clinical 
trials  with  more  than  10,000 
patients. 315During  long-term 
therapy,  which  is  rarely  required, 
periodic  blood,  kidney  and  liver 
function  tests  should  be  per- 
formed. Contraindicated  in 
patients  who  are  pregnant  or 
hypersensitive  to  fiurazepam. 

Please  see  summary  of  product  informa- 
tion on  following  page. 
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follows: 
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Indications:  Effective  in  all  types  of  insomnia 
characterized  by  difficulty  in  falling  asleep,  frequent 
nocturnal  awakenings  and/or  early  morning  awak- 
ening; in  patients  with  recurring  insomnia  or  poor 
sleeping  habits;  in  acute  or  chronic  medical  situa 
tions  requiring  restful  sleep.  Objective  sleep  labora 
tory  data  have  shown  effectiveness  for  at  least  28 
consecutive  nights  of  administration.  Since  insom 
nia  is  often  transient  and  intermittent,  prolonged 
administration  is  generally  not  necessary  or  recom 
mended.  Repeated  therapy  should  only  be  under- 
taken with  appropriate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  flur- 
azepam HCI;  pregnancy.  Benzodiazepines  may 
cause  fetal  damage  when  administered  during  preg- 
nancy. Several  studies  suggest  an  increased  risk  of 
congenital  malformations  associated  with  benzodi 
azepine  use  during  the  first  trimester.  Warn  patients 
of  the  potential  risks  to  the  fetus  should  the  possi- 
bility of  becoming  pregnant  exist  while  receiving 
flurazepam.  Instruct  patient  to  discontinue  drug 
prior  to  becoming  pregnant.  Consider  the  possibil- 
ity of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  com 
bined  effects  with  alcohol  and  other  CNS  depres- 
sants. An  additive  effect  may  occur  if  alcohol  is 
consumed  the  day  following  use  for  nighttime  seda 
tion.  This  potential  may  exist  for  several  days  fol- 
lowing discontinuation  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness 
(e.g  , operating  machinery,  driving).  Potential 
impairment  of  performance  of  such  activities  may 
occur  the  day  following  ingestion.  Not  recom 
mended  for  use  in  persons  under  15  years  of  age 
Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with 
gradual  tapering  of  dosage  for  those  patients  on 
medication  for  a prolonged  period  of  time  Use 
caution  in  administering  to  addiction-prone  individ 
uals  or  those  who  might  increase  dosage 
Precautions:  In  elderly  and  debilitated  patients,  it 
is  recommended  that  the  dosage  be  limited  to  15  mg 
to  reduce  risk  of  oversedation,  dizziness,  confu- 
sion and/or  ataxia  Consider  potential  additive 
effects  with  other  hypnotics  or  CNS  depressants 
Employ  usual  precautions  in  severely  depressed 
patients,  or  in  those  with  latent  depression  or  suici- 
dal tendencies,  or  in  those  with  impaired  renal  or 
hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  light 
headedness,  staggering,  ataxia  and  falling  have 
occurred,  particularly  in  elderly  or  debilitated 
patients.  Severe  sedation,  lethargy,  disorientation 
and  coma,  probably  indicative  of  drug  intolerance 
or  overdosage,  have  been  reported.  Also  reported; 
headache,  heartburn,  upset  stomach,  nausea,  vom- 
iting, diarrhea,  constipation,  GI  pain,  nervousness, 
talkativeness,  apprehension,  irritability,  weakness, 
palpitations,  chest  pains,  body  and  joint  pains  and 
GU  complaints.  There  have  also  been  rare  occur 
rences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burn 
ing  eyes,  faintness,  hypotension,  shortness  of 
breath,  pruritus,  skin  rash,  dry  mouth,  bitter  taste, 
excessive  salivation,  anorexia,  euphoria,  depres- 
sion, slurred  speech,  confusion,  restlessness,  hallu- 
cinations, and  elevated  SGOT,  SGPT,  total  and  direct 
bilirubins,  and  alkaline  phosphatase;  and  paradoxi- 
cal reactions,  e.g.,  excitement,  stimulation  and 
hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial 
effect.  Adults:  30  mg  usual  dosage;  15  mg  may  suf- 
fice in  some  patients.  Elderly  or  debilitated 
patients:  15  mg  recommended  initially  until 
response  is  determined 

Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI 
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The  AMA  has  been  very  active  in  stimulat- 
ing programs  to  assist  impaired  physicians  and 
to  encourage  appropriate  disciplinary  actions 
to  protect  the  public,  Dr.  Rial  said. 

* * * 


The  AMA  has  protested  a proposed  regula- 
tion that  would  allow  Health  Maintenance 
Organizations  JHMOs)  to  be  forgiven  repay- 
ment of  federal  grants  despite  changing  from 
non-profit  to  for-profit  HMOs. 

“To  amend  these  regulations  now  and  allow 
profit-making  entities  to  take  advantage  of  the 
public  funds  received  by  the  not-for-profit 
HMO  is  highly  inappropriate,”  the  AMA  told 
the  Health  and  Human  Services  Department. 

The  regulation  would  give  the  HHS  Secre- 
tary authority  to  waive  all  or  part  of  the  grant 
repayment  in  such  cases. 

AMA  Executive  Vice  President  James  Sam- 
mons, M.D.,  wrote  that  “in  light  of  a projected 
budget  deficit  of  over  $100  billion  in  fiscal  year 
1983,  we  believe  that  it  would  be  prudent  for 
the  Office  of  Health  Maintenance  Organization 
to  insist  on  fulfillment  of  financial  obligations 
undertaken  by  HMOs  and  recapture  grant 
money  given  to  HMOs  by  the  federal  govern- 
ment upon  conversion  to  for-profit  status.” 

The  AMA  told  the  HHS  Department  that 
“federal  government  intervention,  particularly 
in  the  promotion  of  HMOs,  has  interfered  with 
the  operation  of  a pluralistic  system  for 
consumer  choice.” 

To  waive  the  repayment  requirement  would 
be  “but  another  example  of  preferential 
treatment  being  given  to  HMOs  by  the  federal 
government,”  said  the  AMA. 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


THE  PROTOCOL 

I have  just  finished  reading  a novel  by  the 
above  title,  written  by  Sarah  Allan  Borisch.  It 
is  a book  that  all  physicians  should  read. 

It  is  a story  of  Dr.  Virgil  Prince,  a medical 
oncologist,  who  is  so  consumed  with  the 
thought  of  wiping  out  all  cancer  cells,  that  he 
forgets  to  treat  the  patient.  He  gets  caught  up 
in  the  “I  am  a God  syndrome.”  He  never  takes 
the  time  to  listen  to  anyone’s  concerns  or 
feelings,  either  his  patients  or  his  wife.  Once 
chemotherapy  is  considered  a failure,  he 
totally  ignores  the  patient,  refuses  to  see 
him/her,  since  it  is  a direct  insult  to  his 
ego/image  and  “protocol.” 

It  is  the  story  of  Victor  Vendetti,  a man  in  his 
60’s  who  has  reached  the  “pits”  in  his  life  — 
psychologically,  socially,  and  financially.  And 
yet,  his  inner  strength  is  awe-inspiring.  He 
refuses  chemotherapy  for  his  terminal  cancer 
of  the  lung,  then  the  story  describes  his 
struggle  to  maintain  his  self-respect  and  his 
self-image  intact  to  the  end. 

It  is  a story  of  Christie  Wilson,  a medical 
social  worker,  who  reaches  out  to  patients 
emotionally,  listens  to  their  feelings,  holds 
their  hands,  while  wrestling  with  her  own 
conscience  about  the  meaning  of  life  and  the 
importance  of  love  between  human  beings. 

It  is  a story  of  Father  Franciscus,  an 
unconventional  priest,  who  does  less  preaching 
and  more  listening  and  empathizing.  He  is  an 
example  for  all  religious  personnel,  and  actually 
all  human  beings,  expressing  constant  love  for 


his  fellow  man.  Through  him  and  Christie 
Wilson,  we  see  the  evolution  of  thinking  for  the 
value  of  hospice  care  in  the  terminally  ill 
patient. 

As  a cardiologist  frequently  faced  with  a 
critically  ill  individual,  this  true-to-life  novel 
made  me  think  about  my  own  experiences  with 
the  terminally  ill.  It  made  me  shudder  to  think 
how  inadequate  I have  been  at  times  in  the 
area  of  emotional  needs  of  patients  and  their 
families.  It  made  me  think  about  an  experience 
7-8  years  ago,  when  I became  too  emotionally 
involved  in  the  care  of  a personal  friend,  a 43- 
year-old  man  who  had  an  acute  myocardial 
infarction  complicated  by  recurrent  ventricular 
fibrillation  and  eventually  died.  His  death 
literally  destroyed  me  for  weeks  and  months. 
In  fact,  I still  think  about  him.  How  do  you 
balance  your  own  and  the  patient’s  emotional 
reactions  and  needs  with  the  necessity  to  be 
scientifically  accurate?  That  is  a problem  I 
have  constantly  wrestled  with  and  probably 
will  continue  to  wrestle  with  forever. 

But,  I know  I am  not  unique.  I suspect  most 
of  you  have  had  similar  concerns  and  ex- 
periences. If  any  of  you  have  arrived  at  any 
answers  and  conclusions  on  how  to  deal  with 
life  and  death  in  the  critically  and/or  terminally 
ill  patient,  I hope  you  will  share  your  experi- 
ences and  philosophy  with  the  readers  of  this 
Journal.  Please  send  your  thoughts  to  me. 

A.D.  Forker 
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ORIGINAL  ARTICLES 


Pancreatic  Ascites  and 
Pleural  Effusions 


SMALL  amounts  of  ascites  and 
small  (usually  left-sided),  self- 
limited, “sympathetic”  pleural 
effusions  are  common  during  attacks  of  acute 
pancreatitis  and  require  no  treatment.  This  is 
in  contrast  to  so-called  pancreatic  ascites  and 
pancreatic  pleural  effusions  which  originate 
from  a leaking  pancreatic  duct  or  pseudocyst, 
are  recognized  by  raised  concentrations  of 
amylase  in  the  ascitic  or  pleural  fluid,  and 
which  may,  if  not  recognized,  result  in  months 
of  treatment  directed  to  what  is  incorrectly 
regarded  as  cirrhotic  ascites,  tuberculous 
peritonitis,  or  peritoneal  carcinomatosis.1  This 
paper  reports  two  patients  with  internal 
pancreatic  fistulas  who  were  seen  at  our 
institutions  over  the  last  6 months,  one 
presenting  with  pancreatic  ascites  and  the 
other  with  a pancreatic  pleural  effusion.  We 
also  review  the  clinical  aspects  and  treatment 
of  these  easy  to  diagnose,  but  often  mis- 
diagnosed, conditions. 

CASE  REPORTS 

Case  report  #1:  Pancreatic  ascites.  — A 

63-year-old  male  was  admitted  to  the  hospital 
with  a 1 -month  history  of  increasing  abdominal 
girth  and  epigastric  pain.  There  was  no  history 
of  jaundice,  liver  disease,  pancreatitis,  or  fever. 
There  was  a 45-year  history  of  alcohol  abuse. 
Physical  examination  revealed  an  afebrile  man 
in  no  distress.  The  skin  was  nonicteric  and 
without  spider  angiomas.  The  abdomen  was 
moderately  distended  with  ascites.  There  was 
moderate  epigastric  tenderness.  There  was  no 
hepatosplenomegaly.  Laboratory  studies  in- 
cluded WBC  18,200/cumm  and  hemoglobin 
12.9  gm/dl.  Chemistry  profile  was  normal.  The 
serum  amylase  was  elevated  at  921  u/1.  Ascitic 
fluid  examination  showed  protein  2.9  gm/dl, 
amylase  9,972  u/1,  and  WBC  9,600/cumm  with 
98%  polys.  Gram  stain  and  bacterial  cultures 
were  negative.  The  chest  x-ray  was  normal. 
Abdominal  ultrasound  examination  showed 
ascites  but  no  pancreatic  pseudocyst.  He  was 
treated  for  4 weeks  with  the  patient  NPO,  i.v. 
hyperalimentation,  and  cimetidine,  over  which 
time  there  was  complete  resolution  of  ascites. 
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Case  report  #2:  Pancreatic  pleural 
effusion.  — A 49-year-old  male  was  admitted 
to  the  hospital  with  a 3-month  history  of 
dyspnea  and  left  pleuritic  chest  pain  with  a 
large  left  pleural  effusion  on  chest  x-ray.  There 
was  no  history  of  abdominal  pain,  nausea, 
vomiting,  or  fever.  There  was  a 30-year  history 
of  alcohol  abuse.  Physical  examination  re- 
vealed an  afebrile  man  in  no  distress.  There 
was  dullness  to  percussion  over  the  left  chest 
with  decreased  breath  sounds.  The  right  lung 
field  was  clear.  The  abdomen  was  soft  with  no 
hepatosplenomegaly,  masses,  tenderness,  or 
ascites.  Laboratory  studies  included  WBC 
9,000/cumm  and  hemoglobin  15.3  gm/dl. 
Chemistry  profile  was  normal.  The  serum 
amylase  was  elevated  at  380  u/1.  Pleural  fluid 
examination  showed  protein  3.5  gm/dl,  amy- 
lase 47,000  u/1,  and  WBC  1,100/cumm  with 
18%  polys  and  82%  mononuclear  cells.  Gram 
stain,  bacterial  cultures,  AFB  smears,  and 
cultures  for  tuberculosis  were  all  negative.  The 
chest  x-ray  showed  a large  left  pleural  effusion 
(Figure  1).  Abdominal  ultrasound  showed 
cholelithiasis  and  poor  visualization  of  the 
pancreas,  but  no  pseudocyst.  A left  chest  tube 
was  placed  and  removed  several  days  later 
after  most  of  the  fluid  had  been  removed.  He 
was  also  treated  for  4 weeks  with  the  patient 
NPO,  i.v.  hyperalimentation,  and  cimetidine. 
Over  this  period  there  was  essentially  com- 
plete resolution  of  the  pleural  effusion  (Figure 
2).  He  was  discharged  after  a week  on  a general 

* Address  for  correspondence  and  request  for  reprints:  .John  B Marshall. 
M.D.,  Department  of  Internal  Medicine,  University  of  Nebraska  Medical 
Center.  42nd  and  Dewey  Ave..  Omaha.  Nebraska  68105.  402-559-6209. 
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Figure  1.  Chest  x-ray  in  an  alcoholic  man  with  an 
internal  pancreatic  fistula  into  his  chest.  This 
massive  pleural  effusion  had  been  present  for  3 
months  at  the  time  of  presentation. 


Figure  2.  Chest  x-ray  from  the  same  patient  after 
4 weeks  of  aggressive  nonoperative  medical  therapy 
showing  resolution  of  the  pleural  effusion. 


diet  when  the  chest  x-ray  showed  no  reac- 
cumulation of  fluid. 

CAUSES  AND  PATHOGENESIS 

Pancreatic  ascites  and  pleural  effusions 
result  from  a disrupted  pancreatic  duct  (a  so- 
called  internal  pancreatic  fistula),  which  re- 
sults in  the  leakage  of  large  amounts  of  fluid 
rich  in  amylase  either  into  the  peritoneal  cavity 
(causing  pancreatic  ascites)  or  into  the  thorax 


(causing  a pancreatic  pleural  effusion  or 
mediastinal  pseudocyst). 

Chronic  relapsing  pancreatitis  due  to  al- 
coholism is  the  cause  of  most  internal  pan- 
creatic fistulae  in  adults.  Trauma  is  the  most 
common  etiology  in  children.  They  have  not 
been  associated  with  pancreatitis  related  to 
biliary  disease. 

The  site  of  pancreatic  duct  disruption  is 
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important  in  pathogenesis.2  If  the  duct  dis- 
ruption is  anterior,  an  internal  pancreatic 
fistula  into  the  peritoneal  cavity  is  formed  and 
pancreatic  secretions  flow  freely  into  the 
abdomen,  resulting  in  pancreatic  ascites. 

If  the  duct  disruption  is  posterior,  the 
pancreatic  secretions  flow  into  the  retroperi- 
toneum.  Once  in  the  retroperitoneum  they 
usually  tract  along  the  esophagous  or  aorta  up 
into  the  mediastinum.  In  the  mediastinum  they 
can  be  contained  and  present  as  a mediastinal 
pseudocyst  or  more  commonly,  they  can 
penetrate  one  or  both  pleural  surfaces  and 
present  as  unilateral  or  bilateral  pleural 
effusions.  In  such  instances,  the  patient  has  an 
internal  pancreatic  fistula  between  his  pan- 
creatic duct  and  one  or  both  pleural  cavities. 
Occasionally  the  fistula  passes  directly  from 
the  pseudocyst  up  through  the  dome  of  the 
diaphragm  into  the  right  or  left  pleural 
cavities. 

CLINICAL  PRESENTATION 

The  clinical  presentation  of  patients  with 
internal  pancreatic  fistulae  is  often  deceptive 
and  usually  does  not  suggest  chronic  inflam- 
matory pancreatic  disease.2  A striking  feature 
is  the  lack  of  clear-cut  attacks  of  acute 
pancreatitis  immediately  preceding  the  onset 
of  pancreatic  ascites  and  pleural  effusions  in 
most  cases.3 

Patients  with  pancreatic  ascites  character- 
istically present  with  a chronic  illness  char- 
acterized by  increasing  abdominal  girth, 
weight  loss,  and  variable  amounts  of  abdominal 
pain.  The  pain  is  severe  in  one-third.  In  the 
rest,  however,  there  is  either  no  pain  or  the 
pain  is  so  mild  and  nondescript  as  not  to  be 
recognized  as  being  pancreatic  in  origin.3 

Patients  with  pancreatic  pleural  effusions 
present  even  more  of  a clinical  puzzle. 
Generally  their  symptoms  are  those  of  chest 
pain,  dyspnea,  or  cough,  and  there  is  little  to 
suggest  abdominal  pathology.2  Internal  pan- 
creatic fistulae  into  the  peritoneal  and  pleural 
cavities  may  occasionally  be  present  con- 
comitantly in  the  same  patient.2 

DIAGNOSIS 

Internal  pancreatic  fistulae  with  pancreatic 
ascites  or  pleural  effusions  can  present  a 
difficult  diagnostic  challenge  if  the  diagnosis  is 


not  considered.  Fortunately,  the  correct  diag- 
nosis can  almost  always  be  quickly  and  simply 
made  by  the  finding  of  a markedly  elevated 
ascitic  or  pleural  fluid  amylase,  often  up  in  the 
thousands.2'3  The  amylase  content  of  ascitic 
fluid  and  pleural  fluid  should  always  be 
determined  whenever  the  clinician  does  a 
diagnostic  paracentesis  or  thoracentesis, 
otherwise  the  diagnosis  will  be  missed. 

The  ascitic  or  pleural  fluid  usually  also 
shows  a protein  level  over  3 gm/dl.  The  WBC 
count  may  be  over  10,000/cumm.  There  is  also 
great  variability  in  the  percentage  of  the 
WBC’s  in  the  fluid  which  are  polymorpho- 
nuclear cells;  confusion  with  bacterial  infec- 
tions can  occur  if  the  amylase  content  of  the 
fluid  is  not  checked. 

The  serum  amylase  is  usually  elevated  in 
these  conditions,  generally  because  of  passive 
absorption  into  the  serum  of  amylase  from  the 
ascitic  or  pleural  fluid.  The  serum  amylase 
value  is  less  than  in  the  pleural  or  ascitic  fluid. 

MANAGEMENT 

The  optimal  mode  of  therapy  for  all  patients 
with  alcohol-related  internal  pancreatic  fistu- 
las with  pancreatic  ascites  and  pleural  ef- 
fusions has  not  been  established.  Based  on 
current  information,  however,  it  is  reasonable 
to  give  a 4-6  week  trial  of  medical  therapy 
before  proceeding  to  other  measures.  Most 
authors  recommend  resting  the  pancreas  in  an 
attempt  to  decrease  pancreatic  secretion  to  a 
minimum  and  thus  encourage  spontaneous 
closure  of  the  leaking  pancreatic  fistula. 
During  this  period  the  nutritional  status 
should  be  maintained  or  improved  to  ensure 
optimal  healing.  Some  make  the  patient  NPO 
and  employ  nasogastric  suction  while  giving 
intravenous  hyperalimentation.2  Others  give 
an  elemental  diet.  Cameron  also  gives  diamox 
and  atropine  in  an  attempt  to  decrease 
pancreatic  secretion  further.2  We  have  used 
cimetidine  for  this  purpose. 

Therapeutic  paracentesis  is  occasionally 
needed  in  pancreatic  ascites  to  relieve  respira- 
tory compromise  caused  by  upward  displace- 
ment of  the  diaphragm.  Although  not  used  by 
us,  Cameron  recommends  doing  paracentesis 
as  needed  to  keep  the  peritoneal  cavity  free 
from  fluid  and  thus  encourage  the  approxima- 
tion of  peritoneal  surfaces  and  the  sealing  of 
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the  leak.2  4 In  patients  with  internal  pancreatic 
fistulas  with  massive  pleural  effusions,  we  and 
others  have  utilized  chest  tube  drainage  or 
multiple  thoracenteses.2-4 

About  one-half  of  patients  can  be  success- 
fully managed  with  such  medical  therapy.24 
Both  of  the  patients  presented  earlier  in  this 
report  were  successfully  treated  medically. 

In  patients  with  nonresolution  of  pancreatic 
ascites  or  pleural  effusion  after  4-6  weeks  of 
medical  treatment,  then  the  two  available 
options  are  surgery  and  pancreatic  irradiation. 
Scattered  reports  indicate  the  successful  use 
of  low-dose  pancreatic  irradiation  for  non- 
resolving pancreatic  ascites.5  This  approach 
has  generally  been  reserved  for  patients  who 
are  poor  surgical  candidates.  Irradiation  in- 
hibits enzyme  secretion  to  allow  sealing  of  the 
disrupted  duct. 

Most  patients  with  pancreatic  ascites  and 
pleural  effusions  not  resolving  with  medical 
therapy  should  be  considered  for  surgery.  The 
main  objective  of  surgical  intervention  is  to 
repair  or  resect  distal  duct  disruptions  (or 
leaking  pseudocysts)  that  have  not  healed 
during  the  period  of  conservative  medical 
therapy.  The  success  of  operative  management 
for  pancreatic  ascites  and  pleural  effusions 
depends  upon  knowledge  of  the  pathologic 
anatomy,  which  in  most  cases  can  be  success- 
fully defined  employing  preoperative  endo- 
scopic retrograde  pancreatography  (ERP).6  H If 
ERP  is  unsuccessful,  then  operative  pan- 
creatography must  be  performed  at  the  time  of 
surgery. 

The  type  of  surgical  procedure  used  will 
depend  upon  the  information  gained  by 


pancreatography.  Small  leaking  pseudocysts  in 
the  body  or  tail  can  be  treated  by  resection.  If 
the  pancreatogram  has  demonstrated  no  proxi- 
mal duct  disease,  the  pancreatic  remnant  can 
be  oversewn.  If  proximal  duct  pathology  is 
present,  then  Roux-en-Y  drainage  of  the  distal 
remnant  is  indicated.  If  the  pancreatogram 
reveals  a duct  leak  with  no  pseudocyst 
formation,  then  an  anastamosing  Roux-en-Y 
loop  to  the  leak  may  be  sufficient.  If  the 
pancreatogram  shows  chronic  pancreatitis  and 
no  evidence  of  pseudocyst  formation  or  identi- 
fiable ductal  disruption,  then  some  advocate 
doing  a Puestow  procedure  (lateral  pancreatico- 
jejunostomy).  » 

With  this  management  regimen  outlined, 
most  patients  with  an  internal  pancreatic 
fistula  can  be  managed  successfully. 
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Percutaneous  Drainage  of 
Pyogenic  Hepatic  Abscess 


OPEN  drainage,  which  has  been 
the  standard  therapy  for  pyo- 
genic hepatic  abscesses,  con- 
tinues to  have  significant  morbidity  and 
mortality.1  Many  patients,  however,  are  too  ill 
to  withstand  the  procedures  or  have  other 
conditions  which  prevent  this  approach.  There 
have  been  recent  reports  in  the  literature  of 
treatment  in  small  series  of  patients  with 
various  types  of  percutaneous  drainage  with 
good  results.2'3'4  Most  of  these  use  some  type 
of  continuous  catheter  drainage.  Our  experi- 
ence with  the  patient  described  below  leads  us 
to  believe  that  intermittent  percutaneous 
management  offers  a good  approach  to  the 
confirmation  of  the  diagnosis,  culture,  and 
treatment  of  macroscopic  liver  abscesses. 

Case  Report 

A 41  year  old  white  male  farmer  was 
referred  to  the  University  of  Nebraska  Medical 
Center  with  a 2Vi  week  history  of  cough  with 
sputum  production,  chills,  fever  to  104°F,  a 
right  hilar  mass,  and  right  upper  lobe  pneu- 
monia. Significant  past  medical  history  in- 
cluded a 60  pack  year  history  of  smoking. 
There  was  no  other  exposure  history  or  past 
medical  illnesses.  Bronchoscopy  was  per- 
formed prior  to  referral  and  the  patient  was 
subsequently  started  on  ampicillin. 

Physical  exam  revealed  a temperature  of 
40.2  C,  weight  76.8  kg.  Dullness,  rales,  and 
expiratory  wheezing  were  present  over  the 
anterior  and  posterior  right  mid-chest.  Liver 
was  percussed  to  16  cm.  in  the  midclavicular 
line.  No  abdominal  masses  or  adenopathy  were 
noted. 

Laboratory  evaluation  included  a WBC  of 
25,100  with  72  percent  segs  and  18  percent 
bands.  Significant  normal  values  included 
SGOT,  SGPT,  LDH,  Aik.  Phos.,  GGT,  total 
and  direct  bilirubin,  BUN  and  Creatinine. 

Bronchoscopy  revealed  a submucosal  con- 
striction causing  95  percent  obstruction  of  the 
anterior  and  posterior  segments  of  the  right 
upper  lobe  and  50  percent  obstruction  of  the 
right  middle  lobe.  Biopsies  were  not  diagnostic, 
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either  on  the  original  bronchoscopy  prior  to 
referral  or  on  repeat  bronchoscopy.  The 
patient  subsequently  had  a hilar  lymph  node 
biopsy  via  mediastinoscopy  which  showed 
small  cell  anaplastic  carcinoma. 

Staging  workup  was  negative  with  the 
exception  of  the  liver-spleen  scan,  which 
showed  a 7 cm.  area  of  decreased  tracer 
accumulation  within  the  right  lobe  of  the  liver. 
Ultrasound  later  confirmed  this  to  be  a solitary 
intrahepatic  fluid-filled  mass. 

A liver  biopsy  was  performed  with  a Franklin 
modification  of  the  Vim  Silverman  needle  to 
further  evaluate  the  hepatic  lesion.  On  with- 
drawal of  the  stylette,  100  cc’s  of  purulent 
material  were  drained.  Cultures  grew  out 
Bacteroids  asacharolyticus,  sensitive  to  Peni- 
cillin G.  Liver  biopsies  were  negative  for 
metastatic  cancer.  Chloramphenicol,  one  gram 
I.V.  every  six  hours,  was  administered  for 
eleven  days  until  cultures  returned.  The 
patient  was  then  started  on  Penicillin  G,  2 
million  units  I.V.  every  two  hours,  for  15  days. 
He  became  afebrile  after  the  drainage  of  the 
abscess  until  six  days  later  when  50  cc  of 
relatively  non-purulent  material  inside  a firm 
capsule  were  again  drained  via  percutaneous 
needle.  The  patient  again  became  afebrile  and 
remained  so.  Forty-five  cc’s  were  drained  a 
third  and  last  time  10  days  after  the  initial 
aspiration.  Follow-up  ultrasound  revealed  only 
a 2 cm.  cystic  lesion. 

*Reprint  requests  should  he  sent  to:  LeeRoy  E.  Meyer,  M.D.,  Department 
of  Internal  Medicine,  University  of  Nebraska  Medical  Center,  42nd  and 
Dewey  Avenue,  Omaha,  Nebraska  68105 
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No  complications  or  significant  morbidity 
were  encountered  during  the  hospitalization. 
Ultrasound  at  the  time  of  discharge  revealed 
the  cystic  lesion  to  be  filled  in  with  material 
which  was  consistent  with  granulation  tissue. 
He  was  treated  as  an  outpatient  with  Penicillin 
V 500  mgs.  four  times  per  day  for  six  weeks, 
along  with  chemotherapy  and  radiation 
therapy  for  his  small  cell  bronchogenic  car- 
cinoma. At  six  weeks  follow-up,  ultrasound  of 
the  liver  was  entirely  normal.  The  patient 
remained  afebrile  without  antibiotics  with  no 
clinical  evidence  of  his  prior  hepatic  abscesses 
when  he  later  succumbed  to  his  small  cell 
carcinoma  of  the  lung  ten  months  after 
diagnosis. 

Discussion 

Pyogenic  hepatic  abscesses  continue  to  be 
associated  with  high  morbidity  and  mortality. 
There  have  been  many  reviews  describing  its 
clinical  presentation,  difficulty  in  diagnosis, 
associative  causative  factors,  and  bacteriology.5 

Standard  therapy  in  the  past  has  been  open 
drainage.  In  the  pre-  and  early  antibiotic  era, 
operative  management  was  accomplished  via 
an  extraperitoneal  approach  to  avoid  the 
feared  contamination  of  the  peritoneal  cavity. 
Later,  with  antibiotics,  a transperitoneal  ap- 
proach with  drainage  has  been  shown  to  allow 
improved  access  to  the  liver  without  the 
complication  of  peritonitis.  Even  with  anti- 
biotic therapy,  mortality  approaches  100  per- 
cent if  drainage  is  not  accomplished. 

Despite  improved  surgical  drainage  and 
antibiotics,  mortality  still  ranges  from  25 
percent  with  single  uncomplicated  abscesses 
to  80  percent  with  multiple  and  complicated 
abscesses.1’5  This  must  be  compared  with  the 
significant  mortality  from  common  underlying 
conditions  related  to  these  abscesses,  includ- 
ing pyelonephritis,  biliary  tract  disease,  neo- 
plasms, trauma,  septicemia,  etc.  In  addition, 
approximately  30  percent  of  patients  in  each 
series  were  too  ill  to  have  an  operation  with 
open  drainage,  and  therefore  were  not  in- 
cluded in  the  results. 

Recently  there  have  been  reports  of  small 
series  of  patients  which  were  subjected  to 
various  percutaneous  drainage  procedures.2’3-4 
Most  of  these  were  continuously  drained  via 
various  catheters  with  good  responses.  Com- 


plications include  peritoneal  spillage  during 
sinography  with  subsequent  operative  drain- 
age and  septicemia  during  saline  irrigation. 

McFadzean  reported  impressive  results  in 
his  original  article  in  1954  where  he  used 
needle  aspiration  with  contrast  injection  for 
later  localization.3  Three  of  his  largest  ab- 
scesses of  1400,  1500  and  1700  cc.  required  a 
second  aspiration  of  70,  40  and  100  cc, 
respectively.  Present  technology  with  ultra- 
sound and  CT  scans  alleviate  the  need  for 
contrast  injection  for  later  localization. 

Results  have  been  excellent  in  all  of  these 
reports,  especially  compared  to  historical 
controls  with  surgical  open  drainage  which 
show  an  8%  mortality  even  in  the  relatively 
good  prognostic  solitary  abscess  group.5  The 
reported  complications  appear  to  be  related  to 
injecting  material  into  the  abscess  cavity, 
irrigations,  and  sinography.  Results  appear 
equally  good  with  needle  aspiration,  including 
sequential  aspirations  if  necessary,  without  the 
inconvenience  of  placing  a catheter  into  the 
abscess  cavity  and  leaving  it  in  for  approxi- 
mately 2 weeks.  Additionally  at  the  time  the 
diagnosis  is  made  during  a needle  aspiration, 
a catheter  is  not  always  available. 

In  one  procedure,  then,  it  is  possible  to 
confirm  the  diagnosis,  obtain  culture  material, 
and  drain  the  abscess  without  significant 
morbidity  or  mortality.  As  a result  of  our 
experience  with  this  patient  as  well  as  review 
of  the  literature,  it  seems  appropriate  to 
consider  the  intermittent  percutaneous  ap- 
proach in  the  treatment  of  macroscopic  liver 
abscesses. 

Summary 

A patient  with  pyogenic  hepatic  abscess, 
treated  with  intermittent  percutaneous  drain- 
age and  systemic  antibiotics,  is  described. 
Intermittent  percutaneous  drainage  allowed 
successful  treatment  without  the  morbidity 
and  mortality  of  open  drainage.  With  our 
experience  in  this  patient  and  review  of  the 
literature,  it  would  appear  appropriate  to 
consider  the  intermittent  percutaneous  ap- 
proach in  the  treatment  of  macroscopic  liver 
abscesses. 
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Isolation  of  Legionella  Pneumophila 
From  a Lung  Specimen 


WE  report  here  what  we  believe  to 
be  the  first  successful  isolation 
of  Legionella  pneumophila  from 
a patient  in  Nebraska,  and  review  some  useful 
diagnostic  modalities. 

Case  Report 

A 68-year-old  white  male  was  transferred  to 
the  University  of  Nebraska  Medical  Center  for 
evaluation  of  pulmonary  infiltrates.  Pertinent 
history  included  the  diagnosis  of  chronic 
lymphocytic  leukemia  treated  with  leukeran 
and  prednisone,  the  latter,  10  mg.  per  day. 

In  November,  1981,  he  was  hospitalized  with 
right  upper  lobe  pneumonia.  A ten-day  course 
of  cefazolin  and  tobramycin  did  not  result  in 
improvement,  and  he  was  transferred  to 
UNMC.  Physical  examination  on  admission 
revealed  an  acutely  ill,  dyspneic,  elderly 
gentleman  in  moderate  respiratory  distress; 
the  temperature  was  38.1°  C.  Lung  exam 
revealed  bilateral  lower  lobe  rales,  but  the  rest 
of  the  examination  was  unremarkable.  Initial 
lab  revealed  a white  blood  count  of  28,800/mm3. 
The  chest  x-ray  showed  consolidation  in  the 
right  upper  and  left  lower  lobes. 

On  day  two  of  hospitalization,  trimethoprim/ 
sulfamethoxazole  (TMP/SMZ),  80/400  mg.  q. 
six  hours,  and  erythromycin,  1 gm.  q.  six  hours, 
were  started  intravenously.  The  following  day, 
the  patient  underwent  open  lung  biopsy,  which 
revealed  a necrotizing  pneumonia  without 
evidence  of  Pneumocystis  carinii,  and 
TMP/SMZ  was  stopped.  Special  staining  with 
Dieterle  silver  impregnation  and  indirect  im- 
munofluorescent  antibody  (IF A)  stains  re- 
vealed the  presence  of  Legionella. 

The  patient  had  a prolonged  hospital  course 
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with  multiple  complications  including  pneumo- 
thorax, recurrent  fevers,  and  respiratory  fail- 
ure. He  was  discharged  on  day  54  to  be 
followed  by  his  local  physician. 

Cultures  of  lung  tissue  grew  L.  pneumophila , 
serotype  I.  On  day  two,  opaque  white,  pinpoint 
colonies  were  noted  on  buffered  charcoal  yeast 
extract  agar.  They  were  full  sized  colonies  in 
four  days  (Figure  1).  On  Feeley-Gorman  (FG) 
agar,  brown  pigment  was  noted.  The  colonies 
were  fluorescent  AB  positive  (Figure  2).  Acute 
and  convalescent  IFA  titers  were  1:32  and 
1:256,  respectively. 

Discussion 

Estimates  place  the  occurrence  of  Legion- 
naires’ disease  at  1-4  percent  of  all  pneu- 
monias.1 What  makes  it  important  is  its 
mortality  rate  of  10-15  percent.  Smokers  have 
a greater  risk,  and  affected  patients  frequently 
have  underlying  disease  or  are  immunocom- 
promised. Legionnaires’  disease  usually  pre- 
sents as  a febrile  illness  with  malaise,  myalgia, 
and  headache.2  Fever  often  reaches  greater 
than  39.5°  C and  recurring  rigors  are  common. 
A non-productive  cough  is  also  usual.  Other 
findings  variably  present  are  pleuritic  chest 
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Figure  1 — Colonies  of  Legionella  pneumophila 


Figure  2 — Legionella  - Immunofluoreseent  stain 
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pain,  diarrhea,  abdominal  pain,  nausea  or 
vomiting,  and  confusion.  Physical  exam  is 
usually  unremarkable  except  for  pulmonary 
rales.  Chest  x-ray  findings  are  variable,  from 
patchy  local  infiltrates  to  multilobar  consolida- 
tion. As  the  course  progresses,  severe  dyspnea 
with  hypoxemia  is  common.  Defervescence 
after  treatment  may  be  slow,  even  with 
appropriate  therapy.  The  drug  of  choice  is 
erythromycin. 

The  diagnosis  of  Legionnaires’  disease  is 
primarily  clinical.  However,  serologic  studies 
aid  in  the  diagnosis  of  Legionnaires’  disease. 
The  most  commonly  used  test  to  detect 
antibody  to  L.  pneumophila  is  the  indirect 
immunofluorescent  test;  a fourfold  rise  in  titer 
(to  a titer  of  1:128)  or  greater  is  considered  di- 
agnostic.3 This  usually  occurs  in  three  weeks, 
but  may  take  as  long  as  six  weeks.  In  outbreaks 
where  patients  are  considered  to  have  clinically 
and  epidemiologically  compatible  disease,  75-85 
percent  have  been  found  to  meet  the  require- 
ments for  serologic  diagnosis.  However,  false 
positives  have  been  documented  in  persons 
with  plague,  tularemia  and  leptospirosis. 

The  organism  can  best  be  stained  in  tissues 
by  a modification  of  the  Dieterle  silver 
impregnation  stain.4  The  most  sensitive  iden- 
tifying stain,  however,  is  the  direct  immuno- 
fluorescent (FA)  stain,  with  labeled  conjugated 
rabbit  antiserum.3  This  can  be  performed  on  a 
variety  of  specimens.  The  best  results  are 
obtained  from  lung  tissue  obtained  by  open 
lung  biopsy;  however,  transbronchial  biopsies 
or  bronchial  brushings  are  often  sufficient.  The 
organism  appears  in  tissue  as  small,  blunt, 
pleomorphic  bacilli  about  2 microns  in  length 
(Figure  2). 

The  organism  is  difficult  to  grow  on  routine 
culture  media.  Although  early  attempts  to 
isolate  the  bacteria  required  passage  through 
guinea  pigs,  more  recently  success  has  been 
obtained  by  direct  plating  on  solid  agar.  Two 
supplementary  substances  found  to  be  neces- 
sary are  L-cysteine  and  ferric  salts.  Buffered 
charcoal  yeast  extract  is  an  excellent  medium 
for  isolation  of  L.  pneumophila.6  Legionella 
also  grows  on  Mueller-Hinton  agar  with  1 
percent  isovitalex  and  1 percent  hemoglobin, 
and  Feeley-Gorman  agar,  which  is  supple- 
mented with  L-cysteine  and  ferric  pyro- 
phosphate.7 Growth  on  these  specialized 


media  requires  2-10  days.  Growth  can  be 
facilitated  by  2.5  percent  C02- 

Any  tissue  or  fluid  that  can  be  used  to  stain 
for  the  organism  can  also  be  used  for  culture, 
with  lung  tissue  the  best;  pleural  fluid  and 
transtracheal  aspirates  provide  acceptable 
alternatives.8  Legionella  has  also  been  cul- 
tured from  a number  of  environmental  sources, 
including  cooling  towers,  showers  and  faucets.9 

With  the  growing  willingness  to  consider 
Legionnaires’  disease  in  the  differential  diag- 
nosis of  pneumonic  processes,  especially  in  the 
compromised  host,  we  feel  that  greater  effort 
should  be  expended  in  the  attempt  to  isolate 
this  organism,  both  for  more  rapid  diagnosis 
(2-10  days  versus  3-6  weeks  for  serology),  and 
to  facilitate  further  evaluation  of  antibiotic 
sensitivities  and  serotypes  present.  Since  all 
that  is  required  is  appropriate  media,  we 
recommend  culture  for  this  organism  when 
specimens  are  available  from  suspicious  cases. 
The  commercial  availability  of  IFA  and  culture 
media  make  this  possible  even  from  small 
laboratories. 

Summary 

We  have  presented  here  what  we  believe  is 
the  first  case  of  Legionnaires’  disease  in 
Nebraska  where  the  organism  was  actually 
cultures.  Diagnostic  points  which  bear  empha- 
sizing include:  (1)  it  is  typically  seen  in  older 
immunocompromised  hosts;  (2)  the  most  rapid 
diagnosis  is  by  identifying  the  organism; 
(3)  culture  of  Legionella  is  possible  and, 
indeed,  within  the  scope  of  many  microbiology 
laboratories;  (4)  seriologic  diagnosis  is  pos- 
sible in  retrospect  if  an  acute  serum  sample  is 
available;  and  (5)  the  organism  is  ubiquitous  in 
the  environment. 
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MEDICAL  GENETICS  CLINIC 

Short  Stature  and  Language  Delay 
in  a 5-year-old  Girl:  18p-  Syndrome 


THIS  5-year-old,  white  female  was 
originally  seen  because  of  con- 
cern with  speech  delay  and 
small  size.  The  patient  weighed  3125gm  (6 
lbs.,  14  oz.)  at  birth  and  was  born  2 weeks  prior 
to  the  due  date.  The  patient  was  initially 
breast  fed,  but  this  was  discontinued  after  2 
days  when  the  mother  developed  a mastitis 
after  leaving  the  hospital.  The  patient  experi- 
enced difficulty  with  diarrhea  and  nasal 
stuffiness  while  on  a standard  infant  formula 
(Enfamil)  and  even  a soybean  preparation  (Pro 
Sobee)  was  not  tolerated  very  well.  The  patient 
was  switched  to  a special  protein  hydrolysate 
formula  (Nutramigen)  at  5 months  of  age  and 
remained  on  it  for  7 months.  A soybean 
formula  was  then  used  until  3 years  of  age.  She 
still  refuses  to  drink  regular  milk.  Small 
quantities  of  cheese  or  ice  cream  will  cause 
diarrhea  suggesting  a persisting  lactose  in- 
tolerance. 

The  patient  experienced  frequent  upper 
respiratory  infections  through  the  first  three 
years  of  life  which  often  were  accompanied  by 
wheezing. 

The  patient  was  walking  at  14  months,  but 
did  not  ride  a tricycle  until  4 years.  She  had  a 
2-word  vocabulary  by  age  12  months.  Lan- 
guage came  very  slowly  after  that  time.  At  the 
present  age  of  5 years,  she  prefers  to  use  single 
words  and  points  to  objects  that  she  wants 
rather  than  asking  for  them. 

The  physical  examination  revealed  a short, 
5-year-old,  white  female  with  a pleasant 
disposition.  The  weight  was  16kg  (25%)  and 
the  height  was  95cm  (less  than  3%).  The  teeth 
demonstrated  upper  incisor  staining  with  an 
overbite  present.  There  was  micrognathia  of 
the  mandible.  The  speech  was  unclear  and 


MICHAEL  L.  GRUSH,  M.D. 

Assistant  Professor  of  Pediatrics 
Acting  Chairman,  Department  of  Pediatrics 
Creighton  University  School  of  Medicine 
Omaha,  Nebraska 

WM.  J.  KIMBERLING,  Ph  D. 

Director  of  Genetics  Laboratory 
Associate  Professor  of  Otolaryngology 
Boys  Town  Institute  for  Communication 
Disorders  in  Children 

HENRY  T.  LYNCH,  M.D. 

Professor  and  Chairman 
Department  of  Preventive  Medicine 
Creighton  University  School  of  Medicine 
Omaha,  Nebraska 

simple.  She  would  say  no  more  than  two  or 
three  word  phrases.  Ptosis  of  the  eyelids  was 
present.  The  neck  was  short  and  webbed.  The 
nipples  were  widespread  and  inverted.  The 
abdominal  examination  revealed  a diastasis 
recti.  The  rest  of  the  physical  was  unremark- 
able. 

The  short  stature  of  the  patient  coupled  with 
a multiple  number  of  minor  anomalies 
(micrognathia,  ptosis,  webbed  neck,  widely- 
spaced  and  inverted  nipples,  diastasis  recti) 
suggested  that  the  patient  may  be  suffering 
from  a chromosomal  disorder.  A karyotype  was 
performed  on  the  patient,  and  it  showed  the 
patient  to  have  the  18p-  syndrome.  The  family 
history  was  negative  for  similarly  affected 
relative. 

DISCUSSION 

The  18p-  syndrome  was  first  described  in 
1963.  The  p-  (p  minus)  means  that  there  is  a 
deletion  of  the  short  arm  of  chromosome  18 
(Figure  1).  The  phenotypic  appearance  of  the 
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Figure  1.  Karyotype  of  patient  with  18p-  syndrome 
shows  a translocation  of  genetic  material  from  the 
long  arm  of  chromosome  18  to  the  short  arm  of 
chromosome  14.  This  results  in  monosomy  for  most 

patients  with  this  chromosomal  abnormality  is 
extremely  variable.  However,  there  are  some 
features  which  tend  to  occur  more  frequently 
in  involved  patients. 

Among  the  more  prevalent  features  are 
growth  and  mental  deficiency.  The  I.Q.’s  range 
from  30  to  75.  There  is  an  amazing  dissocia- 
tion between  performance  and  speech.  The 
inability  to  speak  or  at  least  a marked  delay  in 
language  ability  may  be  the  presenting  feature, 
as  it  was  in  this  case.  Inability  to  speak  simple 
sentences  before  eight  years  of  age  is  common- 
ly seen. 

Facial  features  found  in  this  condition 
include  micrognathia,  ptosis,  downturning  at 
the  corners  of  the  mouth,  protruding  ears,  and 
epicanthal  folds.  These  patients  usually  ex- 
hibit hypotonia,  and  they  have  small  hands  and 
feet.  They  have  a high  incidence  of  dental 
caries. 

There  may  be  a history  of  recurrent  episodes 
of  otitis  media,  sinusitis,  and  acute  bronchitis 
owing  to  the  frequent  occurence  of  IgA 


of  the  short  arm  of  chromosome  18  and  possibly 
some  of  the  long  arm  of  chromosome  18.  (Courtesy  of 
Dr.  Paul  Ing,  Boys  Town  Institute  for  Hearing  and 
Speech  Disorders.) 

deficiency.  IgA  deficiency  is  said  to  exist 
when  the  serum  IgA  level  is  less  than 
5mg/dl  and  can  be  confirmed  by  performing 
quantitative  serum  immunoelectrophoresis. 
There  is  a higher  incidence  of  rheumatoid 
arthritis-like  problems  in  the  18p-  patients. 
This  may  relate  to  those  18p-  syndrome 
patients  who  also  have  selective  IgA  de- 
ficiency, since  the  latter  condition  is  associated 
with  autoimmune  disorders  (systemic  lupus 
erythematosus  and  rheumatoid  arthritis). 

Other  clinical  features  in  patients  with  this 
deletion  disorder  include  alopecia,  cataracts, 
strabismus,  pectus  excavatum,  webbing  of  the 
neck,  clinodactvly,  simian  creases,  inguinal 
hernias,  dislocation  of  the  hip  and  kyphosco- 
liosis. 

High  on  the  differential  diagnosis  of  this 
chromosomal  disorder  is  Turner’s  Syndrome, 
since  both  have  short  stature,  neck  webbing, 
shield  chest,  wide-spaced  nipples  and  lymphe- 
dema. Turner’s  Syndrome  shows  a chromo- 
somal aberration  involving  a deleted  X 
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chromosome,  i.e.  XO,  or  variable,  chromo- 
somal mosaicism  such  as  XO/XX,  XO/XY. 

It  is  important  that  parents  be  counseled 
when  they  have  a child  with  this  disorder.  The 
parents  should  have  karyotyping  done  to  see  if 
either  parent  is  a balanced  translocation 
carrier.  It  is  also  possible  that  one  of  the 
parents  may  have  an  unbalanced  18p-  deletion 
since  some  of  these  patients  have  been  able  to 
have  children  of  their  own.  The  risk  of  the 
offspring  of  a parent  having  this  deletion 
syndrome  is  50%.  The  paternal  and  maternal 


ages  tend  to  be  somewhat  more  advanced 
(35.7  years  and  31.3  years,  respectfully)  than 
in  some  other  types  of  chromosomal  abnor- 
malities. 


REFERENCES 

1.  Smith  DW:  Recognizable  Patterns  of  Human  Mal- 
formation, Vol.  VIII  Major  Problems  in  Clinical  Pediatrics, 
W.B.  Saunders  Company,  pp.  28-29,  1976. 

2.  Miller  OJ:  Chromosome  p-  Syndrome.  In  Bergsma, 
D.,  (ed. ) Birth  Defects  Compendium,  Second  Edition, 
The  National  Foundation  - March  of  Dimes,  Alan  R.  Liss, 
Inc.,  New  York,  pp.  199-200,  1979. 


ANNOUNCEMENT 

New  Primary  Pulmonary 
Hypertension  Registry 


The  National  Heart,  Lung,  and  Blood 
Institute,  through  its  Division  of  Lung  Dis- 
eases, is  establishing  a registry  to  obtain  and 
evaluate  data  on  primary  pulmonary  hyper- 
tension. At  least  one  of  the  35  medical  centers 
participating  in  the  registry  is  located  in  this 
state,  and  physicians  are  being  asked  to  refer 
patients  to  the  center. 

The  purpose  of  the  registry  is  to  obtain  and 
analyze  data  on  the  etiology,  natural  history, 
pathogenesis,  diagnosis  and  treatment  of  the 
disorder,  with  the  hope  of  developing  new  and 
effective  strategies  for  early  diagnosis  and 
treatment.  Because  of  the  rarity  of  the  disease, 
clinicians  have  reported  only  small  series  of 
patients  so  very  few  of  its  distinguishing 
characteristics  have  been  clarified. 

Patients  eligible  for  entry  into  the  registry 
include  children  older  than  the  age  of  one  year 
and  adults  who  have  pulmonary  hypertension 
of  unknown  etiology.  It  is  estimated  that  the 
program  will  enroll  a minimum  of  150  patients 
each  year  for  the  three  year  period  of  the 
study. 


Information  from  each  patient  will  be 
entered  on  a patient  reporting  form  and 
forwarded  to  the  Data  and  Coordinating 
Center  for  compilation  and  analysis.  Pathology 
slides  from  patient  biopsy  or  autopsy  also  will 
be  sent  to  the  Data  Center  for  examination  and 
interpretation. 

A steering  committee  comprising  repre- 
sentatives of  the  participating  clinical  centers, 
the  Data  Center  and  the  NHLBI  program 
office  will  meet  quarterly  to  review  and 
interpret  the  data. 

Physicians  who  currently  are  treating  pa- 
tients with  primary  pulmonary  hypertension 
and  who  would  like  to  refer  the  patients  to  the 
cooperating  clinical  center  in  this  state  should 
contact  the  Principal  Investigator  at  the 
center: 

Syed  M.  Mohiuddin,  M.D. 

Professor  of  Medicine 

Creighton  University 
Cardiac  Center 

601  North  30th  Street 

Omaha,  Nebraska  68131 
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Happily  the  vast  majority  of  Nebraska 
physicians  are  members  of  the  Nebraska 
Medical  Association.  If  this  were  not  so  the 
organization  would  not  be  viable.  In  fact,  80% 
of  Nebraska  physicians  are  members.  And  this 
percentage  figure  is  probably  skewed  on  the 
low  side  because  the  figures  used  are  so 
current  they  include  physicians  that  have 
begun  practice  in  the  state  in  the  last  60  days, 
hardly  time  to  make  a commitment  to  the 
Nebraska  Medical  Association. 

Nevertheless,  we  need  as  many  as  possible.  I 
would  encourage  all  members  to  enjoin  their 
non-member  colleagues  to  become  active 
members.  Because  of  the  respect  I feel  for  the 
Nebraska  physicians  I do  not  think  the  80% 
can  be  in  error  of  judgment. 

Ironically,  the  Nebraska  Medical  Associa- 
tion cannot  benefit  only  its  members.  Any 
positive  good  the  Association  accomplishes 
benefits  all  of  medicine  in  Nebraska. 

If  I cite  only  one  example  I would  direct  your 
attention  to  the  relatively,  and  I repeat 
relatively  low  premiums  for  professional  liabili- 
ty insurance.  This  is  the  direct  result  of 
Nebraska  Medical  Association  members’  fi- 
nancial and  vocal  input.  The  premium  savings 
are  much  greater  than  the  annual  NMA  dues. 

Therefore,  we  do  have  some  “freeloaders”  or 
“welfare  recipients”  among  us.  I feel  I do  not 
need  to  apologize  for  using  this  terminology. 
Again,  please  ask  your  non-member  colleagues 
to  join  the  Nebraska  Medical  Association. 

A word  about  American  Medical  Association 
membership.  Seventy-two  percent  of  our  Ne- 
braska Medical  Association  members  belong 
to  the  national  organization.  This  is  a higher 


percentage  than  the  national  average.  I feel 
this  speaks  well  for  Nebraska.  We  certainly 
need  a strong  collective  voice  at  the  federal 
level.  Let  us  hope  that  it  is  not  too  late,  as 
some  would  have  us  believe.  Without  question 
AMA  dues  are  a significant  expenditure;  no 
longer  $110.00  as  they  were  as  recently  as 
1975.  Interestingly,  however,  because  of  other 
income  AMA  can  provide  $2.00  of  activity  for 
every  $1.00  received  in  dues.  Fifty  percent  of 
the  AMA  budget  is  derived  from  non-dues 
sources. 

Let  us  keep,  and  even  enhance,  the  strength 
of  organized  medicine. 

Allan  C.  Landers,  M.D. 

President, 

Nebraska  Medical  Association 
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Auxiliary 


ANNUAL  CONVENTION 
MEDICAL  AUXILIARY,  JUNE  1982 


Mrs.  L.  Palmer  Johnson  presided  over  the 
board  meeting  Friday  P.M.  at  the  Marriott 
Hotel  continuing  with  her  theme  “The  Key  to 
Living  is  Giving”.  Mrs.  Gene  Lewallen,  Chap- 
lain, conducted  a memorial  service  for  de- 
ceased members.  Various  committee  and 
County  President’s  reports  were  shared.  Elec- 
tion of  officers  was  held. 

Mrs.  Robert  Harry  hosted  a cocktail  party  to 
welcome  MAL’s  before  a No-Host  dinner  at 
the  Rusty  Scupper. 

Saturday  A.M.  the  brunch  and  annual 
meeting  was  held  at  the  Highland  Country 
Club.  Mary  Jacobson  spoke  on  a Parent’s  Drug 
Education  program.  Mrs.  Phillip  Smith,  Na- 
tional 1st  Vice  President,  brought  greetings 
from  the  National  office  and  installed  the  new 
officers  as  follows: 

President  — 

Mrs.  Bryce  (Wanda)  Shopp,  Imperial 
President-Elect  — 

Mrs.  Glen  (Elba)  Lau,  Lincoln 
First  Vice  President  — 

Mrs.  Duane  (Helen)  Krause,  Fremont 
Second  Vice  President  — 

Mrs.  Leslie  (Ardis)  Grace,  Blair 
Treasurer  — 

Mrs.  Stephen  (Nancy)  Nielsen,  Omaha 
Two-Year  Directors  — 

Mrs.  Albert  (Cindy)  Frank,  Omaha 
Mrs.  Joel  (Jill)  Johnson,  Kearney 


Awards  were  presented  as  follows: 
AMA-ERF  — 

Lancaster,  Lincoln,  Western  Quad,  Buffalo 

and  Hall  Auxiliaries 
NMF  - 

Lancaster  County 
Presidential  — 

Hall  County 
Merit  — 

Mrs.  Rodney  Sitorius,  Cozad 
Woman  of  the  Year  — 

Mrs.  Glen  Lau,  Lincoln 

Mrs.  Bryce  Shopp’s  theme  will  be  “The 
Western  Wheel  to  Pull  Together”. 

A tour  of  the  new  Children’s  Hospital 
followed. 

Mrs.  Bryce  Shopp  conducted  the  post 
convention  board  meeting  Monday  A.M. 
Delegates  were  selected  for  the  National 
Convention.  Committees  and  plans  for  the 
coming  year  were  revealed.  There  will  be  an 
emphasis  on  aging  — understanding  and 
enriching  the  lives  of  older  Nebraskans. 

A luncheon  was  served  at  Mrs.  Allen 
Dvorak’s  home  before  the  Omaha  Symphony 
Designer  Showhouse  tour. 

A No-Host  dinner  at  the  Sidwalk  Cafe 
closed  the  Convention  activities. 

Elba  Lau 
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Coming  Meetings 


“EMERGENCY  MEDICINE  REVIEW”  — 
Sept.  13-18,  1982,  Center  for  Continuing 
Education,  Omaha,  Nebraska. 

“ADVANCED  TRAUMA  LIFE  SUPPORT” 
— Sept.  20-21,  1982,  Center  for  Continuing 
Education,  Omaha,  Nebraska. 

For  specific  information  about  courses, 
contact  Marge  Adey  or  Roxanne  Pankonin, 
Center  for  Continuing  Education,  UNMC, 
(402)  559-4152. 


NEBRASKA  MEDICAL  ASSOCIATION  - 
1982  Fall  Session  — September  9-11, 
1982. 


1982  ANNUAL  MEETING,  UNITED 
STATES  SECTION  INTERNATIONAL 
COLLEGE  OF  SURGEONS  — “Inter- 
national Surgical  Frontiers”,  September  13- 
16,  1982,  Resorts  International  Hotel, 

Atlantic  City,  New  Jersey.  For  further  in- 
formation contact:  Mrs.  Sally  Cox,  Coor- 
dinator of  Continuing  Medical  Education, 
1516  North  Lake  Shore  Drive,  Chicago, 
Illinois  60610. 


THE  4TH  ANNUAL  PHARMACY  SYM- 
POSIUM ON  CANCER  CHEMOTHERAPY 
will  be  held  in  Houston  at  the  Shamrock 
Hilton  Hotel,  September  12-14,  1982.  The 
symposium  will  include  sessions  on  cancer 
reserach  status;  patient  psychotherapeutic 
management;  hyperthermia;  breast  cancer 
update;  DES  daughters;  and  chemotherapy 
exposure  risk.  Workshop  topics  include  a 
patient  panel,  reconstructive  surgery,  death 
and  dying  and  bone  marrow  transplants. 
“Oncology  Pharmacy:  A Basic  Course,”  a 
seven-hour  course  designed  for  the  new 
practitioner  in  oncology  pharmacy,  will  also 
be  held.  For  additional  information:  Sharon 
Bronson,  Department  of  Pharmacy,  M.  D. 


Anderson  Hospital  and  Tumor  Institute, 
6723  Bertner  Ave.,  Houston,  Texas  77030 
(713)  792-2870. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Alumni  Reception,  Tuesday,  October  5, 
1982,  5:30-7:00  p.m.,  San  Francisco  Hilton 
Hotel,  San  Francisco,  California;  in  conjunc- 
tion with  American  Academy  of  Family 
Physicians  meeting.  All  alumni,  spouses, 
friends  and  faculty  are  invited. 

ARTHRITIS  FOUNDATION,  NEBRASKA 
CHAPTER’S  FOURTH  ANNUAL  RHEU- 
MATOLOGY SYMPOSIUM,  October  14 
and  15,  1982,  Boys  Town  Conference 
Center,  Omaha,  Nebraska. 

SEVENTH  ANNUAL  INTERNATIONAL 
BODY  IMAGING  CONFERENCE  — 

The  Seventh  Annual  International  Body 
Imaging  Conference  will  be  held  at  the 
Sheraton  Royal  Waikoloa  Hotel  in  Kona, 
Hawaii,  October  9-17,  1982  with  formal 
conference  sessions  October  10-14,  1982.  The 
conference  offers  approximately  28  Category  I 
ACR  credits  and  will  present  to  the  participant 
a correlated  approach  to  the  principles,  indica- 
tions, uses,  interpretations  and  results  ob- 
tained with  computed  tomography,  ultra- 
sonography, nuclear  imaging,  nuclear  magnetic 
resonance  and  digital  radiography.  A one-half 
day  symposium  on  NMR  imaging  is  planned. 
Course  participation  by  practicing  imaging 
physicians,  residents,  technologists  and  cor- 
porate personnel  is  encouraged. 

Course  faculty  will  include  Roy  Filly,  M.D., 
Chief,  Section  of  Diagnostic  Ultrasound,  Uni- 
versity of  California  at  San  Francisco;  Robert 
R.  Hattery,  M.D.,  Chairman,  Department  of 
Diagnostic  Radiology,  Mayo  Clinic,  Rochester, 
MN. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Annual  Alumni  Roundup  and  Reception, 
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Monday,  October  25,  1982,  6:00  - 7:30  p.m.. 
Red  Lion  Inn,  Omaha,  Nebraska;  in  conjunc- 
tion with  Omaha  Mid-West  Clinical  Society 
meeting.  All  alumni,  spouses,  friends  and 
faculty  are  invited. 

50th  ANNUAL  POSTGRADUATE  ASSEM- 
BLY — Omaha  Mid-West  Clinical  Society, 
October  25,  26  and  27,  1982,  The  Red  Lion 
Inn,  Omaha,  Nebraska.  For  information, 
please  contact:  Miss  Lorraine  E.  Seibel, 
Executive  Secretary,  Omaha  Mid-West 
Clinical  Society,  7363  Pacific  Street, 
#2 10- A,  Omaha,  Nebraska  68114. 


“CURRENT  CONTROVERSIES  IN  BREAST 
CANCER”  is  the  topic  of  the  26th  annual 
Clinical  Conference  to  be  held  in  Houston 
at  the  Shamrock  Hilton  Hotel,  November 
3-5,  1982.  For  information:  Stephen  C. 
Stuyck,  Director,  Public  Information  and 
Education,  M.D.  Anderson  Hospital  and 
Tumor  Institute,  Houston,  Texas  77030, 
(713)  792-3030. 

EXERCISE  TESTING  AND  TRAINING  OF 
PULMONARY  DISEASE  PATIENTS: 
STATE-OF-THE-ART  — September  30 
and  October  1,  1982.  Center  for  Continuing 
Education,  University  of  Nebraska  Medical 
Center.  This  symposium  and  workshop  is 
designed  for  physicans,  nurses  and  respira- 
tory therapists  involved  in  the  diagnostic 
evaluation  and  rehabilitation  of  patients 
with  pulmonary  disease.  Day  I — Symposium, 
registration  fee  $50.00.  Day  I — Symposium 
and  Day  II  Workshop,  registration  fee 
$100.00.  To  register  or  for  further  informa- 
tion contact:  Marge  Adey,  42nd  and  Dewey, 
Omaha,  Nebraska  68105. 

PEDIATRIC  DERMATOLOGY  — Friday, 
October  1,  1982  — Center  for  Continuing 
Education,  Univ.  of  Nebr.  Medical  Center, 
42nd  and  Dewey,  Omaha,  NE  68105.  Dr. 
Alvin  Jacobs  of  Stanford  University  Medical 
Center  — Guest  Speaker.  Topics:  atopic 
dermatitis,  acne  vulgaris,  principles  of 
topical  therapy,  use  and  abuse  of  topical 
corticosteroids,  superficial  fungal  infections 
and  Napoleon's  itch  — scabies.  To  register, 
or  for  further  information  contact  Marge 
Adey. 


ADOLESCENT  GYNECOLOGY  — Saturday, 
October  2,  1982  — Center  for  Continuing 
Education,  Univ.  of  Nebr.  Medical  Center, 
42nd  & Dewey,  Omaha,  NE  68105.  Dr. 
Tomas  Silber  of  George  Washington  Univer- 
sity — Guest  Speaker.  Topics:  adolescent 
maturation,  menstrual  disorders,  sexually 
transmitted  diseases,  breast  disorders  in 
children  and  adolescents  and  training  in 
actual  pelvic  examination  will  be  available 
for  a limited  number  of  course  registrants. 
To  register,  or  for  further  information 
contact  Marge  Adey. 


OFFICE  MANAGEMENT  OF  DIABETES  — 
November  18  and  19,  1982.  Contact:  Marge 
Adey,  Center  for  Continuing  Education, 
Univ.  of  Nebr.  Medical  Center,  42nd  & 
Dewey,  Omaha,  NE  68105. 


29TH  ANNUAL  SCIENTIFIC  SESSION  OF 
THE  NEBRASKA  OBSTETRIC  AND 
GYNECOLOGICAL  SOCIETY  (NOGS)  - 
December  2-4,  1982,  MGM  Grant  Hotel, 
Las  Vegas,  Nevada. 

PERINATAL  UPDATE  — September  8, 
1982,  5:00  p.m.  - 10:00  p.m.,  Ramada  Inn, 
Kearney,  Nebraska.  For  more  information 
contact  Mary  Daake,  Director  of  Educational 
Services,  Good  Samaritan  Hospital,  Kear- 
ney, NE  68847,  (308)  236-4633. 

PEDIATRIC  CARDIAC  CATHETERIZA- 
TION, UPDATE  1982  — October  7-8, 
1982.  Center  for  Continuing  Education, 
Univ.  of  Nebr.  Medical  Center.  Contact 
Roxanne  Pankonin,  42nd  & Dewey,  Omaha, 
NE  68105. 

RISK  FACTORS  IN  HEALTH  CARE: 
NUTRITION  CONTROL  — December  1-4, 
1982,  Pacific  Beach  Hotel,  Honolulu,  Hawaii. 
Contact  Roxanne  Pankonin,  42nd  & Dewey 
Ave.,  Omaha,  NE  68105. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Interim  Meeting,  December  5-8,  1982, 

Miami  Beach,  Florida. 
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In  Memoriam 

By  medicine  life  may  be  prolong'd 
yet  death 

Will  seize  the  doctor  too. 

—Shakespeare 

Patrick  Gillespie,  M.D.  — (February  9,  1922  - 
July  24,  1982)  — Medical  specialty:  Radi- 
ology. Doctor  Gillespie,  who  practiced  in 
Beatrice,  NE,  was  a 1952  graduate  of 
Creighton  University  School  of  Medicine. 
He  was  a member  of  the  Nebraska  Radio- 
logical Society,  the  Nebraska  Medical 
Association  and  the  American  Medical 
Association.  Doctor  Gillespie  is  survived  by 
his  wife,  Donna,  and  five  children. 

Donald  W.  Jones,  M.D.  — (November  12, 
1914  - July  14,  1982)  — Medical  specialty: 
Obstetrics  and  gynecology.  A 1940  graduate 
from  Ohio  State  University  Medical  School, 
Doctor  Jones  practiced  at  the  Brewster 
Clinic  in  Holdrege  from  1947-60  then  in 
Hastings  from  1960-64.  In  1964,  he  returned 
to  the  Brewster  Clinic,  now  the  Holdrege 
Medical  Clinic,  until  1980.  He  was  a member 
of  the  Nebraska  Obstetrics  & Gynecology 
Society,  the  Nebraska  Medical  Association 
and  the  American  Medical  Association. 


Welcome  New 

Andrea  J.  Steenson,  M.D. 

506  East  Gold  Coast  Rd. 

Papillion,  NE  68128 

Peter  Diedrichson,  M.D. 

3005  - 19th 
Columbus,  NE  68601 

Lieberg  F.  Meyer,  M.D. 

201  Ridge  St.,  #206 
Council  Bluffs,  IA  51501 

Robert  C.  Penn,  M.D. 

8303  Dodge  St. 

Omaha,  NE  68114 

Duane  G.  Koenig,  M.D. 

1123  No.  10th 
Beatrice,  NE  68310 


William  F.  Novak,  M.D.  — (September  9, 
1897  - June  25,  1982)  — Medical  specialty: 
Urology.  Doctor  Novak  attended  the  Univer- 
sity of  Nebraska  College  of  Medicine  and 
graduated  in  1926.  His  internship  was 
served  at  Jacksonville,  Florida.  He  returned 
to  Howells  to  engage  in  a general  practice  of 
medicine  from  1928  until  1937.  He  then 
went  to  Orlando,  Florida  and  in  1940  moved 
to  Omaha  joining  the  teaching  staff  of 
Creighton  University  and  opening  an  office 
in  Omaha.  He  was  a member  of  the 
Nebraska  Medical  Association,  the  Ameri- 
can Medical  Association,  the  American 
College  of  Surgeons  and  the  International 
College  of  Surgeons.  Doctor  Novak  is 
survived  by  his  wife,  Emily,  his  daughter, 
Mrs.  Dorothy  Schellin  of  Blue  Hill,  NE; 
brother,  Doctor  Lumir  Novak  of  San  An- 
tonio, TX;  and  three  grandchildren,  Brad, 
Greg  and  Denise  Schellin. 


Members 

John  P.  Prusmack,  M.D. 

11339  Manderson  St. 

Omaha,  NE  68164 

David  Cathro,  M.D. 

601  N.  30th 
Omaha,  NE  68131 

Dwaine  J.  Peetz,  Jr.,  M.D. 

720  N.  87th 
Omaha,  NE  68114 

Thomas  F.  Knight,  M.D. 

650  Doctors  Bldg.,  N.  Tower 
Omaha,  NE  68131 

Charles  Taylon,  M.D. 

601  N.  30th  St. 

Omaha,  NE  68131 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Rd..  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  Executive  Director 
7377  Pacific  St.,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  St.,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
American  Red  Cross 
P.O.  Box  83267 
1701  “E”  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Ellen  Wright,  Exec.  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Fr.  James  Hoff,  S.J.,  Acting  Dean 
California  at  24th  Street,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Exec.  Director 
5017  Leavenworth  St.,  Omaha  68106 
Dairy  Council  of  Central  States,  Inc. 

Ste.  13,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 
Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
6th  Floor,  State  Capitol  Bldg.,  Lincoln  68509 
Kenneth  P.  Wall,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Bldg.,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman.  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 
3624  Leavenworth,  Omaha  68105 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
4600  Valley  Road,  Lincoln  68510 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton,  M.D.,  President 
Regional  Center,  Hastings  68901 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.I).,  Dept,  of  Neurology 
601  North  30th  Street,  Omaha  68131 
Nebraska  Academy  of  Ophthalmology 
Howard  A.  Dinsdale,  M.D.,  President 
600  North  Cotner,  Lincoln  68505 
Nebraska  Academy  of  Otolaryngology 
F.  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 

Nebraska  Association  of  Home  & Community  Health  Agencies 

Sandra  Klocke,  President 

Craft  State  Office  Bldg.,  200  S.  Silber,  North  Platte  69101 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
Division  of  Nuclear  Medicine,  UNMC 
42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D.,  Secretary-Treasurer,  N.A.P. 

8303  Dodge  Street,  Omaha  68114 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 

K.  Kon  Arrasmith,  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretary 
10840  Old  Mill  Rd.,  Ste.  5,  Omaha  68154 
Nebraska  Chapter  — American  College  of  Pediatrics 
Dale  Ebers.  M.D  , Chairman 
4701  Normal  Blvd.,  Lincoln  68506 


Nebraska  Chapter  — American  College  of  Physicians 

Bowen  E.  Taylor,  M.D..  F.A.C.P.,  Governor 
Box  81009,  Lincoln  68501 

Nebraska  Chapter  — American  College  of  Surgeons 
John  W.  Smith,  M.D.,  President 

8300  Dodge  St.,  #124,  Omaha  68114 

Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 

Shirley  Johnston,  R.D.,  President 

Mary  Lanning  Hospital,  715  N.  St.  Joseph  St.,  Hastings  68901 

Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  "0”  St.,  Suite  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Stuart  Mount,  President 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Ellen  McGovern,  President 

Methodist  Hospital,  8300  Dodge  St.,  Omaha  68114 
NEBRASKA  MASTER  pblSON  CONTROL  CENTER 

8301  Dodge  St.,  Omaha  68114 
(402)  390-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E.  Neff,  Executive  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D..  Secretary 

Embassy  Plaza.  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,- R.N.,  Secretary-Treasurer 
No.  322,  2446  Nye  Ave.,  Fremont  68025 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
T.  Bulent  Tunakan,  M.D.,  President 
8504  Cass  Street,  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
John  Miner,  R.S.,  President,  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

Roger  K.  Harned,  M.I).,  President 
Dept,  of  Radiology,  UNMC,  Omaha  68105 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
G.  L.  McLean,  M.D.,  President 
2300  South  16th  St.,  Lincoln  68502 
Nebraska  Society  of  Internal  Medicine 
Monte  M.  Scott.  President 
120  Wedgewood  Dr..  Ste.  A,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
Ken  Draper,  RRT,  President 

Southeast  Community  College,  8800  “0"  Street,  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D  , Director  of  Health 
P.O  Box  95007,  301  Centennial  Mall  South.  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  North  87th  St.,  Omaha  68114 
Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 
Chris  Graff,  LPN 
5608  S.  38th  St.,  Lincoln  68516 
Nebraska  Urological  Association 

Charles  F.  Damico,  M.D.,  President 
604  W.  6th,  Hastings  68901 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #210-A.  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Carole  Boles,  Executive  Director 
4600  Valley  Road,  Suite  D.  Lincoln  68510 
University  of  Nebraska  Medical  Center 

James  V.  Griesen,  Ph  D.,  Interim  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 
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1st  ANNUAL  FALL  SEMINAR 
featuring  PRIMARY  CARE  ISSUES 
IN  OBSTETRICS  AND  GYNECOLOGY 

OCTOBER  29-30,  1982  VFW  Hall,  Winner,  SD 

GUEST  FACULTY:  Stanley  Gall,  M.D.,  Duke  University,  Durham,  NC 

USD  SCHOOL  OF  MEDICINE  FACULTY:  Samir  Abu-Ghazaleh,  M.D.,  Howard  T.  Gilmore,  M.D., 

Virginia  Johnson, M.D.,  Loren  Petersen,  M.D. 

TOPICS:  Ovarian  Cancer 

Preeclampsia:  Subtle  Signs  for  Early  Diagnosis  & Management 

Approaches  to  Infection  & Infectious  Diseases  in  Ob-Gyn 

Health  Care  Problems  for  Native  Americans  Residing  on  the  Reservation 

Medical  Care  and  the  Native  American  Culture 

Current  Management  of  Carcinoma  of  the  Endometrium 

Rubella  Testing  and  Vaccination  Programs 

Immunology  and  Immunological  Aspects  of  Pregnancy,  Infertility  and  Cancer 
Perinatal  Genetics  for  the  Obstetrician  and  the  Family  Physician 
SEMINAR  SCHEDULE:  7:30-11:00  A.M.  each  day  Each  afternoon,  guided  pheasant  hunt 
REGISTRATION  FEE:  $1 00/person 

APPROVAL:  This  program  has  been  reviewed  and  is  accepted  for  8 prescribed  hours  by  the 
American  Academy  of  Family  Physicians  and  Category  I credit  of  the  PRA/AMA. 
FOR  FURTHER  INFORMATION  CONTACT:  USD  School  of  Medicine,  Department  of  Ob-Gyn, 

1017  West  5th  Street,  Yankton,  SD  57078 
(605)  665-4731 
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Physicians'  Classified— 

Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  S10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal.  1512 
First  National  Bank  Building.  Lincoln.  Nebraska  68508 

PRACTICE  OPPORTUNITIES  — Health  Re- 
sources has  long-term  career  opportunities  and 
short-term  locum  tenems  positions  available. 
Please  send  CV  in  confidence  to:  Ron  Ham- 
merle,  Health  Resources,  Ltd.,  River  Road  Pro- 
fessional Bldg.,  Box  14188,  Kansas  City,  MO 
64152-0688.  (816)  587-0920. 

FOR  SALE:  Long  established  Omaha  pediatric 
practice.  Price  and  terms  negotiable.  Some  equip- 
ment available.  Owner  changing  career.  Reply  to 
P.O.  Box  34446,  Omaha,  NE  68134. 

45-YEAR-OLD  BOARD  CERTIFIED,  FACS, 
UNIVERSITY  TRAINED  GENERAL  SURGEON 
considering  re-location,  due  to  breakup  of  present 
group.  Prefer  location  within  200-mile  radius  of 
Omaha-Lincoln  area.  Contact  Robert  J.  Martin, 
M.D.,  213  North  2nd,  Cherokee,  IA  51012.  Phone: 
(712)  225-5121  or  (Home)  (712)  225-3547. 
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Bactrim 

[trimethoprim  and  sulfamethoxazole/Roche) 

succeeds 


Expanding 
> usefulness  i 
antimicrobial 
therapy 


Bactrim  is  useful  for 
the  following  infec- 

Insusceptible6  its  usefulness  in 

strains  of  indi- 
cated organisms 
(see  indications  section 
in  summary  of  product 
information): 


in  recurrent 
UTI. . . 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens. . .with 
bid.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume  on  b i d 
dosage 


BACTRIM'"  (trimethoprim  and  sulfamethoxazole/Roche) 

Before  prescribing,  please  consult  complete  product  Information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  Infections  due  to  suscep- 
tible strains  of  the  following  organisms:  Escherichia  coll,  Klebsiella-Enterobacter, 
Proteus  mlrabilis,  Proteus  vulgaris,  Proteus  morganil.  It  is  recommended  that  initial 
episodes  of  uncomplicated  urinary  tract  Infections  be  treated  with  a single  effec- 
tive antibacterial  agent  rather  than  the  combination.  Note  The  increasing  frequency 
of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in  these  uri- 
nary tract  infections. 

For  acute  otitis  media  In  children  due  to  susceptible  strains  of  Haemophilus  Influ- 
enzae or  Streptococcus  pneumoniae  when  In  physician's  judgment  It  offers  an 
advantage  over  other  antimicrobials.  To  date,  there  are  limited  data  on  the  safety  of 
repeated  use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  is  not  indi- 
cated for  prophylactic  or  prolonged  administration  In  otitis  media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  In  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician’s  judg- 
ment it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexneri  and  Shigella  sonnel 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carinil  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides;  patients  with  doc- 
umented megaloblastic  anemia  due  to  folate  deficiency;  pregnancy  at  term;  nursing 
mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernicterus; 
infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic  streptococ 
cal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated  with 
Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  with 
sulfonamides.  Experience  with^rimethoprim  is  much  more  limited  but  occasional  inter- 
ference with  hematopoiesis  has  been  reported  as  well  as  an  increased  incidence  of 
thrombopema  with  purpura  in  elderly  patients  on  certain  diuretics,  primarily  thiazides. 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of  serious  blood  disor- 
ders Frequent  CBC's  are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted 

Precautions:  General  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma  In  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur. 
During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with 

careful  microscopic  examination,  and  renal  function  tests, 
particularly  where  there  is  impaired  renal  function. 

Bactrim  may  prolong  prothrombin  time  in  those  receiving 
warfarin;  reassess  coagulation  time  when  administering 
Bactrim  to  these  patients. 

Pregnancy:  Teratogenic  Effects  Pregnancy  Category  C. 
Because  trimethoprim  and  sulfamethoxazole  may  interfere 
with  folic  acid  metabolism,  use  during  pregnancy  only  if 
potential  benefits  justify  the  potential  risk  to  the  fetus. 
Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim  Blood  dyscrasias  Agranulocytosis,  aplastic  ane- 
mia. megaloblastic  anemia,  thrombopema,  leukopenia, 
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C R.  Williams,  Syracuse Paul  R.  Madison,  Nebraska  City 

Bryce  Shopp,  Imperial Clifford  Colglazier,  Grant 

Warren  R.  Miller,  Columbus Ronald  Klutman,  Columbus 

Walter  E.  Gardner,  Crete Walter  E.  Gardner.  Crete 

Richard  Tempero,  Papillion William  R.  Marsh,  Papillion 

John  E.  Hansen.  Jr.,  Wahoo Robert  E.  Morris,  Wahoo 

Robert  Calkins.  Scottsbluff David  Iijies,  Gering 

Robert  Jacobs,  Seward William  Bailey,  Seward 

Carrol  Verhage.  Geneva  Chas.  F.  Ashby,  Geneva 


Elizabeth  D.  Edwards,  McCook . . . . David  A.  Allerheiligen,  McCook 

Richard  Gentry,  Blair Hans  Rath,  Omaha 

James  D.  Bell,  York B.  N.  Greenberg,  York 
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Everyone’s  talking 
about  helping  patients 
understand  their 
prescription  medication. . . 


ROCHE 

ME 

MEDICATION 

EDUCATION 


with  your  help, 

Roche  has  been  doing 
something  about  it 

WHAT  IF 

Roche  Laboratories  followed  up  the  production  and  free 
distribution  of  24  million  copies  of  the  Medication  Education 
WHAT  IF  Book  to  patients  via  physicians,  pharmacists  and 
other  health  care  professionals  with  a new  series  of  booklets 
on  important  classes  of  medicines.  The  new  booklets  can 
be  used  with  your  patients  to  supplement  your  directions  on 

HOWTO 

• Use  these  classes  of  medicines  appropriately 

• Ensure  maximum  benefits  from  their  proper  use 

• Avoid  risks  that  can  follow  their  misuse 


Check  below  for  free  supply  of  booklets  desired;  complete  coupon 
and  mail  to  Professional  Services  Department,  Roche  Laboratories, 
Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 


on 
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Medication 
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THE 

HOW 

TO 

BOOK 
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Sleep 
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on 

Antibacterial 
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Diuretic 
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Roche  Laboratories 

Division  of  Hoffmann-LaRoche  Inc. 

Nutley,  New  Jersey  07110 


NAME 


STREET  ADDRESS 


Medicines  that  matter  from  people  who  care  CITY 


STATE 


ZIP 


PRINTED  IN  U S.  A 


REPRINTS 

OF  YOUR 

Technical  Articles 

Are  a direct  presentation  of  research 
and  a valuable  supplement 
to  any  doctor’s  library. 

★ 

It  costs  very  little 
to  run  reprints  — 
write  us  for  prices 

Norfolk  Printing  Co.,  Inc. 

118  North  Fifth 
NORFOLK,  NEBRASKA  68701 
Letterheads  - Statements 
Envelopes  - Office  Forms 
Quality  Printing  at  the  Right  Price 


WashingtoN otes 

Major  revisions  in  Medicare  and  Medicaid 
and  important  changes  in  pension  plan  pro- 
visions are  building  momentum  toward  final 
congressional  passage. 

Senate  approval  of  a package  bill  carrying 
out  sweeping  program  changes  and  raising 
some  $100  billion  in  taxes  over  three  years  put 
immediate  pressure  on  the  House  to  follow 
suit.  The  Senate  vote  was  along  party  lines,  50 
to  47,  on  a measure  adopted  by  the  Senate 
Finance  Committee. 

The  Senate  bill  incorporated  both  reduced 
spending  and  tax  hikes  as  a follow-through  to 
the  budget  resolution  approved  earlier  by 
Congress  mandating  such  actions. 

The  House,  compelled  to  approve  a bill 
similar  to  the  Senate’s  in  order  to  comply  with 
the  budget  mandate,  is  an  election-year 
gamble  has  agreed  to  go  directly  to  conference 
on  the  Senate’s  bill  to  increase  taxes  by  $98.5 
billion  over  three  years  and  impose  major  new 
cuts  in  Medicaid  and  Medicare. 


The  House  Energy  and  Commerce  Commit- 
tee approved  a bipartisan  plan  for  cutting  $2.1 
billion  over  three  years  from  Medicaid  and 
from  federal  reimbursement  to  doctors  under 
Medicare. 

The  savings  fell  about  $160  million  short  of 
the  budget  instructions,  but  attempts  to  make 
deeper  cuts  were  defeated  easily. 

“At  least  we  controlled  the  damage,”  said 
Health  Subcommittee  Chairman  Henry  A. 
Waxman  (D-CA). 

Together  with  Medicare  cuts  approved 
earlier  by  the  Ways  and  Means  Committee,  the 
proposed  House  cuts  in  the  two  programs  over 
three  years  include  $700  million  from  Medi- 
caid and  $12.9  billion  from  Medicare. 

The  Senate  bill  provides  many  reimburse- 
ment restrictions  on  Medicare  and  Medicaid, 
with  hospitals  hit  the  hardest.  The  tax  side 
includes  provisions  making  it  tougher  to  claim 
medical  expenses  as  deductions  and  limita- 
tions on  pension  plan  contributions  aimed  at 
discouraging  professionals  such  as  physicians 
from  incorporating. 

Following  are  the  principal  provisions  of  the 
Senate  bill  dealing  with  health  or  health- 
related  matters: 

TAXES 

* Deductions  — Federal  income  tax  deduc- 
tions for  medical  expenses  would  be  limited 
to  expenses  of  more  than  seven  percent  of 
adjusted  gross  income,  compared  with  the 
current  three  percent.  The  present  provision 
for  deduction  of  50  percent  of  up  to  $150  for 
costs  of  medical  insurance  would  be  limited 
to  half  of  $100. 

* Pensions  — One  of  the  most  controversial 
of  the  tax  features,  this  provision  drops  the 
maximum  limits  on  contributions  to  corporate 
defined-contribution  and  defined-benefit 
pension  plans,  to  $30,000  a year  and 
$90,000  a year,  respectively.  At  the  same 
time,  tax  deferred  contribution  limits  for 
Keogh  plans  for  the  self-employed  would  be 
liberalized,  doubling  to  $30,000  a year  after 
a phase-in  period. 

* Federal  Employees  — For  the  first  time, 

(Continued  from  page  10 A) 
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MADONNA  REHABILITATION  HOSPITAL 

Lincoln,  Nebraska 


A hospital-licensed  and 
CARF-accredited  physical 
medicine  and  rehabilitation 
facility  using  a multidisci- 
plinary approach  for  patients 
suffering  from  severe  dis- 
abilities caused  by: 

STROKE 
BRAIN  TRAUMA 
ARTHRITIS 

MULTIPLE  ORTHOPEDIC  PROBLEMS 


Complete  departments:  Medicine— neurologist  is  medical  director;  Rehabilitation— full  time  coordinator;  Physical 
Therapy— 19  staff;  Psychology— 2 full  time;  Rehabilitative  Nursing,  Dietary— licensed  dietitian;  Speech  Pathology 
and  Audiology— 7 staff;  Occupational  Therapy— staff  of  9;Social  Services— staff  of  4;  Pastoral  Care,  Therapeutic 
Recreation— staff  of  4;  Patient  and  Family  Education  Clinical  Pharmacy— staff  of  3. 


MADONNA  PROFESSIONAL  CARE  CENTER 

2200  South  52nd  Street  • Lincoln,  Nebraska  68506  • 402/489-7102 


WashingtoNotes 


(Continued  from  page  9A) 

federal  workers  would  be  brought  under  the 
Medicare  program  (but  not  regular  Social 
Security)  and  be  required  to  pay  the  hospital 
tax,  netting  the  government  $2.3  billion  in 
added  revenues  over  the  next  three  fiscal 
years. 

SPENDING 

More  than  $4  billion  a year  would  be  saved 
by  the  government  for  Medicare  and  Medicaid 
under  a series  of  provisions  that  included 
many  sought  earlier  in  the  year  by  the  Reagan 
Administration.  Most  of  the  cuts  in  projected 
outlays  affect  the  Medicare  program,  especial- 
ly hospitals  and  physicians. 

The  Medicare  spending  provisions  include: 

* Physician  Reimbursement  — Freezes  reim- 
bursement for  1983  and  allows  only  a 5 
percent  increase  for  1984. 

* Hospital-Based  — Only  hospital  costs  al- 


located to  physicians’  services  to  the  hospital 
would  be  allowable  in  determining  the 
hosital’s  cost  reimbursement  and  these  costs 
would  be  subject  to  limits. 

* Surgery  — Prohibits  reimbursement  for 
assistants  at  surgery  in  hospitals  where  a 
training  program  exists  in  surgery  except 
under  “exceptional  medical  circumstances." 

* Radiology-Pathology  — Reduces  reimburse- 
ment for  inpatient  services  to  80  percent 
from  the  present  100  percent  of  reasonable 
charges. 

* Peer  Review  — The  Health  and  Human 
Services  Department  would  be  required  to 
contract  for  utilization  and  quality  control 
peer  review. 

* Hospital  Reimbursement  — Limits  increases 
generally  to  10  percent  annually. 

* Ancillary  — Lab  services,  X-rays  and  other 
ancillary  costs  would  be  brought  under  the 

(Continued  on  page  15 A) 
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■ From  Burroughs  Wellcome  Co.  - the 
discoverer  and  developer  of  allopurinol 


■ Patient  starter/conversion  kits  available 
for  easy  titration  of  initial  dosage 

■ Patient  compliance  pamphlets  available 

■ Continuing  medical  education  materials 
available  for  physicians 


Prescribe  for  your  patients  as  you  would  for  yourself. 

Write  “D.A.  W„  ” “No  Sub,  ” or  “Medically  Necessary,  ” 
as  your  state  requires,  to  make  sure 
your  patient  receives  the  original  allopurinol 

/ Burroughs  Wellcome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


ONE  OF  THE 
VITAL  SIGNS 
OF  ANXIOUS 
DEPRESSION: 

INSOMNIA 

Others  to  look  for: 

agitation 
anorexia 
feelings  of  guilt 
and  worthlessness 
fatigue 
palpitations 
headache 
vague  aches 
and  pains 
sadness 
psychic  and 
somatic  anxiety 


Artist's  conception, 

looking  out  from  the  human  eye 

os  conceived  in  o schematic  model 


LIMBITROL  GIVEN 
H.S.:ONEOFTHE 
VITAL  SPECIFICS 
OF  TREATMENT 

Limbitrol  brings  a special — and  specific — quality  of 
relief  to  most  anxious  depressed  patients.  Insomnia, 
for  example,  responds  with  particular  promptness. 

Other  symptoms  likely  to  respond  within  the  first  week 
of  treatment  include  anorexia,  agitation  and  psychic 
and  somatic  anxiety.  And,  as  the  depression  and 
anxiety  are  alleviated,  in  many  cases  so  are  such 
related  somatic  symptoms  as  headache,  palpitations, 
and  various  vague  aches  and  pains. 

Limbitrol  given  once  daily  h.s. 
may  be  the  best  approach 

Many  patients  respond  readily  to  a single  bedtime 
dose  of  Limbitrol,  a convenient  schedule  that  may 
enhance  compliance  and  helps  relieve  the  insomnia 
associated  with  anxious  depression.  Limbitrol  also 
offers  a choice  of  other  regimens:  t.i.d.,  or  a divided 
dose  with  the  larger  portion  h.s.  In  all  cases,  caution 
patients  about  the  combined  effects  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring 
complete  mental  alertness,  such  as  driving  or  oper- 
ating machinery. 

in  moderate  depression  and  anxiety 

Limbitrole 

Tablets  5-1 2. 5 each  containing  5 mg  chlordiazepoxide  and  1 2 5 mg  amitriptyline 
(as  the  hydrochloride  salt) 

tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


Specific  therapy  with  h.s.  dosage  convenience 


Please  see  summary  of  complete  product  information  on  following  page. 


LIM BITROL 0 TABLETS  Tranquilizer — Antidepressant 

Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Relief  of  moderate  to  severe  depression  associated  with  moderate 
to  severe  anxiety 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic 
antidepressants  Do  not  use  with  monoamine  oxidase  (MAO)  inhibitors  or 
within  14  days  following  discontinuation  of  MAO  inhibitors  since  hyperpyretic 
crises  severe  convulsions  and  deaths  have  occurred  with  concomitant  use. 
then  initiate  cautiously,  gradually  increasing  dosage  until  optimal  response  is 
achieved  Contraindicated  durinq  acute  recovery  phase  tollowinq  myocardial 
infarction 

Warnings:  Use  with  greot  core  in  patients  with  history  of  urinary  retention  or 
angle-closure  glaucoma  Severe  constipation  may  occur  in  patients  taking 
tricyclic  antidepressants  and  anticholinergic-type  drugs  Closely  supervise 
cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  ontidepressants,  especially  high 
doses  Myocardial  infarction  and  stroke  reported  with  use  of  this  class  of 
drugs.)  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  olertness  (e  g , operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first 
trimester  should  dlmost  always  be  avoided  because  of  increased 
risk  of  congenital  malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 
Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been 
reported  rarely,  use  caution  in  administering  Limbitrol  to  addiction-prone 
individuals  or  those  who  might  increase  dosage,  withdrawal  symptoms 
following  discontinuation  of  either  component  alone  have  been  reported 
(nausea,  headache  and  malaise  for  amitriptyline;  symptoms  [including 
convulsions]  similar  to  those  of  barbiturate  withdrawal  for  chlordiazepoxide) 
Precautions:  Use  with  caution  in  potients  with  a history  of  seizures,  in 
hyperthyroid  patients  or  those  on  thyroid  medication,  and  in  patients  with 
impaired  renal  or  hepatic  function.  Because  of  the  possibility  of  suicide  in 
depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these 
patients.  Periodic  liver  function  tests  and  blood  counts  are  recommended 
during  prolonged  treatment.  Amitriptyline  component  may  block  action  of 
guonethidine  or  similar  antihypertensives.  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated:  sedative  effects  may  be  additive 
Discontinue  several  days  before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precautions  about  pregnancy. 
Limbitrol  should  not  be  taken  during  the  nursing  period  Not  recommended 
in  children  under  12  In  the  elderly  ond  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  those  associated  with  either 
component  alone:  drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating.  Less  frequently  occurring  reactions  include  vivid 
dreams,  impotence,  tremor,  confusion  and  nasal  congestion.  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy 
have  been  reported  as  side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunction  have  been  observed 
rarely 

The  following  list  includes  adverse  reactions  not  repoded  with  Limbitrol  but 
requiring  consideration  because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs: 

Cardiovascular  Hypotension,  hypertension,  tachycordia,  palpitations,  myo- 
cardial infarction,  arrhythmias,  heart  block,  stroke 
Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  halluci- 
nations, hypomama  ond  increased  or  decreased  libido. 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the 
extremities,  extrapyramidal  symptoms,  syncope,  changes  in  EEG  patterns 
Anticholinergic:  Disturbance  of  accommodation,  paralytic  ileus,  urinary 
retention,  dilatation  of  urinary  tract 

Allergic:  Skin  rash,  urticaria,  photosensitization,  edema  of  face  and  tongue, 
pruritus. 

Hematologic:  Bone  marrow  depression  including  agranulocytosis, 
eosinophilic,  purpura,  thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis, 
peculiar  taste,  diarrhea,  black  tongue 

Endocrine  Testicular  swelling  ond  gynecomastia  in  the  male,  breast 
enlargement,  galactorrhea  and  minor  menstrual  irregularities  in  the  female 
and  elevotion  and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased  perspiration,  urinary 
frequency,  mydriasis,  jaundice,  alopecia  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  suspected  of  having  taken  an 
overdose  Treatment  is  symptomatic  and  supportive.  IV  administration  of  1 to 
3 mg  physostigmine  salicylate  has  been  reported  to  reverse  the  symptoms  of 
amitriptyline  poisoning  See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  individualize  according  to  symptom  severity  and  patient  response 
Reduce  to  smallest  effective  dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  ot  bedtime  Single  h s dose  may 
suffice  for  some  patients  Lower  dosages  ore  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses, 
increased  to  six  tablets  or  decreased  to  two  tablets  daily  as  required 
Limbitrol  5-12  5,  initial  dosage  of  three  to  four  tablets  daily  in  divided  doses,  for 
patients  who  do  not  tolerate  higher  doses. 

How  Supplied:  White,  film-coated  tablets,  each  containing  10  mg  chlor- 
diazepoxide and  25  mg  amitriptyline  (as  the  hydrochloride  solt)  and  blue, 
film-coated  tablets,  each  containing  5 mg  chlordiazepoxide  and  12  5 mg 
amitriptyline  (as  the  hydrochloride  salt) — bottles  of  100  and  500,  Tel-E-Dose' 
packages  of  100,  available  in  trays  of  4 reverse-numbered  boxes  of  25, 
and  in  boxes  containing  10  strips  of  10,  Prescription  Paks  of  50 


WHY YOU 
SHOULD 
MAKE  A 
CORPORATE 
CONTRIBU- 
TION TO 
THE  AD 
COUNCIL 

The  Advertising  Council  is  the  biggest 
advertiser  in  the  world.  Last  year,  with 
the  cooperation  of  all  media,  the  Coun- 
cil placed  almost  six  hundred  million 
dollars  of  public  service  advertising. 
Yet  its  total  operating  expense  budget 
was  only  $1,147,000  which  makes  its 
advertising  programs  one  of  America’s 
greatest  bargains ...  for  every  $1  cash 
outlay  the  Council  is  generating  over 
$600  of  advertising. 

U.S.  business  and  associated  groups 
contributed  the  dollars  the  Ad  Council 
needs  to  create  and  manage  this 
remarkable  program.  Advertisers,  ad- 
vertising agencies,  and  the  media 
contributed  the  space  and  time. 

Your  company  can  play  a role.  If  you 
believe  in  supporting  public  service 
efforts  to  help  meet  the  challenges 
which  face  our  nation  today,  then  your 
company  can  do  as  many  hundreds  of 
others— large  and  small— have  done. 
You  can  make  a tax-deductible  con- 
tribution to  the  Advertising  Council. 

At  the  very  least  you  can,  quite  easily, 
find  out  more  about  how  the  Council 
works  and  what  it  does.  Simply  write  to: 
Robert  P.  Keim,  President,  The  Adver- 
tising Council,  Inc.,  825  Third  Avenue, 
New  York,  New  York  10022. 


A Public  Service  of  This  Magazine 
& The  Advertising  Council 

The  cost  of  preparation  of  this  advertisement 
was  paid  for  by  the  American  Business  Press, 
the  association  of  specialized  business  publi- 
cations. This  space  was  donated  by  this 
magazine. 


ROCHE  PRODUCTS  INC 
Monati,  Puerto  Rico  00701 


Improve  Cash  Flow 

and  control  paperwork  with 


Now  you  can  organize  your  medical  practice  for  greater  efficiency 
and  productivity.  Using  the  IBM  Data  master,  MPAS  can  lighten 
the  workload  for  clerical  personnel,  while  organizing  all  the 

functions  of  the  office. 

Benefits  of  the  Medical  Practice  Accounting  System: 

O Improved  patient  service 
O Stores  31  consecutive  visits  plus  patient’s  history 
O Accepts  and  posts  from  other  systems 
O Ends  need  for  duplicate  records 
O Periodic  analysis  to  increase  profits  and  production 
. O Easy  installation  and  in-office  training 

\ O Option  to  buy  or  lease 

\ Call  today  for  a free  Medical  Practice  Accounting 

'X  System  brochure  (402)  474-1040  or  write 

Miller  & Moore,  P.C.,  Suite  600,  The  Atrium,  Lincoln,  NE  68508. 


MEDICAL 

PRACTICE 

ACCOUNTING 

SYSTEM 


Washington otes 

(Continued  from  page  10 A) 

Section  223  limits  that  restrict  increases  to 
no  more  than  108  percent  of  the  costs  for 
these  services  incurred  by  other  hospitals  of 
the  same  type. 

At  about  the  same  time  as  the  tax  spending 
bill  came  before  the  Senate,  the  House  Ways 
and  Means  Committee  approved  in  a rare 
closed-door  session  a budget  measure  dealing 
only  with  Medicare.  Many  of  the  provisions 
were  identical  or  similar  to  those  of  the  Senate 
bill,  but  there  were  several  important  dif- 
ferences. The  Ways  and  Means  bill  set 
spending  targets  or  caps  for  hospitals  in 
various  groupings,  a plan  endorsed  by  the 
American  Hospital  Association  and  the  Fed- 
eration of  American  Hospitals. 

The  Senate  bill  and  the  Ways  and  Means 
measure  endorse  the  concept  of  prospective 
reimbursement  for  hospitals,  but  offer  no 
specific  plans  for  carrying  out  the  idea,  which 

(Continued  on  page  296) 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  YV.  McClure.  Exec.  Vice  President 
8502  West  Center  Rd.,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk.  Executive  Director 
7377  Pacific  St..  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  St.,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
American  Red  Cross 
P.O.  Box  83267 
1701  “E”  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Ellen  Wright,  Exec.  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Fr.  James  Hoff,  S.J.,  Acting  Dean 
California  at  24th  Street,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Exec.  Director 
5017  Leavenworth  St.,  Omaha  68106 
Dairy  Council  of  Central  States,  Inc. 

Ste.  13,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
6th  Floor,  State  Capitol  Bldg.,  Lincoln  68509 
Kenneth  P.  Wall.  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Bldg.,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 
3624  Leavenworth,  Omaha  68105 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
4600  Valley  Road,  Lincoln  68510 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton,  M.D.,  President 
Regional  Center,  Hastings  68901 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D.,  Dept,  of  Neurology 
601  North  30th  Street,  Omaha  68131 
Nebraska  Academy  of  Ophthalmology 
Howard  A.  Dinsdale,  M.D.,  President 
600  North  Cotner,  Lincoln  68505 
Nebraska  Academy  of  Otolaryngology 
F.  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 

Nebraska  Association  of  Home  & Community  Health  Agencies 

Sandra  Klocke,  President 

Craft  State  Office  Bldg.,  200  S.  Silber,  North  Platte  69101 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
Division  of  Nuclear  Medicine,  UNMC 
42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D.,  Secretary-Treasurer.  N.A.P. 

8303  Dodge  Street,  Omaha  68114 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 

K Kon  Arrasmith,  M.D.,  Secretary-Treasurer 
Mrs  Phyllis  G Hansen,  Executive  Secretary 
10840  Old  Mill  Rd..  Ste.  5,  Omaha  68154 
Nebraska  Chapter  - American  College  of  Pediatrics 
Dale  Ebers,  M.D.,  Chairman 
4701  Normal  Blvd.,  Lincoln  68506 


Nebraska  Chapter  — American  College  of  Physicians 

Bowen  E Taylor,  M.D.,  F.A.C.P.,  Governor 
Box  81009,  Lincoln  68501 

Nebraska  Chapter  — American  College  of  Surgeons 

John  W.  Smith,  M.D.,  President 

8300  Dodge  St.,  #124,  Omaha  68114 
Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 

John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 

Shirley  Johnston,  R.D.,  President 

Mary  Lanning  Hospital,  715  N.  St.  Joseph  St.,  Hastings  68901 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “O"  St.,  Suite  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Stuart  Mount,  President 
Box  94833,  1335  "L"  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Ellen  McGovern,  President 

Methodist  Hospital,  8300  Dodge  St.,  Omaha  68114 
NEBRASKA  MASTER  POISON  CONTROL  CENTER 

8301  Dodge  St.,  Omaha  68114 
(402)  390-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E.  Neff,  Executive  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza.  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
No.  322,  2446  Nye  Ave.,  Fremont  68025 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
T Bulent  Tunakan,  M.D.,  President 
8504  Cass  Street,  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D.,  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
John  Miner,  R.S.,  President,  N.P.H.A. 

P.O  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

Roger  K.  Harned,  M.D.,  President 
Dept,  of  Radiology,  UNMC,  Omaha  68105 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
G.  L.  McLean,  M.D.,  President 
2300  South  16th  St.,  Lincoln  68502 
Nebraska  Society  of  Internal  Medicine 
Monte  M.  Scott,  President 
120  Wedgewood  Dr.,  Ste.  A,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
Ken  Draper,  RRT,  President 

Southeast  Community  College,  8800  “O’’  Street,  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  North  87th  St.,  Omaha  68114 
Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 
Chris  Graff,  LPN 
5608  S.  38th  St.,  Lincoln  68516 
Nebraska  Urological  Association 

Charles  F.  Damico,  M.D.,  President 
604  W.  6th,  Hastings  68901 
Nebraska  Veterinary'  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St..  #210-A.  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Carole  Boles,  Executive  Director 
4600  Valley  Road,  Suite  D,  Lincoln  68510 
University  of  Nebraska  Medical  Center 

James  V.  Griesen,  Ph  D.,  Interim  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 
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In  the  treatment  of  insomnia 

Good  mornings 
start  with  restful  nights. 


Dalmane  (flurazepam  HCl/Roche) 

patients  fall  asleep  faster, 
sleep  longer  and  seldom  awaken 
with  morning  hangover. 

Feeling  well  rested  in  the  morning  usually  means 
having  slept  well  the  night  before.  And  for  insomniac 
patients  receiving  hypnotic  therapy,  a good  morning  also 
means  awakening  with  few  side  effects  from  their  medica- 
tion. Many  physicians  choose  Dalmane  for  their  patients 
who  suffer  from  insomnia  for  this  very  reason. 

Aside  from  enabling  patients  to  fall  asleep  more 
quickly  and  sleep  longer,  Dalmane  seldom  causes  morning 
hangover.  Most  Dalmane  patients  feel  alert  and  refreshed 
when  they  awaken.  In  53  paired-night  clinical  studies 
comparing  Dalmane  and  placebo  in  2010  insomniac 
patients  with  a variety  of  secondary  diagnoses,  most 
Dalmane  patients  awakened  more  alert  and  refreshed,  and 
less  groggy  and  drowsy,  than  on  nights  when  they  had 
taken  only  placebo.1  In  a double-blind  crossover  study  of 


42  patients  in  private  practice,  approximately  three  times 
as  many  patients  reported  feeling  refreshed  and  alert  upor 
awakening  after  a night  on  Dalmane  (flurazepam/Roche) 
compared  to  placebo  nights.2  This  difference  was  highly 
significant  (p<0.001).  And  a retrospective  study  of  254 
hospitalized  patients  who  received  Dalmane  revealed  onh 
a 3.1%  incidence  of  side  effects.3 

While  residual  effects  from  Dalmane  therapy  are 
infrequent,  patients  should  be  cautioned  about  drinking 
alcohol,  driving  or  operating  hazardous  machinery  after 
ingesting  the  drug. 

Efficacy  and  safety  in  a broad 
range  of  patient  types. 

Over  2000  clinical  trials  involving  more  than 
10,000  patients  have  shown  that  Dalmane  patients  fall 
asleep  sooner,  sleep  longer  and  experience  fewer  nocturne 
awakenings.4  The  safety  and  efficacy  of  Dalmane  have 
been  demonstrated  in  medical  and  surgical  hospitalized 
patients,  in  patients  seen  in  office  practice  and  in  elderly 
patients.5  8 Since  the  risk  of  oversedation,  dizziness,  confu 
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sion  and/or  ataxia  increases  with  larger  doses  in  the  elder- 
ly it  is  recommended  that  the  dosage  be  limited  to  15  mg. 

Moreover,  the  efficacy  and  safety  of  Dalmane  for  the 
I treatment  of  insomnia  have  been  demonstrated  in  thou- 
# sands  of  patients  with  a variety  of  primary  medical  condi- 
tions, including  cardiovascular,  neuropsychiatric,  endocrine- 
i metabolic,  gastrointestinal,  genitourinary,  respiratory  and 
■ musculoskeletal  disorders.1  Dalmane  (flurazepam  HCI/Roche) 
j is  contraindicated  in  pregnancy  and  in  patients  hypersensi- 
tive to  the  drug. 

Avoids  rebound  insomnia 
upon  discontinuation. 

Rebound  insomnia— a worsening  of  sleep  beyond 
pretherapy  levels  after  drug  discontinuation— has  been 
reported  as  a potential  clinical  problem  with  some  hypnot- 
: ics.910  However,  this  problem  has  not  been  reported  with 
! Dalmane.  In  eight  out  of  eight  sleep  laboratory  studies, 
j there  were  no  reports  of  rebound  insomnia."  When  you 
1 prescribe  Dalmane,  you  can  be  confident  of  efficacy  that 
enhances  therapeutic  progress.  Your  insomniac  patients  can 
be  assured  of  a restful  night,  night  after  night-a  good  start 
for  a good  morning. 


References:  1.  Data  on  file.  Hoflmann- 
La  Roche  Inc..  Nutley,  N).  2.  Zimmer- 
man AM:  Curr  Ther  Res  13  18-22,  )an 
1971  3.  Greenblalt  D|.  Allen  MD, 

Shader  RJ:  Clin  Pharmacol  Ther 
21: 355-361,  Mar  1977  4.  Data  on 
file,  Hoffmann-La  Roche  Inc.,  Nutley, 

N|.  5.  Meyer  [A.  Kurland  KZ:  Milil  Med 
755:471-474.  Aus  1973.  6.  Feffer  HL. 
Gibbons  B:  Med  Tunes  707  (8)130- 
135,  Aug  1973.  7.  Jacobson  A el  al: 
Psychophysiology  7:345,  Sep  1970. 

8.  Frost  JD  Jr.  DeLucchi  MR:  / Am  Gerialr 
Soc  27:541-546,  Dec  1979.  9.  Kales 
A,  Scharf  MB,  Kales  JD:  Science 
207:1039-1041.  Sep  1978.  10.  Kales 
A el  al:  IAMA  241  : 1692-1695,  Apr 
1979  11.  Monti  (M:  Methods  Find  Exp 
Clin  Pharmacol  3(5):303-326,  1981. 


For  efficacy  from  the  beginning 
to  the  end  of  therapy 


15 -mg/30 -mg  capsules 
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Dalmane 

flurazepam  HCl/Roche 

l5-mg/30 rng  capsules 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recurring  insomnia  or  poor  sleeping  habits; 
in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown 
effectiveness  for  at  least  28  consecutive  nights  of 
administration.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should 
only  be  undertaken  with  appropriate  patient  evaluation. 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HCI;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  during  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malforma- 
tions associated  with  benzodiazepine  use  dunng  the  first 
trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  prior  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  prior  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g. , operating  machinery,  driv- 
ing). Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  1 5 years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for 
a prolonged  period  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia.  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness. staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported.  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  GI 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity, weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva-  / 
tion.  anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  eg.,  excite- 
ment. stimulation  and  hyperactiVity. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults : 30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  1 5 mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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Her  name  is  Dana.  And, 
she  was  born  with  impaired 
hearing.  But  this  year,  thanks 
to  the  therapy  she  will  receive 
at  her  local  hearing  and  speech 
center,  she’ll  be  able  to  clearly 
hear  the  world  around  her  for 
the  first  time. 

If  you’re  from  her  home- 
town, your  gift  to  your  local 
United  Way  went  to  help  make 
this  possible.  And,  it  was  also 
used  to  help  thousands  of  oth- 
ers in  your  community  who 
need  help. 

That’s  the  way  the  United 
Way  works.  One  gift,  one  time 
each  year,  helps  millions  of 
people  all  year  round.  Tens  of 
thousands  of  different,  good 
causes  in  communities  all 
across  the  country. 

Including  yours. 
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M.  L.  Chaloupka,  M.D Broken  Bow 

Michael  J.  Ginsburg,  M.D Omaha 

Kenneth  F.  Kimball,  M.D Kearney 

Richard  B.  Svehla,  M.D Omaha 

George  P.  Post,  M.D Bridgeport 

Charles  S.  Wilson,  M.D Lincoln 

AD-HOC  COMMITTEEE  ON  MATERNAL  & CHILD  HEALTH 

William  L.  Rumbolz,  M.D.,  Chm Omaha 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Charles  A.  Field,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Bruce  E.  Taylor,  M.D Lincoln 

Larry  Wilson,  M.D Gothenburg 

Section  on  Perinatal  Mortality  Review 

Lawrence  C.  Bausch,  M.D Lincoln 

Robert  S.  Grant,  M.D Lincoln 

Robert  Nelson,  M.D Omaha 

Kenton  L.  Shaffer,  M.D Kearney 

AD-HOC  COMMITTEE  ON  PSYCHIATRY 

Robert  Osborne,  M.D.,  Chm Lincoln 

Robert  Burlingame,  M.D Beatrice 

Harry  C.  Henderson,  Jr.,  M.D Omaha 

Jon  J.  Hinrichs,  M.D Lincoln 

William  B.  Long,  M.D Omaha 

Bulent  Tunaken,  M.D Omaha 

SCIENTIFIC  SESSIONS  COMMITTEE 

Dale  W.  Ebers,  M.D.,  Chm Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Richard  A.  Hranac,  M.D Kearney 

Larry  Roffman,  M.D Omaha 

Robert  M.  Stryker,  M.D Omaha 

Richard  M.  Tempero,  M.D Omaha 

Richard  L.  Tollefson,  M.D Wausa 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS 


Jerald  R.  Schenken,  M.D.,  Chm Omaha 

Christopher  C.  Caudill,  M.D Lincoln 

Monroe  D.  Dowling,  M.D Lincoln 

John  F.  Fitzgibbons,  M.D Omaha 

Robert  Sidner,  M.D Kearney 

Todd  Sorensen,  M.D Scottsbluff 

Ex-Officio: 

Herbert  E.  Reese,  M.D Lincoln 

COMMISSION  ON  LEGISLATION  & LEGAL  AFFAIRS 

Herbert  E.  Reese,  M.D.,  Chm Lincoln 

Michael  A.  Breiner,  M.D * Lincoln 

James  H.  Dunlap,  M.D Norfolk 

Darroll  J.  Loschen,  M.D York 

John  T.  McGreer,  III,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

Bruce  Miller,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Craig  L.  Urbauer,  M.D Lincoln 

Ex-Officio: 

Jerald  R.  Schenken,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Robert  D.  Harry,  M.D.,  Chm Lexington 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

David  R.  Dyke,  M.D Lincoln 

N.  Patrick  Kenney,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

John  P.  O’Gara,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chm Grand  Island 

S.  I.  Fuenning,  M.D Lincoln 

John  C.  Goldner,  M.D Omaha 

Barbara  Heywood,  M.D Papillion 

Mark  R.  Jones,  M.D Lexington 

Paul  H.  Phillips,  M.D Scottsbluff 

Eileen  C.  Vautravers,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf,  M.D.,  Chm Omaha 

Edward  E.  Gatz,  M.D Omaha 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Donald  E.  Matthews,  M.D Lincoln 

Craig  R.  Molte,  M.D Lincoln 

Joseph  M.  Rapoport,  M.D Omaha 

F.  Thomas  Waring,  M.D Fremont 

STUDY  COMMITTEE  ON  COST  AWARENESS 

Clarence  A.  McWhorter,  M.D.,  Chm Omaha 

Stanley  L.  Davis,  M.D Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Allen  D.  Dvorak,  M.D Omaha 

William  T.  Griffin,  M.D Lincoln 

Robert  L.  Haag,  M.D Lincoln 

Theo.  J.  Lemke,  Jr.,  M.D Columbus 

Robert  E.  Lovgren,  M.D Omaha 

Harold  G.  Smith,  M.D Fremont 

COMMITTEE  ON  HEALTH  PLANNING 

C.  J.  Cornelius,  Jr.,  M.D.,  Chm Sidney 

Gordon  Adams,  M.D Norfolk 

Lewiston  W.  Birkman,  M.D Lincoln 

James  Carson,  M.D McCook 

Allen  D.  Dvorak,  M.D Omaha 

Dale  W.  Ebers,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D Beatrice 

Roger  Jacobs,  M.D Seward 

Duane  Krause,  M.D Fremont 

Morton  H.  Kulesh,  M.D Omaha 

Roger  D.  Mason,  M.D Omaha 

Donald  F.  Prince,  M.D Minden 

C.  Lee  Retelsdorf,  M.D Omaha 

Eugene  Sucha,  M.D West  Point 

Craig  L.  Urbauer,  M.D Lincoln 

Thomas  H.  Wallace,  M.D Gordon 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary 

Consult  the  package  literature  for  prescribing  Information. 
Indications  and  Usage:  Ceclor*  (cefaclor,  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae I. 
Haemophilus  influenzae  and  S pyogenes  (group  A beta -hemolytic 
streptococci) 

Appropnate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS.  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  ANO  THE  CEPHALOSPORINS 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS.  INCLUDING  ANAPHYLAXIS  TO  BOTH  DRUG  CLASSES 
Antibiotics  including  Ceclor.  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy 
particularly  to  drugs 

Precautions:  if  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued  and  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents  e g . pressor  amines,  antihistamines 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor  a false-positive  reaction 
for  glucose  in  the  urine  may  xcur  This  has  been  observed  with 
Benedict's  and  Fehlmg  s solutions  and  also  with  Clinitest* 
tablets  but  not  with  Tes  Tape*  (Glucose  Enzymatic  Test  Strip 
USP.  Lilly) 

Usage  in  Pregnancy- Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

Usage  in  Infancy  -Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2 5 percent  of 
patients  and  include  diarrhea  (1  in  70i  and  nausea  and  vomiting 
11  jn  90) 

As  with  other  broad-spectrum  antibiotics  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor 
Hypersensitivity  reactions  have  been  reported  in  about  1 5 


Cefoclor 

Pulvules5 . 250  and  500  mg 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor. V6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae.  H.  influenzae.  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100) 
Pruritus,  urticaria  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor*  (cefaclor)  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults  Signs  and  symptoms  usually 
xcur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  rexrted  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  rexrted.  half  of  which  have 
xcurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included  eosmophiha 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients) 

Causal  Relationship  Uncertain— Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  rexrted  Although  they 
were  of  uncertain  etiology,  they  are  listed  Xlow  to  serve  as  alerting 
information  for  the  physician 
Hepatic-  Slight  elevations  in  SGOT,  SGPT  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic- Transient  fluctuations  in  leukxyte  count, 
predominantly  lymphxytosis  xcurring  in  infants  and  young 
children  (1  in  40i 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 

1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200)  100281R! 

‘Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae 0 
Note  Ceclor  is  contraindicated  in  xtients  with  known  allergy  to 
the  cephalosxnns  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptxxcal  mfxtions  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 

Indianapolis.  Indiana  46285 

Eli  Lilly  Industries.  Inc 

Carolina  Puerto  Rico  00630 
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EDITORIALS 


THE  NEBRASKA  MEDICAL  JOURNAL 


WHAT  IS  THE  BEST 

CONTINUING  MEDICAL  EDUCATION? 

I was  recently  stimulated  by  an  editorial  by 
Richard  V.  Lee,  in  the  American  Journal  of 
Medicine.1  He  provides  some  very  provocative 
comments  about  the  value  of  continuing 
medical  education  (CME).  Let  me  repeat  some 
of  them:  “I  am  wary  about  being  an  expert. 
Being  an  expert,  or  to  use  the  more  popular 
jargon,  to  have  expertise,  takes  an  inordinate 
time  away  from  being  a good  doctor.  You  see, 
expertise  is  decided  by  what  the  public  thinks 
you  are.  Without  spectators,  there  would  be  no 
experts. 

“The  pursuit  of  public  prominence  has 
pervaded  the  practice  of  medicine.  The  quest 
for  star  billing  as  an  expert  has  been  fostered 
by  the  proliferation  of  CME  programs,  which 
provide  enthusiastic,  oftimes  gullible  audi- 
ences. As  a matter  of  fact,  being  part  of  the 
audience  has  value.  There  is  a twinge  of  envy 
when  my  practicing  colleagues  bid  adieu  for  a 
conference  on  sports  medicine  in  Snowmass, 
or  a hypertension  conference  on  Martinique. 

“The  notion  that  going  somewhere  else  is  a 
central  component  of  acquiring  expertise  has 
some  real  dangers.  First  of  all,  such  frenetic 
travel  is  expensive,  occasionally  risky  and 
always  time-consuming.  The  cost  to  our 
patients  and  to  our  profession  are  enormous. 
And,  the  benefits,  as  best  as  I can  tell,  are  not 
at  all  clear.  Second,  the  peri-patetic  mode  of 
existence  necessary  for  recognition  as  an 
expert  promotes  the  mistaken  notion  that 
there  is  nothing  to  be  gained  by  staying  home 
and  minding  the  patients  in  the  practice.  The 
CME  craze  is  in  part  responsible  for  the 
increasingly  prevalent  idea  that  doctors  learn 
more  from  ‘experts’  than  from  their  patients.  It 
may  be  that  the  experts,  touted  by  CME,  are, 
in  the  long  run,  doing  more  harm  than  good. 

“Medicine  is  first  and  foremost  a partici- 
patory activity,  not  a spectator  one.  It  is  best 
learned  at  the  bedside  and  in  the  laboratory, 
not  in  the  lecture  halls  and  sophisticated 
resorts.  Encouraging  the  concept  that  getting 
away  from  your  patients  will  make  you  a better 
physician  just  does  not  fit  well.  Encouraging 
the  notion  that  medicine  is  divisible  into  two 


mutually  exclusive  groups  — the  experts  and 
the  ‘stay-at-homes,’  is  just  plain  wrong.” 

As  I read  those  comments,  I felt  in  total 
sympathy  with  his  feelings  and  descriptions. 
Apparently,  Doctor  Lee  was  previously  a 
General  Practitioner  in  a small  farming  com- 
munity in  northeastern  Montana  for  three 
years.  He  has  the  same  feeling  that  I do  — that 
the  real  experts  are  the  physicians  at  home  on 
“the  battleline”  that  have  to  make  the  daily 
decisions  for  the  multitude  of  patients. 

Continuing  Medical  Education  is  a major 
industry  now  in  the  United  States.  Miller 
estimates  that  $500  million  is  spent  on  it 
annually  by  physicians,  medical  schools,  hos- 
pitals, medical  societies,  industry  and  govern- 
ment.2 An  additional  $1.4  billion  is  born  by 
physicians  in  their  opportunity  costs:  the 
portion  of  their  income  that  is  forfeited  when 
they  take  time  out  to  attend  these  programs. 
Thirty-five  states  now  require  CME  to  renew 
licensure. ; In  1972,  the  Journal  of  the  Ameri- 
can Medical  Association  listed  2,082  courses. 
In  1980,  the  JAMA  issued  totalled  8,938,  and 
the  lists  are  incomplete.  Fees  run  from  nothing 
to  over  $1,000,  with  a preponderance  of  fees 
ranging  from  $150-$400.  Factors  not  ac- 
counted for  by  course  fees  include  cost  of 
travel,  lodging,  food,  as  well  as  the  time  lost 
from  practice.  Yet,  hundreds  of  thousands  of 
physicians  annually  avail  themselves  of  CME’s 
substantial  costs  because,  after  all,  everything 
is  tax  deductible! 

I always  promised  myself  that  at  least  twice 
a year  I would  attend  a CME  meeting,  one  in 
my  specialty  and  one  not  directly  related  to 
cardiology,  the  latter  in  order  to  keep  open  a 
broader  perspective  in  internal  medicine.  That 
latter  thought  has  some  foundation  in  a 
recently  published  report  in  the  New  England 
Journal  of  Medicine  entitled  “A  Randomized 
Trial  of  Continuing  Medical  Education”  that 
was  performed  by  sixteen  general  practitioners 
in  Ontario,  Canada.4  Eighteen  CME  “pack- 
ages” were  developed,  with  typical  packages 
including  both  written  and  audio  slide  formats, 
which  took  a median  time  of  3-4  hours  for 
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completion  of  each  package.  The  topics  were 
arthritis,  back  pain,  care  of  newborns  up  to  one 
year  of  age,  chest  pain,  depression,  fatigue, 
headache,  immunization  through  2 years  of 
age,  knee  injury,  obesity,  otitis  media,  pityri- 
asis rosea,  post-hospitalization  management  of 
myocardial  infarction,  prenatal  care,  oral  con- 
traceptives, urinary  tract  infections  in  women 
over  16  years  old,  vaginal  discharge,  and 
hypertension.  Although  objective  tests  con- 
firmed that  the  study  physicians  learned  from 
the  packages,  there  was  little  effect  on  the 
overall  quality  of  care  when  compared  with  a 
control  group.  Interestingly,  when  the  topics 
were  rated,  and  were  relatively  of  great  interest 
to  the  test  physicians,  the  control  group  show- 
ed as  much  improvement  as  did  the  study 
group.  But,  when  the  topics  were  rated  low  or 
not  preferred,  the  documented  quality  of  care 
provided  by  study  physicians  rose  and  differed 
significantly  from  that  provided  by  control 
physicians.  Put  simply,  in  terms  of  the  effects 
of  CME  on  the  documented  quality  of  care  in 
this  trial,  wanting  CME  about  a high-prefer- 
ence condition  was  as  good  as  getting  it;  but  it 
worked  more  effectively  when  it  was  not 
particularly  wanted.  Possibly,  CME  programs 
that  compel  physicians  to  attend,  yet  permit 
them  to  select  their  high-preference  areas  for 
instruction,  may  represent  the  worst  of  both 
worlds.  In  view  of  the  trend  for  mandatory 
CME  and  their  resources  expended,  it  is  time 
to  reconsider  whether  it  works. 

I am  not  against  CME.  In  fact,  I enjoy  it 
immensely.  I have  been  significantly  involved 
in  CME  from  both  sides  of  the  fence,  from  the 
academic  or  teaching  side,  and  from  the 
practicing  physician  side.  I have  been  con- 
sidered the  expert,  and  have  taught  many 
courses  to  physicians  who  have  probably  just 
as  much  experience  as  I.  In  fact,  that  was  one 
of  the  primary  reasons  and  motivations  for 
returning  to  private  practice,  i.e.  a feeling  that 


the  true  experts  were  sitting  in  the  audience.  I 
felt  I was  getting  out  of  touch  with  “where  the 
action  is.” 

I feel  the  essence  of  CME  is  the  constant  re- 
assessment of  your  own  decisions  in  diagnosis 
and  management  on  a daily  basis.  This  should 
be  tempered  with  a constant,  frequent  review 
of  the  pertinent  medical  literature.  The  best 
CME  is  at  the  bedside,  just  as  Doctor  Lee 
emphasized.  Patients  teach  physicians  much 
more  than  physicians  teach  physicians.  The 
basic  principles  of  medical  practice  are  based 
on  that  bedside  experience  plus  constant 
reading.  Sure,  I enjoy  CME  conferences  and 
presentations,  but  that  is  truly  only  the 
“frosting  on  the  cake.''  I would  venture  that 
rarely  does  formalized  CME  make  a significant 
impact  on  my  practice  habits  on  a daily  basis. 

On  the  other  hand,  if  you  do  not  reflect  upon 
your  decisions,  diagnoses,  and  treatment,  go 
about  your  practice  habits  just  as  you  did  20 
years  ago,  don’t  have  knowledgeable  associ- 
ates and  consulting  physicians  with  which  to 
discuss  current  topics,  and  rarely  go  to  a CME 
meeting,  then  I suspect  you  really  are  pro- 
viding a lower  quality  of  care.  In  fact,  if  you  fail 
to  follow  a sensible  educational  pattern,  and 
forget  CME  altogether,  you  might  as  well  take 
up  gardening,  bridge-playing,  collecting 
stamps,  or  some  other  leisure  pursuit,  and 
leave  the  practice  of  medicine  to  someone  else. 

A.  D.  Forker,  M.D. 
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Complications  of  Swan-Ganz 
Catheterization  in  a University  and 
Veterans  Administration  Hospital 


THE  first  balloon  tipped,  self 
guiding,  flow  directed  catheter 
was  developed  by  Lategola  and 
Rahn  for  use  in  animal  experiments  in  1953. 1 
In  1970,  Swan,  Ganz,  Forrester,  et  al,  developed 
a five  French  double  lumen  catheter  with  a 
balloon  tip,  which  could  be  used  in  humans.2 
Since  that  time,  we  have  seen  the  development 
of  the  triple  lumen,  thermister  tipped,  balloon 
flotation  catheter  which  is  currently  in  use  in 
most  institutions.  Reports  of  complications, 
mostly  in  the  form  of  case  reports  and  small 
collections  of  cases3'25,  have  appeared.  The 
purpose  of  our  report  is  to  review  the 
morbidity  and  mortality  of  Swan-Ganz  cathe- 
terization at  a University  and  Veterans  Ad- 
ministration Hospital,  where  most  of  the 
catheters  were  placed  by  House  Officers. 

Materials  and  Methods 

A retrospective  chart  review  of  all  Swan- 
Ganz  catheters  placed  between  January  1978  - 
February  1980  for  the  care  of  acutely  ill 
patients  at  the  University  of  Nebraska  Medical 
Center  (Group  I)  and  the  Omaha  Veterans 
Administration  Medical  Center  (Group  II)  was 
undertaken.  Routine  right  heart  catheteriza- 
tion with  this  catheter  in  the  cardiac  catheteri- 
zation laboratory  was  excluded.  Complications 
were  divided  into  three  groups:  Serious  or  life 
threatening;  intermediate  (potentially  danger- 
ous but  probably  not  life  threatening);  and 
benign  (minor  danger  to  the  patient  but  an 
aggravation  to  the  physicians). 

A seven  French,  triple  lumen,  Swan-Ganz 
thermodilution  catheter  was  inserted  either  by 
a Cardiology  Fellow  or  House  Officer  under 
Staff  supervision.  Internal  jugular,  subclavian, 
and  cutdown  sites  were  prepared  widely  with 
povidone  iodine.  The  percutaneous  technique 
was  used  at  the  internal  jugular  and  subclavian 
sites.  The  balloon-inflated  catheter  was  passed 
into  the  pulmonary  artery  with  pressure  and 
ECG  monitoring  in  the  majority,  although 
there  were  20  cases  in  which  fluoroscopic 
guidance  was  used.  After  a pulmonary  artery 
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wedge  pressure  was  obtained,  the  balloon  was 
deflated  and  the  catheter  sutured  to  the  skin. 

The  insertion  site  was  covered  with  either 
povidone  iodine  ointment  or  bactracin  oint- 
ment and  covered  with  an  occlusive  dressing. 
A Heparin  solution  (1  unit/cc)  was  infused 
under  pressure  through  the  distal  port,  and  the 
proximal  port  was  slowly  infused  with  5% 
dextrose  and  H2O.  Catheters  were  not  reused. 
The  transducers  were  reused  after  disas- 
sembly and  sterilization. 

Antibiotic  coverage  was  not  routinely  pro- 
vided except  if  clinically  indicated  for  the 
primary  disease.  Dressings  were  changed 
either  daily  or  every  other  day.  Catheter  tip 
cultures  and  blood  cultures  were  obtained  only 
if  sepsis  was  clinically  suspected. 

The  post  mortem  examination  results  of  23 
patients  were  available  for  review. 

Results 

There  was  a total  of  173  insertions  (Group  I- 
72,  Group  II- 101)  in  152  (Group  1-62,  Group 
11-90)  patients.  The  average  age  was  65.8 
years.  The  average  duration  of  indwelling 
catheter  time  was  3.5  days,  the  same  in  both 
groups. 

The  most  common  route  of  catheter  entry 
(Table  I)  was  the  internal  jugular  approach 

*Address  Reprints:  Donald  J.  Darst,  M.D.,  650  N Doctors  Building, 
Omaha,  Nebraska  68131. 
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TABLE  I 

Route  of  Catheter  Entry 


Total 

Group  I 

Group  II 

No. 

(%> 

No. 

(%) 

No. 

(%> 

Internal  Jugular 

87 

(49) 

52 

(72) 

35 

(34) 

Arm  Cutdown . . . 

62 

(35) 

8 

(ID 

54 

(52) 

Subclavian 

10 

(6) 

5 

(7) 

5 

(5) 

Other 

17 

(10) 

7 

(10) 

10 

(9) 

(49%);  this  was  the  preferred  approach  in 
Group  I with  72%  of  the  catheters  placed  by 
this  route.  The  arm  cutdown  was  used  in  35%; 
it  was  the  predominant  route  used  in  Group  II, 
although  there  was  an  increase  in  the  use  of  the 
internal  jugular  approach  during  1979  in 
Group  II.  Subclavian  catheterization  was  a 
distant  third  in  popularity. 

Among  the  total  population  studied,  there 
were  80  deaths  reflecting  a 53%  mortality  rate 
with  the  rate  being  higher  in  Group  II  (60%), 
than  in  Group  I (43%).  Sixty  patients  (40%) 
were  on  a ventilator  at  the  time  of  catheteriza- 
tion. Only  one  death  occurred  which  could  be 
directly  related  to  the  catheter  insertion.  This 
was  due  to  mediastinal  bleeding  and  cardiac 
tamponade  after  the  aorta  was  cannulated 
during  an  attempt  at  internal  jugular  place- 
ment. 

Seventy-three  patients  (42%)  experienced 
no  complication  during  their  catheterization 
(Table  II).  Thirteen  patients  (8%)  had  serious 
complications  with  pulmonary  infarction  being 
the  most  common. 

Thirty-four  patients  (20%)  experienced  an 
intermediate  complication  with  clotting  or 
plugging  of  the  catheter  and  local  infection  the 
most  common.  A difficult  catheterization  was 
listed  if  there  was  more  than  one  attempt  at 
catheterization  at  one  or  more  sites.  Unsuc- 
cessful catheterizations  included  the  cases  in 
which  the  catheter  would  coil  in  either  the  right 
ventricle  or  right  atrium  and  could  not  be 
passed  into  pulmonary  artery.  Pain  at  the 
insertion  site  was  not  associated  with  either 
thrombosis  or  phlebitis  in  either  case.  PVC’s 
on  insertion  were  described  in  only  3 patients, 
which  probably  reflects  a lack  of  compul- 
siveness in  recording  by  both  physicians  and 
nurses  charting  PVC’s  post-procedure. 

Ninety-seven  patients  (56%)  experienced 
some  sort  of  benign  complication,  including 
loss  of  ability  to  wedge,  spontaneous  periph- 
eral migration  of  the  catheter  tip  (permanent 


TABLE  II 
Complications 


None  — 73  patients  (42%) 

Serious 

Lung  infarction 4 

Local  hemorrhage 2 

Central  venous  thrombosis 2 

Subpleural  hematoma 1 

Pneumothorax 1 

Pulmonary  embolus 1 

Staph  bacteremia 1 

Death 1 

~ 13  (8%) 

Intermediate 

Obstructed  lumen 11 

Catheter  site  infection 10 

Difficult  catheterizations 4 

PVC’s  on  insertion 3 

Unsuccessful  catheterizations 2 

Pain  at  insertion  site 2 

Arterial  entry 1 

Fever 1 

Pulled  out  by  patient 1 

35  (20%) 

Benign 

Successful  repositioning 42 

Unsuccessful  repositioning 36 

Loss  of  wedge  pressure 22 

Damped  wave  form 11 

Permanent  wedge 2 

Displaced  to  RV 1 

Mechanical  malfunction 19 

97  (56%) 


wedging),  damping  of  the  wave  form  which 
required  repositioning,  or  mechanical  mal- 
function. The  category  of  successful  reposi- 
tioning was  used  if  any  of  the  wave  form 
abnormalities,  such  as  lost  wedge  or  perma- 
nent wedging,  was  found  and  resolved  with 
repositioning  of  the  catheter.  Unsuccessful 
repositioning  was  used  if  repositioning  of  the 
catheter  did  not  resolve  the  wave  form 
abnormalities. 

The  causes  of  mechanical  malfunctions  are 
listed  in  Table  III.  Disconnected  lines  included 
one  catheter  which  was  bitten  into  two  pieces 


TABLE  III 

Mechanical  Malfunction 

Disconnected  lines 4** 

Cardiac  output  computer  malfunction 4 

Cracked  hub  proximal  line 3** 

Cardiac  output  computer  not  available 2 

Burst  balloon 1 

Insufficient  catheter  supply 1 

Variability  cardiac  output  computers 1 

Bad  module 1 

Insufficient  transducer  supply 1 

Leak  at  hub 1* 

Each  * represents  a patient  who  underwent  replace- 
ment of  the  catheter  because  of  mechanical  breakdown. 
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by  a patient,  and  lines  which  became  dis- 
connected at  the  hub.  Transducers,  catheters, 
and  functioning  cardiac  output  computers 
were  sometimes  not  available  when  needed. 
Technical  problems  with  the  catheter  included 
balloon  rupture,  a lead  at  the  hub  joint,  and 
cracked  hub  of  the  proximal  line.  Five  of  the 
mechanical  malfunctions  required  removal  of 
the  catheter  with  replacement.  All  but  one 
mechanical  problem  occurred  in  Group  II. 

The  route  of  insertion  of  the  catheters  was 
compared  to  the  various  complication  rates 
(Table  IV).  Percutaneous  internal  jugular  and 
arm  cutdown  approaches  had  similar  mor- 
bidity rates.  Although  the  numbers  are  small, 
the  subclavian  approach  had  no  serious  or 
intermediate  complications.  There  are  too  few 
cases  in  the  other  categories  to  make  a 
meaningful  assessment. 

No  apparent  difference  in  the  complication 
rates  in  patients  on  and  off  mechanical 
ventilators  was  present  (Table  V).  In  addition, 
no  obvious  difference  was  present  in  the  rate 
of  complications  between  the  percutaneous 
internal  jugular  and  arm  cutdown  approaches 
in  patients  on  and  off  ventilators.  The  total 
patient  mortality  on  a ventilator  (61%)  was 
higher  than  the  mortality  off  the  ventilator 
(38%),  reflecting  the  sicker  patient  population 
on  a ventilator. 

The  difference  in  morbidity  between  the 
catheters  placed  with  fluoroscopic  guidance  vs. 


pressure  guidance  was  reviewed.  None  of  the 
patients  whose  catheters  were  fluoroscopically 
guided  were  on  ventilators  at  the  time  of 
insertion.  These  cases  were  taken  totally  from 
Group  II  during  1978-79,  as  no  catheters  were 
placed  with  fluoroscopic  guidance  in  Group  I 
during  this  study  period.  The  complication 
rates  were  approximately  the  same  in  both 
groups,  suggesting  that  there  was  no  advantage 
for  placing  the  catheters  under  fluoroscopy 
compared  to  pressure  monitoring. 

Twenty-three  autopsies  were  performed  on 
80  patients  who  had  expired  during  the 
hospitalization  in  which  they  received  a Swan- 
Ganz  catheter.  Four  of  the  23  patients  (17%) 
were  found  to  have  evidence  of  serious 
complications,  but  only  two  complications 
found  at  autopsy  were  clinically  unsuspected 
— pulmonary  infarction  and  subclavian 
thrombosis. 

Discussion 

It  has  been  generally  felt  that  bedside  Swan- 
Ganz  catheterization  is  associated  with  a low 
complication  rate.3  However,  the  results  of  our 
retrospective  chart  review  in  a University  and 
Veterans  Administration  Hospital  setting  sug- 
gest that  complication  rates  are  significant, 
especially  in  inexperienced  hands.  These 
complication  rates  must  be  considered  before 
attempting  bedside  Swan-Ganz  catheter  place- 
ment, especially  on  an  elective  basis. 


TABLE  IV 


Complications  by 

Entry  Route 

Entry  Route 

Number 

Catheters 

Number 

Complications 

Serious 

Intermediate 

Benign 

Internal  Jugular 

87 

51 

(59%) 

8 

(9%) 

15 

(17%) 

28 

(32%) 

Arm  Cutdown 

61 

47 

(77%) 

5 

(8%) 

13 

(21%) 

29 

(48%) 

Subclavian 

10 

7 

(70%) 

0 

0 

7 

(70%) 

External  Jugular 

2 

1 

(50%) 

0 

1 

0 

Femoral  Vein 

2 

0 

(0%) 

0 

0 

0 

Other 

1 

1 

(100%) 

0 

1 

0 

TOTAL 

163 

107 

(65.6%) 

13 

(8.0%) 

30 

(18.3%) 

64 

(39.3%) 

Total  complications  not  equal  to  totals  in  Table  II  as  those  without  documented  entry  site  were  excluded. 


TABLE  V 

Complication  Rates  and  Mechanical  Ventilation 


No.  Comp.  <%)  Serious/(%)  Intermediate/(%)  Benign/(%) 

On  Ventilator 59  36  (61)  5 (14)  9 (25)  22  (61) 

Off  Ventilator 108  75  (61)  7 (9)  20  (27)  48  (64) 
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Previously  published  studies4'8  did  not 
stratify  their  complications  as  we  did,  since 
they  generally  reported  life  threatening  and 
less  serious  complications  together.  For  this 
reason,  the  comparison  rates  between  our 
experience  and  other  studies  is  difficult.  Our 
review  established  an  8%  serious  complication 
rate,  including  one  death;  a 20%  intermediate 
or  less  serious  complication  rate,  chiefly 
related  to  local  infection  and  catheter  lumen 
obstruction;  and  a 56%  minor  complication 
rate,  which  included  frequent  need  for  re- 
peated catheter  manipulation  and  removal  for 
pressure  wave  form  problems  (45%  of  cathe- 
ters) and  equipment  malfunction.  Only  42%  of 
patients  in  our  study  were  entirely  free  of  all 
complications. 

Cerra,  et  al4  reported  the  first  series  of 
patients  with  complication  rates.  The  Swan- 
Ganz  catheters  were  all  placed  by  an  arm 
cutdown  on  a preoperative  basis  in  53  surgical 
patients.  The  overall  complication  rate  was 
5.7%,  with  a balloon  rupture  in  three  patients, 
infection  at  cutdown  site  in  one  patient,  right 
ventricular  coiling  in  one  patient  and  a run  of 
premature  ventricular  contractions  in  one 
patient.  Apparently  no  serious  complication 
occurred. 

Archer  and  Cobb5  reported  their  results  in 
86  patients  in  a medical  intensive  care  unit, 
again  all  Swan-Ganz  catheters  placed  by  the 
arm  cutdown  technique.  The  most  frequent 
problem  was  balloon  rupture,  which  occurred 
in  20  patients  (23%).  No  deaths  occurred. 
However,  two  patients  required  electrical 
defibrillation  for  ventricular  tachycardia  and 
ventricular  fibrillation.  Three  patients  had 
transient  runs  of  ventricular  tachycardia  pos- 
sibly secondary  to  the  catheter,  and  50%  of 
patients  had  premature  ventricular  contrac- 
tions. 

Katz,  et  al6  described  an  experience  with 
392  patients,  all  Swan-Ganz  catheters  placed  in 
the  operating  room  by  anesthesiologists;  241 
patients  were  analyzed  retrospectively,  151 
prospectively.  Sixty-three  percent  of  the 
catheters  were  placed  by  the  percutaneous 
method  in  either  the  internal  jugular,  basilic,  or 
femoral  vein;  25%  were  placed  by  arm  cutdown 
technique,  and  in  12%  no  route  was  recorded. 
No  catheters  were  placed  by  the  percutaneous 
subclavian  technique.  Immediate  complica- 
tions occurred  in  17  patients  (4.3%);  seventeen 


percent  of  these  patients  developed  PVC’s, 
and  one  patient  required  electrical  defibrilla- 
tion for  ventricular  tachycardia-fibrillation. 
Thirteen  percent  of  the  cases  had  inadvertent 
carotid  artery  puncture  by  the  percutaneous 
internal  jugular  approach.  One  patient  devel- 
oped a pneumothorax  by  the  internal  jugular 
approach;  this  patient  had  severe  bullous 
chronic  obstructive  pulmonary  disease  and 
was  on  a ventilator.  Pulmonary  emboli  de- 
veloped in  16  patients  and  were  thought  to 
have  been  related  to  the  Swan-Ganz  catheters; 
4 patients  had  their  pulmonary  emboli  verified 
at  autopsy.  One  patient  had  petechial  hemor- 
rhages on  the  pulmonary  valve  at  autopsy.  One 
patient  had  a peripheral  neuropathy  develop 
post-operatively  after  an  arm  cutdown  ap- 
proach. No  deaths  were  reported.  They  con- 
cluded that  Swan-Ganz  catheter  placement  is  a 
“relatively  safe”  procedure. 

Elliott,  et  al7  reported  the  only  prospective 
study  of  Swan-Ganz  catheter  placement.  One- 
hundred-and-sixteen  catheters  were  placed  in 
81  patients  in  a medical-surgical  intensive  care 
unit.  One-hundred-eight  of  the  116  catheters 
were  placed  by  the  percutaneous  subclavian 
approach.  The  most  significant  complication 
was  cardiac  arrhythmias  which  occurred  in 
78%  of  the  catheter  placements.  Premature 
ventricular  contractions  occurred  in  53%,  and 
ventricular  tachycardia  in  27%.  A new  com- 
plete right  bundle  branch  block  developed  in 
3%,  but  all  resolved  within  24  hours.  Sub- 
clavian vein  thrombosis  occurred  in  two 
patients,  but  there  was  no  local  hemorrhage  or 
pneumothorax  reported.  Ninety-two  of  the  116 
catheters  were  cultured  at  the  time  of  with- 
drawal and  a positive  culture  was  obtained  in 
32  catheters.  Sixty-six  percent  of  the  or- 
ganisms were  Staphylococcus  epidermidis. 
Prolonged  catheterization  was  not  related  to 
the  increased  incidence,  and  signs  of  local 
infection  were  not  found.  Staphylococcus 
aureus  septicemia  occurred  in  two  patients 
and  the  Swan-Ganz  catheter  was  their  probable 
source  of  infection,  although  both  patients 
survived  with  antibiotic  treatment.  Pulmonary 
infarction  occurred  in  two  patients.  Nineteen 
autopsies  were  performed:  2 cases  had  pe- 
techial hemorrhages  in  the  pulmonary  valve;  4 
cases  had  aseptic  fibrous  vegetations  on  the 
pulmonary  valve  with  no  signs  of  embolization; 
and  one  case  showed  multiple  perforations  of 
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the  pulmonary  valve,  after  the  catheter  was  in 
place  for  27  days. 

Wilkin  and  Riba8  reported  their  experience 
at  a Veterans  Administration  Hospital  with  33 
consecutive  Swan-Ganz  catheters  in  25  pa- 
tients. Unreliable  pressure  readings  were 
noted  in  67%  after  a mean  of  1.1  days  of 
catheter  time.  Eighteen  percent  of  the  cathe- 
ters required  repositioning  with  28%  requiring 
reinsertion  of  a new  catheter.  The  Swan-Ganz 
catheter  remained  in  place  without  complica- 
tions or  loss  of  reliable  wave  form  in  only  11 
patients  or  33%.  Their  conclusion  was  the 
following:  “Enthusiasm  for  use  of  the  Swan- 
Ganz  catheter  is  tempered  by  a high  incidence 
of  early  malfunction  and  a significant  compli- 
cation rate”. 

We  note  that  no  deaths  were  reported  in  any 
of  these  reports,  although  deaths  thought 
secondary  to  Swan-Ganz  catheterizations  has 
been  reported  in  several  case  reports.913 

No  prior  report  has  emphasized  the  mor- 
bidity rate  by  catheter  insertion  site  on 
ventilated  vs.  nonventilated  patients.  We 
found  that  there  was  no  significant  difference 
between  the  rate  of  serious  and  intermediate 
complications  between  the  percutaneous  in- 
ternal jugular  and  arm  cutdown  approaches. 
The  arm  cutdown  catheters,  however,  were 
much  more  difficult  to  maintain  in  a func- 
tioning state.  Morbidity  rates  were  similar  on 
and  off  ventilators,  while  the  mortality  rate  was 
higher  in  the  ventilated  group,  probably 
secondary  to  a more  seriously  ill  patient 
population.  Our  conclusion  is  that  the  per- 
cutaneous internal  jugular  approach  is  not 
associated  with  a higher  complication  rate  in 
patients  on  ventilators. 

Autopsy  results  suggest  that  the  rate  of 
serious  complications  may  be  higher  than 
suspected.  Several  serious  complications  re- 
ported in  the  literature  were  absent  in  our 
experience:  bacterial  endocarditis,14  aseptic 
vegetations,15  aseptic  endocarditis,7  rupture  of 
the  pulmonary  artery,101116'17  ruptured 
chordae  of  the  tricuspid  valve,12  pulmonic 
valve  damage  creating  insufficiency,13  and 
catheter  knotting.18 

Our  results  support  the  comments  of  Swan 
and  Ganz,  who  suggested  that  a significant 
number  of  catheters  are  probably  getting 
placed  by  inexperienced  physicians,  who  have 


had  minimal  formal  instruction  in  Swan-Ganz 
catheter  indications,  interpretaton  of  results, 
complication  rates,  and  technique  of  inser- 
tion.26 The  results  of  this  review  indicates  that 
a more  formalized  training  curriculum  is 
needed  in  our  own  hospitals. 

We  also  suspect  that  Swan-Ganz  catheters 
are  being  over-used  in  terminally  ill  patients. 
Since  the  complication  rate  and  cost  of  Swan- 
Ganz  catheter  replacement  is  considerable,27 
careful  clinical  judgment  should  be  given  to 
the  indications  for  placement.  The  hemo- 
dynamic information  provided  by  the  Swan- 
Ganz  catheters  should  either  confirm  present 
therapy  or  dictate  a change.  These  procedures 
should  not  be  used  as  a “Medical  last  rites”  on 
a moribund  patient. 

Summary 

We  report  our  experience  in  173  Swan-Ganz 
catheter  insertions  in  151  patients  admitted  to 
a medical  intensive  care  unit  in  a University 
and  Veterans  Administration  Hospital.  The 
serious  (life  threatening)  complication  rate  was 
8%  including  one  death.  The  intermediate 
complication  rate  (potentially  dangerous  but 
probably  not  life  threatening)  was  20%.  Fifty- 
six  percent  of  the  catheters  had  complications 
that  were  of  benign  or  minor  danger  to  the 
patient  but  an  aggravation  to  the  physicians. 
Forty-five  percent  of  the  catheters  developed 
wave  form  abnormalities  requiring  reposi- 
tioning or  removal.  The  arm  cutdown  and 
percutaneous  internal  jugular  approaches  were 
equally  morbid.  Ventilated  and  nonventilated 
patients  had  similar  complication  rates;  the 
internal  jugular  approach  was  not  associated 
with  a higher  complication  rate  in  ventilated 
patients.  There  was  no  advantage  to  fluoro- 
scopic catheter  placement  over  pressure  moni- 
tor placement.  Only  42%  of  the  patients  were 
totally  free  from  all  types  of  complications. 

This  high  complication  rate  suggests  that 
Swan-Ganz  catheterization  is  not  a benign 
procedure.  Training  programs  should  develop 
a formalized  curriculum  for  House  Staff  and 
Cardiology  Fellows  in  the  value,  complications, 
and  correct  techniques  of  bedside  Swan-Ganz 
catheter  placement. 
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Fabric  Emesis  Post  Gastric 
Occlusive  Surgery  for  Obesity 


MORBID  obesity  is  a significant 
clinical  problem  facing  all 
practitioners  today.  Patients, 
frustrated  by  their  varying,  unsuccessful  at- 
tempts to  lose  weight,  often  come  to  family 
practitioners’  offices  seeking  radical  cures 
which  may  include  complicated  dietary  re- 
gimes, appetite  suppressant  therapy,  which 
has  not  been  proven  safe,  and  drastic  surgical 
procedures  which  may  lead  to  significant 
hepatic  dysfunction  or  other  metabolic  ab- 
normalities. Gastric  occlusive  surgery  has  been 
suggested  by  many  authors  to  be  an  alternative 
route  for  treatment  of  the  medical  problem. 
This  surgical  procedure,  after  adequate 
screening,  and  after  aggressive  dietary  meas- 
ures have  been  exhausted,  may  be  a reliable 
treatment  modality  for  these  people.  Compli- 
cations of  gastric  occlusive  surgery  have 
generally  been  related  to  gradual  stenosis  of 
the  stoma  through  which  food  passes,  and 
gradual  enlargement  of  the  proximal  pouch 
because  of  overeating  over  a long  period  of 
time.  The  following  case  report  involves  an 
uncommon  complication  which  we  felt  would 
be  interesting  to  other  practitioners  who  wish 
to  use  this  form  of  treatment  for  morbid 
obesity. 

Case  Report: 

A 27  year  old  white  female  came  to  the  office 
in  early  1979  desiring  gastric  bypass  surgery 
for  obesity.  She  stated  she  had  had  a problem 
with  obesity  since  the  age  of  IOV2.  Her  weight 
went  up  progressively  from  80  pounds  pre- 
menarchal  to  175  pounds  at  age  18.  Several 
physicians  had  seen  her  between  1975  and 
1979  with  her  weight  between  230  and  260 
pounds,  height  65  inches.  Multiple  conserva- 
tive attempts  at  weight  reduction  had  been 
fraught  with  poor  success.  Six  years  pre- 
viously, the  patient  had  lost  138  pounds  using 
a combination  of  hypnosis  and  diet  pill,  but  she 
had  not  lost  a significant  amount  of  weight  in 
any  other  fashion;  she  desired  not  to  try  diet 
pills  or  hypnosis  again.  She  had  dropped  to 
215  to  220  pounds  with  calorie  reduction  and 
restriction.  There  was  a family  history  of 
obesity.  She  had  also  had  a documented 
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duodenal  ulcer  by  upper  GI  xrays  in  October, 
1978;  the  patient  had  been  treated  with 
cimetidine  for  six  to  eight  weeks. 

Arrangements  were  made  to  have  the 
patient  gastroscoped  prior  to  gastric  plication 
to  rule  out  the  presence  or  absence  of 
duodenal  ulcer.  Upper  GI  endoscopy  was 
performed  on  February  5,  1979,  which  re- 
vealed a diaphragmatic  hiatus  hernia  and  no 
evidence  of  duodenal  ulcer  disease.  The 
patient  underwent  a gastric  fundoplication  on 
February  19,  1979;  a hiatal  hernia  repair,  Hill 
type,  was  also  performed.  The  fundoplication 
procedure  accomplished  was  similar  to  that 
described  by  Dr.  C.  A.  Gomez.1  The  technique 
was  essentially  identical  except  for  one  tech- 
nical difference.  Dr.  Gomez  described  a 
seromuscular  suture  of  #2  polypropylene.  The 
polypropylene  was  replaced  by  a Dacron 
patch,  which  was  placed  around  the  orifice  in 
order  to  maintain  patency  of  the  orifice. 

The  patient  had  an  unremarkable  post- 
operative course.  She  was  placed  on  a 400 
calorie  a day  diet,  gradually  working  up  to  800 
to  1000  calories  a day.  Her  immediate  post 
hospital  weight  was  235%  pounds  in  early 
March,  1979.  By  late  June,  1979,  her  weight 
was  down  to  196V2  pounds  and  by  August  30, 
1979,  her  weight  was  190  pounds. 

Her  next  visit  was  in  May  of  1981  when  her 
weight  was  192  pounds.  She  complained  of  a 
bad,  productive  cough  for  three  weeks.  During 
one  of  the  forceful  coughing  paroxysms,  the 
patient  vomited  a piece  (6.7  x 2.0  cm.)  of  flat 
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Figure  1 


woven  fabric  (Figure  1).  The  most  likely  source 
of  this  fabric  was  a sleeve  of  Dacron  which  had 
been  sown  to  the  serosal  surface  of  the 
stomach  around  the  ostium  joining  the  proxi- 
mal portion  of  her  stomach  to  the  distal 
portion  during  the  gastric  fundoplication. 

Further  patient  evaluation  in  May  1981 
revealed  that  her  abdomen  was  soft,  flat,  non- 
tender with  no  evidence  of  peritoneal  signs. 
Subsequent  upper  gastrointestinal  examina- 
tion revealed  no  significant  abnormality  except 
for  fundoplication.  The  proximal  pouch  emptied 
satisfactorily  into  the  body  of  the  stomach  and 
the  mucosal  pattern  of  the  stomach  was 
unremarkable;  the  duodenal  bulk  filled  readily. 
On  July  15,  1981,  the  patient  had  upper  GI 
endoscopy  to  visualize  directly  the  ostium.  The 
superior  and  inferior  portions  of  the  gastric 
occlusive  ledge  were  visualized  and  showed  no 
evidence  of  bleeding  or  ulceration.  The  tissue 
appeared  well  healed.  The  patient  has  done 


well  eating  without  abdominal  pain  or  disten- 
tion and  is  satisfied  with  her  operative  result. 

Discussion 

Complications  of  gastric  occlusive  surgery 
are  rare,  but  none  of  the  practitioners  involved 
in  the  care  of  this  patient  ever  conceived  that 
the  Dacron  sleeve  would  erode  through  the 
serosal  into  the  mucosal  surface  of  the 
stomach,  and  then  result  in  the  emesis  of  the 
fabric  material.  We  present  this  case  for 
general  interest  purposes  and  would  be  in- 
terested in  communication  from  other  phy- 
sicians about  their  experiences  with  this 
operation. 
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Plasmodium  Vivax  - Induced 
Granulocytopenia:  A Case  Report 


THE  large  number  of  Southeast 
Asian  refugees  entering  the 
United  States  has  been  as- 
sociated with  an  increased  frequency  of 
malaria.1'2  Physicians  should  become  aware  of 
malaria’s  protean  manifestations,  among  which 
hematologic  abnormalities  are  prominent. 
Leukopenia  has  been  reported  in  12-33%  of 
patients  with  malaria;  however,  severe  neutro- 
penia has  been  poorly  documented.3,4  We 
present  a case  if  vivax  malaria  complicated  by 
severe  neutropenia. 

Case  Report 

A 32-year-old  Vietnamese  man  was  ad- 
mitted with  a four-day  history  of  chills,  right 
upper  abdominal  pain,  vomiting,  and  head- 
ache. He  had  lived  for  4 months  in  an 
Indonesian  refugee  camp  prior  to  entering  the 
United  States  one  week  before  hospital  ad- 
mission. Physical  examination  revealed  a man 
who  appeared  acutely  ill.  Blood  pressure  was 
136/84mmHg;  respiratory  rate,  26/minute; 
pulse,  100/min;  and  temperature  39.9°C. 
orally.  Abnormal  physical  findings  included 
scleral  icterus  and  severe  right  upper  ab- 
dominal tenderness  with  diffuse  voluntary 
guarding.  The  liver  span  was  normal. 

Serial  white  blood  cell  and  absolute  granulo- 
cyte counts  are  charted  in  Figure  1.  The 
hematocrit  was  42.5%  on  admission  and  34.7% 
on  the  second  hospital  day.  The  platelet  count, 
which  was  initially  59,000/mm3,  increased  to 
169,000/mm;!  on  day  6.  The  reticulocyte  count 
varied  between  0. 7-1.1%,  and  the  Coomb’s  test 
was  negative.  Total  bilirubin  was  5.0mg/dL 
with  a direct  fraction  of  2.4mg/dL;  alkaline 
phosphatase,  142  U/L;  and  LDH,  439  U/L. 
Negative  or  normal  laboratory  studies  in- 
cluded amylase,  SGOT,  SGPT,  heterophil 
antibody,  haptoglobin,  hepatitis  B surface 
antigen,  screen  for  glucose  -6-phosphate  de- 
hydrogenase deficiency, and  cultures  of  blood 
and  urine. 

Only  ring  trophozoites  were  visualized  on 
the  admission  peripheral  blood  smear.  These 
were  identified  as  Plasmodium  vivax,  and  the 
patient  was  accordingly  treated  with  1.5  gms  of 
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chloroquine  base  over  three  days,  to  be 
followed  by  15  milligrams  of  primaquine  base, 
daily,  for  14  days.1  No  other  medications  were 
administered  during  his  hospitalization.  Para- 
sites were  again  noted  three  days  after 
admission;  however,  none  were  observed  on 
the  fifth  day.  At  this  time  the  spleen  was 
palpable  2 cm.  below  the  left  costal  margin. 
The  patient  continued  to  have  daily  fever 
through  the  fifth  hospital  day,  at  which  time 
the  total  white  blood  cell  count  was  1,900/mm ', 
and  the  absolute  granulocyte  count  was 
76/mnv1  [Figure  1].  The  white  blood  cell 
differential  at  this  time  was  2%  band  neutro- 
phils, 2%  segmented  neutrophils,  67%  lympho- 
cytes, 17%  atypical  lymphocytes,  8%  mono- 
cytes, 1%  eosinophils,  and  3%  basophils. 
Repeat  blood  smears  revealed  no  malarial 
parasites  and  blood  cultures  were  sterile.  No 
fever  was  noted  during  the  remainder  of  the 
first  hospitalization.  A bone  marrow  biopsy  on 
the  sixth  hospital  day  revealed  hypercellularity 
and  hematin  malarial  pigment.  The  myeloid  to 
erythroid  ration  was  3:2.  There  was  marked 
reduction  in  mature  granulocytes;  however  a 
normal  number  of  granulocyte  precursors  were 
observed.  The  myeloid  differential  was  1.6% 
myeloblasts,  8.6%  myelocytes,  17.4%  meta- 
myelocytes, 20.2%  band  forms  and  1%  seg- 
mented forms.  In  addition,  12.6%  lymphocytic 
cells,  2%  monocytic  cells  and  1%  plasma  cells 
were  observed. 

*Address  reprint  requests  to:  David  L.  Dworzack,  M.D.,  Department  of 
Medical  Microbiology,  Creighton  University  School  of  Medicine,  2500 
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Figure  1 

Serial  total  white  blood  cell  counts  (solid  line), 
absolute  granulocyte  counts  (dashed  lined),  and 
anti-malarial  chemotherapy  from  the  onset  of  the 
first  ( 1 ) and  second  ( t 1 ) hospitalization. 

Despite  some  nausea,  the  patient  was 
discharged  to  continue  the  remaining  prima- 
quine therapy  at  home.  He  was  seen  as  an 
outpatient  near  the  anticipated  completion  of 
primaquine  therapy.  He  had  experienced  a 
chill  earlier  that  day  and  his  oral  temperature 
was  38.2°C.  He  was  readmitted  and  ring 
trophozoites  were  again  seen  on  peripheral 
blood  smear.  Granulocytopenia  was  again  seen 
during  the  second  hospitalization  [Figure  1]; 
however,  the  platelet  count  remained  within 
the  normal  range.  The  nadir  white  blood  cell 
count  was  1900,  with  16%  band  neutrophils, 
1%  segmented  neutrophils,  65%  lymphocytes, 
2%  atypical  lymphocytes,  10%  monocytes,  5% 
eosinophils  and  1%  basophils.  The  patient  was 
once  more  treated  with  1.5  g of  chloroquine 
over  3 days  but  the  primaquine  dose  was 
changed  to  45  milligrams  weekly  for  8 weeks  to 
insure  patient  compliance.1  Parasitemia  and 
splenomegaly  disappeared,  and  the  patient  has 
had  no  further  evidence  of  relapse. 

Discussion 

Aberrations  in  the  total  white  blood  cell  and 
differential  count  in  acute  malaria  include 


leukopenia  with  predominance  of  immature 
forms,  and  monocytosis.  Eosinophilia  is  un- 
common in  acute  malaria;  however,  it  can  be 
seen  in  approximately  30%  of  patients  follow- 
ing therapy.4  Bone  marrow  examinations  have 
shown  corresponding  findings.5  It  has  been 
suggested  that  the  premature  release  of 
marrow  granulocytes  might  explain  bone  mar- 
row findings  in  patients  with  malaria,  previous- 
ly attributed  to  maturation  arrest.  The  total 
granulocytic  pool  appears  to  be  normal  or 
increased;  however,  a shift  of  circulating 
neutrophils  to  an  enlarged  marginal  pool 
might  explain  the  apparent  neutropenia.6 

Severe  neutropenia  is  rarely  documented  in 
association  with  malaria.  In  our  patient,  an 
absolute  granulocyte  count  less  than  100/mm3 
was  present  for  three  consecutive  treatment 
days  during  his  first  hospitalization.  Granulo- 
cytopenia recurred  with  parasitemia  during  the 
second  hospitalization.  Although  the  patient 
may  have  been  on  primaquine  during  a portion 
of  the  granulocytopenia  period,  subsequent  re- 
treatment with  this  agent  did  not  result  in 
neutropenia.  In  addition,  granulocytopenia 
antedated  the  administration  of  chloroquine 
during  the  second  hospitalization.  Thus,  the 
granulocytopenia  did  not  appear  to  be  drug- 
associated.  Dapsone  is  the  only  antimalarial 
agent  which  has  frequently  been  associated 
with  granulocytopenia.7 

The  reason  for  relapse  in  our  patient  is 
uncertain.  Relapses  of  vivax  malaria  have 
occurred  in  26%  of  military  patients  following 
what  was  considered  curative  treatment.3 
Alternatively,  primaquine-induced  gastroin- 
testinal side  effects  may  have  precluded 
compliance.  Clearing  of  the  parasitemia  during 
re-hospitalization  and  subsequent  cure  with 
the  same  antimalarial  drugs  indicates  a sus- 
ceptible infection. 

Summary 

Since  May  1975,  over  150,000  Southeast 
Asian  refugees  have  settled  in  the  United 
States.  Currently  14,000  may  be  accepted 
monthly.1  This  underscores  the  need  for 
increased  physician  awareness  of  the  varied 
clinical  and  laboratory  features  associated  with 
malaria.  As  this  case  illustrates,  severe  neutro- 
penia may  occasionally  be  among  those 
features. 
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What  Can  We  Do  For  The 
Partially  Sighted  Patient? 


Supported  in  part  by  a special  grant  from 
The  Odd  Fellows  and  Rebekahs  of  Nebraska 

A UNIQUE  and  increasing  pop- 
ulation of  patients  is  the  par- 
tially sighted.  These  patients 
have  a severe  disorder  of  the  visual  system 
although  they  are  not  functionally  blind.  Visual 
acuity  ranges  from  legally  blind  to  better  than 
20/200.  They  are  able  to  use  orientation  cues 
such  as  size,  peripheral  fusion  and  shadows; 
and  they  use  specialized  optical  aids  to 
augment  their  impaired  vision.  While  their 
visual  condition  does  hinder  their  customary 
behavior  during  routine  daily  activities,  they 
are  often  unable  to  read,  manage  their 
finances,  watch  television,  or  drive  a motor 
vehicle. 

Their  problem  is  handicapped  further  by 
such  social  factors  as  public  misunderstanding 
and  financial  assistance  restrictions.  Even 
though  the  American  Academy  of  Ophthal- 
mology has  endorsed  the  inclusion  of  these 
patients  under  Medicare  and  Medicaid  cov- 
erage, action  has  been  slow. 

The  United  States  Public  Health  Service  in 
1977  estimated  that  almost  one  percent  of 
non-institutionalized  individuals  were  unable 
to  read  ordinary  newsprint  because  of  a severe 
visual  impairment.  There  are  a number  of  eye 
diseases  leading  to  visual  impairment.  Accord- 
ing to  the  Framingham  Eye  study1  reporting  on 
the  prevalence  of  eye  diseases  leading  to  an 
inability  to  read,  16%  of  individuals  between 
the  ages  of  52  and  65  years  had  a senile 
cataract.  Senile  cataract  can  be  treated  suc- 
cessfully by  surgery.  However,  there  are  eye 
diseases  which  cannot  be  treated  with  such 
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success.  Among  them  is  involutional  macular 
degeneration.  The  Framingham  Eye  Study 
reported  8.8%  for  this  group.  For  Nebraska, 
this  represents  presently  about  23,000  people. 
By  the  year  2000,  45%  of  the  population  of  the 
United  States  will  be  within  the  age  group  with 
this  potentially  debilitating  eye  disease,  yet 
these  individuals  will  be  without  completely 
adequate  medical  management. 

An  effective  approach  to  the  management  of 
a patient  with  partial  sight  from  involuntional 
macular  degeneration  is  available.  This  is  the 
application  of  optical  and  non-optical  tech- 
nology within  a visual  rehabilitation  program. 

Figure  1 A shows  the  fundus  of  a patient  with 
macular  degeneration.  Figure  IB  shows  the 
loss  of  central  vision  documented  by  peri- 
metry, and  Figure  1C  is  a picture  of  a 
simulated  visual  world  for  this  patient.  From 
the  clinical  presentation  and  perimetry,  the 
ophthalmologist  is  able  to  diagnose  this  speci- 
fic retinal  disease.  The  visual  rehabilitation 
specialist  utilizes  these  results  to  localize  non- 
diseased  areas  of  vision  and  then  provides 
optical  and  non-optical  devices  in  order  for  the 
patient  to  more  effectively  improve  their  visual 
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Figure  1A 

Human  retina  with  involutional  macular  degeneration. 
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Figure  IB 

Visual  field  loss  of  the  patient. 


behavior.  With  present  day  techniques  even 
the  smallest  remnant  of  visual  function  can  be 
productively  utilized. 


Figure  1C 

Simulated  appearance  of  the  patient’s  visual  world. 


Visual  rehabilitation  for  the  patient  with 
partial  sight  is  shown  in  Figure  2 as  a five-step 
process.  An  assessment  of  the  remaining  visual 
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Figure  2 

Five  steps  to  visual  rehabilitation. 

function  is  more  than  the  accumulation  of  test 
scores.  The  evaluation  begins  in  Step  one  with 
an  interview  to  discuss  with  the  patient  his  life 
style,  general  medical  condition,  and  goals  for 
visual  rehabilitation.  This  history  includes  the 
patient’s  psychological  needs,  motivational 
level,  and  financial  situation.  Some  patients  do 
not  accept  partial  sight,  others  are  dependent 
upon  it.  In  order  for  a patient  to  reach  their 
visual  rehabilitation  goal,  they  must  be  moti- 
vated. In  addition,  new  optical  and  non-optical 
devices  may  be  expensive  and  their  use 
requires  many  hours  of  disciplined  training. 

During  Step  two,  more  complete  ophthalmic 
data  is  collected.  Measurements  of  the  binocu- 
lar and  monocular  near,  intermediate,  and 
distant  reading  acuities  are  recorded.  Reading 
acuity  is  the  ability  to  detect,  localize,  recog- 
nize, and  identify  printed  material.  Reading 
printed  material  requires  the  combination  and 
integration  of  letters.  Thus,  reading  is  a more 
complex  skill  than  simply  recognizing  letters 
on  a Snellen  eye  chart.  Some  patients  can  state 
letters  with  their  optical  aids  but  they  cannot 
combine  them  into  words,  nor  are  they  able  to 
remember  the  beginning  of  a completed 
sentence.  Without  this  ability  to  integrate 
information,  the  prescription  of  optical  aids 
remains  problematic. 

Good  reading  acuity  alone  does  not  deter- 
mine success.  It  must  be  coupled  with  visual 
field  measurements  and  other  ancillary  tests, 
such  as  color  discrimination  and  dark  adapta- 
tion. An  assessment  of  the  patients  audio- 
logical  function  and  mobility  are  included  also. 
Impaired  hearing  impedes  the  interaction 
between  the  patient  and  the  visual  rehabilita- 
tion specialist.  Just  as  central  vision  is 


important  for  reading  tasks,  peripheral  vision 
is  important  for  travel,  particularly  at  night. 

The  data  which  is  collected  provides  an 
overview  of  the  patient’s  ability  to  function 
visually.  If  the  patient’s  central  acuity  is  too 
low,  then  Braille,  talking  books  and  skills  for 
the  blind  may  be  needed.  If  their  peripheral 
visual  acuity  is  severely  decreased,  then 
mobility  instruction  may  be  given;  and  if  their 
motivation  is  poor,  psychological  services  are 
considered.  Lastly,  if  finances  are  limited,  then 
social  or  philanthropic  agencies  need  to  be 
contacted.  All  of  these  steps  take  time.  This 
time  factor  alone  explains  the  limited  number 
of  rehabilitation  clinics  ‘(about  250)  for  the 
partially  sighted  nationwide. 

The  Third  step  provides  optical  and  non- 
optical  devices  as  determined  from  the 
refraction,  reading  acuity,  and  visual  field 
data.  Trial  lens  sets  have  been  designed  for 
systematic  assessment  of  head-mounted  near 
and  distant  optical  aids,  as  well  as  hand  and 
stand  magnifiers.  Essentially  the  aid  must  be 
appropriate  for  the  task  to  be  performed  and 
the  patient  must  be  able  to  use  it  effectively. 

For  short-term  tasks,  such  as  checking 
supermarket  prices,  reading  prescription  in- 
structions, writing  a check  or  locating  a tele- 
phone number,  we  have  found  that  inexpensive 
handheld  magnifiers  are  best,  excluding  those 
patients  with  a hand  tremor.  For  these 
individuals  a stand  magnifier  is  required. 
Long-term  reading  tasks  are  accomplished 
with  head-mounted  aids.  Patients  whose  visual 
fields  are  restricted  peripherally  to  less  than 
20  degrees  and  those  who  require  magnifica- 
tion greater  than  15X,  often  can  use  a closed 
circuit  television  (CCTV)  or  a View  Scan.  A 
patient  can  maintain  a more  comfortable 
reading  distance  because  of  the  larger  magnifi- 
cation range  (up  to  40X)  of  the  CCTV.  To  use 
either  effectively,  however,  specialized  training 
is  needed. 

Once  a “preliminary”  optical  aid  has  been 
determined  and  if  it  is  feasible,  the  patient  is 
asked  to  take  it  home  or  to  their  office  on  loan 
for  one  week.  This  simple  procedure  has 
assured  more  success  than  almost  any  other 
factor  in  the  visual  rehabilitation  process. 

The  Fourth  step  is  the  training  phase.  After 
the  patient  has  an  aid  for  one  week,  some 
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questions  generally  arise.  The  patient  often 
finds  that  the  aid  works  better  when  a 
specialist  is  present:  first,  the  situation  at 
their  home  is  not  like  the  rehabilitation 
center;  second,  the  patient  invariably  does  not 
follow  the  instructions  provided  during  the 
initial  visit.  It  is  helpful  here  that  the  family 
members  become  involved.  They  can  re- 
arrange the  household  furniture  and  assist  the 
patient  in  learning  his  new  visual  skills. 
Rearrangement  of  the  home  includes  the 
purchase  of  better  lighting,  reading  stands  and 
guides,  and  the  adjustment  of  reading  habits 
and  an  understanding  of  magnification. 

There  are  three  types  of  magnification 
(proximity,  linearity,  angularity),  which  must 
be  combined  properly  in  order  to  effectively 
read  any  material.  For  example,  the  patient 
might  require  a plus  12  diopter  lens  (angular 
magnification)  to  read  large  print  (linear 
magnification)  held  at  10  inches  from  their  eye 
(proximity)  by  a reading  stand. 

Figure  3 shows  a patient  utilizing  these 
techniques.  This  figure  shows  also  the  use  of 


illumination.  Incandescent  lights  should  be 
projected  onto  the  page  at  an  angle  and  with  an 
intensity  controlled  to  decrease  glare,  and  yet 
provide  adequate  contrast. 

Thus,  the  entire  reading  situation  requires 
analysis  and  adjustment.  Training  is  essential. 
The  number  of  practice  sessions  to  achieve  a 
goal  depends  upon  the  patient’s  willingness  to 
practice.  Our  experience  indicates  that  a three- 
month  visual  rehabilitative  program  is  com- 
monplace. Patients  who  have  obtained  optical 
aids  without  instruction  almost  always  fail  in 
their  usage.  This  results  in  disillusionment, 
more  frustration,  and  sometimes  an  unwilling- 
ness to  submit  to  visual  rehabilitation. 

A patient  who  successfully  uses  one  visual 
aid  often  discovers  other  situations  where 
optical  and  non-optical  aids  are  needed.  Thus, 
during  the  final  step  in  the  visual  rehabilitation 
process,  the  patient  is  asked  to  contact  us 
when  other  needs  arise.  This  followup  is 
ongoing.  During  these  followup  calls,  we  might 
provide  suggestions  for  eliminating  obstacles 
such  as  using  contrasting  colors  for  plates, 


Figure  3 

Typical  patient  utlizing  optical  and  non-optical  aids. 
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furniture,  and  wallpaper.  For  writing  letters 
the  patient  and  family  are  asked  to  use  black 
felt-tip  pens.  For  patients  who  have  particular 
difficulty  with  bright  lights  such  as  amblyopes, 
albinos  and  achromats,  we  suggest  specific 
types  of  sunglasses  and  visors.  Also,  the  time 
of  day  for  traveling  (west  in  the  morning,  east 
in  the  evening)  decreases  glare  problems.  If  the 
patients  do  not  contact  us  about  new  aids,  we 
contact  them  regularly  to  assess  their  progress 
with  their  aids. 

The  two  main  causes  for  failure  in  this  visual 
rehabilitation  program  are  the  patient’s  moti- 
vation level  and  their  limited  financial  re- 
sources. Both  psychological  services  and  social 
agencies  have  been  slow  in  recognizing  the 
unique  problems  of  the  partially  sighted. 


It  is  difficult  for  individuals  with  good  vision 
to  comprehend  the  hopelessness  experienced 
by  the  partially  sighted.  Their  lives  and  the 
routine  of  their  families  are  often  markedly 
disrupted.  Until  significant  medical  and  sur- 
gical techniques  are  developed  for  patients 
with  severe  ocular  disease,  such  as  involutional 
macular  degeneration,  management  through  a 
visual  rehabilitation  program  will  remain  a 
viable  alternative. 
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FRACTURE  OF  THE  MONTH 


Cortisone  Treatment  of  Pathologic 
Fracture  Through  a Bone  Cyst 


CASE  Presentation:  A 13-year-old 
boy  struck  the  lateral  aspect  of 
his  distal  left  upper  arm,  felt  a 
snap,  and  noted  pain  and  swelling  in  his  arm. 
On  examination  in  our  emergency  room,  he 
stated  that  he  had  sustained  a fracture  IV2 
years  prior  to  this  injury  and  was  told  that  he 
had  a bone  cyst  of  the  humerus.  Subsequently, 
he  had  undergone  bone  graft  surgery  but  this 
had  not  “cured”  the  cyst.  Xrays  at  the  time  of 
his  second  injury  demonstrated  a large  cystic 
lesion  extending  from  the  metaphysis  to  the 
diaphysis  of  the  humerus  with  an  oblique 
fracture  line  through  the  center  of  the  cyst 
(Figure  1). 


Figure  1:  Xray  at  the  time  of  first  evaluation 
showed  an  oblique  fracture  through  a cystic  lesion  in 
the  patient’s  humerus.  This  had  been  previously 
diagnosed  elsewhere  as  a bone  cyst  and  had  not 
responded  to  treatment  with  bone  grafting  and 
curettage.  Note  the  thin  cortices  weakened  by  the 
cystic  process. 
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Discussion  (M.  Secor,  M.D.  Discussant): 
The  xray  appearance  is  that  of  a unicameral 
bone  cyst  (also  known  as  a solitary  bone  cyst  or 
simple  bone  cyst).  The  features  to  note  are: 
1)  minimal  expansion  of  the  cortex,  2)  “egg- 
shell” thinning  of  the  cortex,  3)  a multilocu- 
lated  appearance  of  the  lesion,  and  4)  failure  of 
the  cyst  to  cross  the  epiphyseal  plate.  The 
differential  diagnosis  for  such  a lesion  in  this 
age  group  includes  aneurysmal  bone  cyst  and 
fibrous  dysplasia.  Aneurysmal  bone  cysts  tend 
to  be  eccentric  in  location  and  dramatically 
expand  the  cortex  of  bone.  Fibrous  dysplasia 
generally  demonstrates  sclerotic  margins  and  a 
hazy  or  “ground  glass”  appearance  to  the  cyst 
itself. 

The  common  age  group  for  unicameral  bone 
cysts  is  10  to  20  years  with  a male  sex 
predilection  of  2:1.  The  predominant  site  for 
the  lesion  is  the  proximal  aspect  of  the 
humerus  and  as  in  this  case,  the  cyst  is 
generally  asymptomatic  until  a pathologic 
fracture  occurs.  The  lesion  consists  of  a fibrous 
lined  cyst  within  the  medullary  cavity  contain- 
ing clear  yellow  to  serosanguinous  fluid  chemi- 
cally similar  to  plasma.  Microscopically,  the 
cyst  lining  is  composed  of  fibrocytes  and 
collagen  with  occasional  giant  cells  and  osteoid 
formation.  The  most  popular  etiologic  theory 
for  this  condition  is  that  it  represents  the  end 
result  of  hemorrhage  into  the  metaphyseal 
region  of  the  child's  bone. 

Many  therapeutic  approaches  have  been 
used,  including  curettage  and  bone  grafting. 
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cryotherapy,  subtotal  resection  and  total  re- 
section. Curettage  and  bone  grafting,  as  was 
used  earlier  for  this  particular  patient,  leads 
frequently  to  recurrence  of  the  lesion,  while 
other  more  extensive  procedures  carry  a high 
surgical  morbidity.  Intracystic  injection  of 


Figure  2:  Xrav  of  the  same  humerus  9 months  after 
injection  treatment  was  begun.  The  cyst  has  filled  in 
and  the  cortices  have  returned  to  almost  normal 
thickness. 


methylprednisolone  acetate  has  been  shown 
recently  by  Scaglietti  et  al1  to  be  promising  in 
the  treatment  of  these  cystic  conditions.  The 
technique  consists  of  introducing  two  needles 
into  the  cyst  under  fluoroscopic  control  and 
allowing  the  cyst  fluid  to  escape.  40  to  200  mg. 
of  methylprednisolone  acetate  are  then  in- 
jected into  the  cyst,  the  amount  depending 
upon  the  size  of  the  cyst  and  the  age  of  the 
patient.  Followup  of  the  patient  with  xray  is 
made  every  60  to  90  days  and  the  cyst  is 
reinjected  if  the  cyst  or  portions  of  the  cyst 
persists. 

The  humeral  cyst  and/racture  of  the  child  in 
this  presentation  were  treated  by  injection  of 
200  mg.  of  methylprednisolone  and  the  frac- 
ture was  protected  with  an  orthoplast  splint  for 
three  months.  The  cyst  demonstrated  partial 
obliteration  three  months  after  the  first  in- 
jection and  at  six  months,  it  was  again  injected 
with  120  mg.  of  methylprednisolone.  Three 
months  later  the  xray  appearance,  as  shown  in 
Figure  2,  indicated  impressive  obliteration  of 
this  cyst  and  restoration  of  cortical  thickness. 

The  perplexing  aspect  of  this  treatment  is 
that  although  it  has  empirically  proven  to  be 
quite  effective,  the  reason  for  its  success 
remains  unexplained. 
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DOWN  MEMORY  LANE 

Reflections  of  a 50  Year  Practitioner 


IT  is  a delight  to  look  back  over 
fifty  years  of  practice  of  medi- 
cine, surgery  and  obstetrics 
and  fuse  all  of  this  into  one  gratifying 
experience.  It  has  been  a challenging,  ever 
changing,  worrisome  and  sometimes  frighten- 
ing experience.  It  has  also  provided  humor  and 
pathos,  variety,  action  and  satisfaction. 

I tried  to  adhere  to  a rather  simplistic 
philosophy  of  getting  things  done,  that  is,  it 
was  a matter  of  doing  today  the  work  that  was 
at  hand  and  not  to  fret  about  tomorrow.  One 
should  be  able  to  settle  down  to  the  days  work, 
trying  to  do  it  well  and  to  the  best  of  one’s 
ability,  letting  the  future  take  care  of  itself. 
Inevitably,  there  will  be  enough  problems  left 
over  for  tomorrow. 

So,  I will  reminisce  about  some  of  the 
highlights  of  my  experience  in  practice  during 
those  fifty  years. 

Having  received  my  MD  from  the  University 
of  Nebraska  in  1932,  I proceeded  to  Colum- 
bus, Ohio  for  my  hospital  training  at  the 
University  Hospital  of  Ohio  State  University. 
Then  in  1934  I entered  practice  in  my  home 
town  of  Columbus,  Nebraska.  It  seems  I have 
spent  my  whole  like  in  a Columbus. 

Those  were  the  years  of  the  Great  Depres- 
sion and  my  practice  was  certainly  not  very 
lucrative.  I found  I could  supplement  my 
income  by  getting  a commission  in  the 
Nebraska  National  Guard.  There  was  a Col- 
lecting Company,  commanded  by  Dr.  Carroll 
Evans,  located  in  Columbus  which  was  in  need 
of  a junior  officer.  This  was  a unit  of  the  110th 
Medical  Regiment  of  the  35th  Division  and 
was  commanded  by  Dr.  David  Hilton  of 
Lincoln.  Little  did  I realize  that  this  nebulous 
beginning  in  the  military  would  later  consume 
a sizeable  span  of  my  life. 

A number  of  good  things  happened  to  me 
during  the  next  few  years  but  the  most 
important,  I feel,  was  my  marriage  to  Margaret 
Pearse.  She  accepted  my  proposal  and  we 
married  in  1938.  She  gave  up  her  position  as  a 
medical  technician  to  bring  up  a family  of  three 
sons.  She  was  on  her  own  a good  share  of  the 
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time  during  the  war  years  and  the  children 
were  largely  her  responsibility.  She  proved 
very  successful  in  bringing  up  a fine  family. 

My  practice  continued  to  grow  but  the  call  to 
active  duty  with  the  35th  Division  brought 
about  a radical  change.  In  December  of  1940, 
as  commanding  officer  of  the  Collecting 
Battalion,  we  departed  for  Little  Rock,  Ar- 
kansas, ostensibly  to  be  there  for  one  year. 
Then  Pearl  Harbor  erupted  and  we  were 
immediately  sent  to  the  west  coast. 

After  several  assignments,  which  took  us  up 
and  down  the  state  of  California,  I was  selected 
to  organize  and  command  the  105th  Evacua- 
tion Hospital.  After  months  of  training,  this 
unit  proceeded  to  the  European  Theater  of 
Operations.  We  sailed  the  Atlantic  in  none 
other  than  the  Queen  Elizabeth.  If  you  ask  how 
lucky  could  we  be,  all  I would  need  to  tell  you  is 
that  our  unit  had  forty  nurses  assigned  to  it 
and  we  got  special  attention! 

After  re-equipping  our  hospital  in  England, 
we  crossed  the  Channel  on  October  5,  1944, 
landing  at  Omaha  Beach.  By  this  time  there 
was  no  active  fighting  in  that  area.  We 
proceeded  to  Maastricht,  Holland  where  we 
set  up  the  hospital  to  receive  casualties. 
Operations  were  going  quite  smoothly  for  us 
until  the  Battle  of  the  Buldge  broke  out.  Then 
things  got  hairy!  Our  hospital  was  bombed  by 
the  Gerrys  on  New  Years  eve,  December  31, 
1944.  Damage  was  limited,  mainly  because  two 
of  the  several  500  pound  bombs  failed  to 
detonate. 

It  was  soon  after  this  event  that  I was 
transferred  to  the  5th  Auxiliary  Surgical 
Group.  This  organization  functioned  much  as 
M-A-S-H  of  TV  fame.  Somehow,  I was  not 
aware  of  the  antics,  as  portrayed  by  M-A-S-H, 
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if  indeed  they  did  occur.  It  was,  however,  a very 
interesting  assignment. 

With  the  Japanese  surrender  in  1945,  our 
unit  was  broken  up  and  I fortunately  had 
enought  “points”  to  get  transportation  back  to 
the  U.S.A.  on  a B-17  bomber  in  October  of 
1945. 

After  spending  some  time  furthering  my 
education,  I again  took  up  my  practice  in 
Columbus,  Nebraska.  In  1948,  I became  a 
Fellow  of  the  International  College  of  Surgeons. 
This  was  to  become  a stimulus  to  take  part  in 
many  trips  abroad.  The  by-laws  of  the  College 
are  such  that  the  general  meeting  is  held 
outside  of  the  U.S.  every  other  year.  Mrs. 
Anderson  and  I have  attended  meetings  in 
Mexico  City;  London;  Lima,  Peru;  Athens, 
Greece;  Geneva,  Switzerland;  Rome,  Italy;  and 
just  recently  in  New  Dehli,  India. 

My  surgical  practice  has  made  me  somewhat 
of  a “traveling  surgeon”.  I have  for  years 
traveled  to  Albion  and  Genoa,  Nebraska  to  do 
surgery  and  I continue  to  do  so.  One  sees  a 
lot  of  unusual  pathology  on  these  ventures  to 
the  neighboring  towns. 


It  is  interesting  to  note  how  postgraduate 
medicine  has  changed  over  the  years.  Time 
was  when  we  went  to  school  and  learned  how  to 
do  procedures  by  actually  doing  them  during 
the  course.  My  favorite  place  to  go  was  Cook 
County  Postgraduate  School  in  Chicago.  It  was 
convenient  to  get  on  the  train  at  about  11:00 
PM  in  Columbus,  have  a compartment  and 
arrive  in  Chicago  about  8:00  the  next  morning. 
As  a surgeon  for  the  Union  Pacific  Railroad,  I 
could  ride  on  a free  pass  to  Chicago,  which 
made  this  especially  inviting. 

My  active  practice  is  today  much  as  it  has 
been  over  the  past  fifty  years,  which  includes, 
surgery,  obstetrics  and'  general  practice. 

To  break  the  monotony,  I try  to  get  in  a 
round  of  golf  twice  a week  during  the  summer; 
I am  looking  forward  to  a few  pars  this  year. 
Even  though  I’m  not  the  best  golfer  in  the 
foursome,  I seem  to  outlast  the  others.  For  a 
number  of  years  my  golf  partner  and  neighbor 
has  been  “Kit”  H.L.  Carson,  Johnny’s  father. 
On  several  occasions,  I’ve  had  chats  with 
Johnny. 

All  in  all,  I have  enjoyed  my  fifty  years  of 
practice  and  I expect  to  continue  for  a few 
more  years. 
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LETTER  TO  THE  EDITOR 


Interstitial  1-125  Radiation 
in  Prostatic  Carcinoma 


To  the  editor: 

While  I applaud  your  attempt  to  obtain 
comments  from  “experts”  on  articles  pub- 
lished in  the  journal,  I think  that  “feelings”  by 
an  anonymous  individual  is  less  than  adequate. 
I believe  the  reviewer  should  quote  statistics  to 
support  his  remarks  and  should  sign  the 
review. 

1-125  was  first  utilized  by  one  of  the  world’s 
most  skilled  and  eminent  urologic  cancer 
surgeons  (Dr.  W.  Whitmore)  for  the  treatment 
of  carcinoma  of  the  prostate  because  he  noted 
that  the  high  morbidity  of  the  two  current 
treatments,  radical  prostatectomy  and  ex- 
ternal radiation,  was  not  justified  by  the 
survival  statistics.  Impotence  occurs  in  all 
cases  after  radical  prostatectomy  and  in- 
continence occurs  in  10  to  15%  of  patients. 
The  morbidity  with  external  radiation  includes 
bowel  and  bladder  irritability  in  12%,  pro- 
tracted voiding  symptoms  in  6 to  17%, 
incontinence  in  8%  and  impotence  in  as  high  as 
23  to  47%. 

Interstitial  radiation,  (July  1982  issue)  both 
in  our  hands  and  in  those  of  many  others,  has 
caused  minimal  patient  morbidity.  The  five 
year  survival  rate  using  1-125  as  published  by 
Whitmore  and  Lytton,  to  quote  only  two 
authors,  is  approximately  the  same  as  that 
obtained  by  radical  prostatectomy  (75%  of  208 
patients  with  clinically  early-stage  prostatatic 
carcinoma  treated  with  1-125  are  alive  five 
years  after  treatment).1  While  it  is  true  that  the 
procedure  has  not  been  in  use  long  enough  to 
have  fifteen-year  survival  statistics,  the  fact 
that  the  Chief  of  the  Memorial  Hospital  in  New 
York  (Dr.  Whitmore)  and  the  Chief  of  the 


Urologic  Service  at  Yale  (Dr.  Lytton)  as  well  as 
other  distinguished  urologic  oncologists  think 
1-125  is  the  procedure  of  choice  for  treatment 
of  prostatic  carcinoma,  has  led  us  to  adopt  the 
procedure  and  modify  it  such  that  we  can  get 
better  distribution  of  radiation  in  high  dose 
with  minimal  morbidity. 

We  feel  that  our  patients  should  be  given 
this  alternative  as  a treatment  for  carcinoma  of 
the  prostate.  They  should  make  the  decision  as 
to  w'hether  they  wish  to  be  impotent  for  the 
rest  of  their  life  and  possibly  incontinent.  We 
also  feel  that  we  here  at  the  University  have  a 
duty  to  give  the  citizens  of  Nebraska  the  same 
quality  of  care  that  is  given  in  the  large  centers 
throughout  the  United  States. 

If  the  method  has  a controversial  aspect,  it  is 
in  the  palliative  treatment  of  prostatic  car- 
cinoma, for  it  is  in  this  type  of  patient  that  its 
usefulness  has  not  been  fully  established. 

We  believe  that  this  is  an  excellent  method 
for  treating  carcinoma  of  the  prostate,  and  the 
patient  should  be  allowed  to  choose  this 
treatment. 

Francis  F.  Bartone,  M.D. 

Professor  and  Chairman 

Department  of  Urology 

Professor  of  Pediatrics 

Pradeep  P.  Kumar,  M.D. 

Associate  Professor  of  Radiology 

1.  Grossman,  H.B.  and  Whitemore,  Jr.,  W.S.  125-1 
Implant  of  the  Prostate:  Prediction  of  Treatment  Results. 
1981  Annual  Meeting  of  AUA,  Boston,  1981,  Abstract  no. 
126,  p.  123 
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As  you  are  all  aware,  the  cost  of  health  care 
has  been  a predominant  subject  of  the 
government,  health  insurers,  the  public  and 
last  but  certainly  not  the  least,  the  medical 
profession. 

The  American  Medical  Association  has 
taken  a strong  stand  on  this  issue  and  has 
announced  its  intention  to  make  recommen- 
dations for  long-term  policies  to  provide 
proper  care  to  Americans  within  the  available 
resources. 

The  House  of  Delegates  of  our  Nebraska 
Medical  Association  considered  and  approved 
the  report  of  our  Study  Committee  on  Cost 
Awareness  during  the  Fall  Session  held  Sep- 
tember 10  and  11  in  Lincoln.  Several  im- 
portant recommendations  were  included  in  the 
report.  The  December  issue  of  the  Nebraska 
Medical  Journal  will  carry  the  report  in  its 
entirety. 

I am  sure  all  of  you  agree  this  matter  must  be 
considered  a serious  challenge  to  organized 
medicine  and  the  manner  in  which  each 
physician  practices.  We  have  a responsibility 
to  demonstrate  to  a budget-conscious  federal 
government  and  to  the  public  that  physicians 
are  practicing  cost-effective  medicine. 

I believe  we  must  assume  our  responsibility 
here  in  Nebraska  and  through  the  activity  and 
strong  support  of  the  Ad-Hoc  Committee  on 
Cost  Awareness  give  serious  consideration  to 
approaches  concerning  cost,  quality  and  ac- 
cess that  merit  immediate  consideration. 

We  need  make  no  excuses  about  the  high 
quality  of  care  provided  to  the  people  in  our 
great  state.  We  do,  however,  in  my  opinion, 
need  to  look  at  those  factors  that  effect  direct 
patient  care  including  the  socioeconomic  as- 
pects that  encourage  cost  escalation. 

We  all  know  that  health  is  currently  geared 
toward  providing  services  in  the  hospital. 
While  this  is  a necessary  adjunct  of  health 
care,  we  should  also  look  at  cost  saving 
services  that  could  be  performed  on  an 
outpatient  basis. 


We  all  know  that  most  health  insurance 
programs  reimburse  on  a first  dollar  basis.  I 
am  not  sure  how  much  longer  this  approach 
will  continue  without  giving  thought  to  the 
deductible  concept.  As  you  know,  the  NMA 
health  insurance  program  for  members  and 
their  families  has  changed  to  the  deductible 
approach. 

We  know  that  costly  and  ineffective  federal 
regulations  promulgated  in  recent  years  have 
been  a liability  rather  than  a solution  of  the 
cost  problem.  As  we  move  into  this  new  era  of 
cost  consciousness,  I urge  each  physician  to 
become  more  knowledgeable  of  this  very  vital 
issue.  I hope  you  will  heighten  your  awareness 
as  you  provide  care  to  your  patients. 

We  have  had,  and  successfully  met,  many 
challenges  in  the  past.  This  new  challenge  of 
cost  awareness  is  most  difficult  - it  will  not  go 
away  tomorrow.  With  your  assistance,  support, 
and  determination  we  will  meet  this  challenge 
in  a responsible  manner  and  befitting  the 
needs  of  our  patients  to  whom  we  are 
dedicated  to  provide  quality  medical  care. 

Allan  C.  Landers,  M.D. 

President, 

Nebraska  Medical  Association 
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The 

Auxiliary 


The  Nebraska  Medical  Auxiliary  is  pleased  to  announce  the  1982  Merit  Award  and 
Woman  of  the  Year  Awards. 


Virginia  Sitorius 


MERIT  AWARD 

The  Merit  Award  is  traditionally  given  to 
honor  a member  who  has  given  time  and 
service  to  her  auxiliary.  This  year’s  winner  is 
Virginia  Sitorius  (Rodney)  of  Cozad.  She  has 
served  her  auxiliary  in  all  the  offices,  being  a 
member  since  1953.  She  served  as  president  in 
1977  and  is  the  individual  most  concerned 
with  keeping  her  auxiliary  active,  according  to 
her  constituents. 

She  founded  a volunteer  program,  PROJECT 
NANNY,  a support  and  friendship  group  for 
new  mothers,  which  provides  assistance  to 
families  experiencing  domestic  crisis,  includ- 
ing child  and  spouse  abuse.  The  project 
involves  the  coordination  of  100  volunteers 
within  the  county.  Virginia  has  served  on  the 
Cozad  Library  Board,  and  is  an  active  member 
of  United  Methodist  Women.  She  is  a past 
president  of  her  PEO  chapter,  a member  of 
VFW,  Eastern  Star  and  the  Woman’s  Club. 
She  is  married  to  Dr.  Rodney  Sitorius  and  they 
are  the  parents  of  Joyce  and  Nancy  who  are 
nurses;  Cindy,  a dental  hygienist;  Dr.  Michael 
of  Omaha;  Dr.  Patrick,  who  practices  in  the 
Cozad  clinic  with  his  father;  and  Greg,  a pre- 
medical student  at  the  University  of  Nebraska. 
The  1982  Merit  Award  Winner  is  also  Ne- 
braska’s Mother  of  the  Year.  The  Auxiliary  is 
truly  proud  of  Virginia’s  accomplishments. 


Elba  Lau 


WOMAN  OF  THE  YEAR 

The  Woman  of  the  Year  Award  was  pre- 
sented to  Elba  Lau  (Glen)  of  Lincoln.  This 
award  is  to  honor  a woman  who  not  only  has 
been  an  active  Auxiliary  member,  but  a woman 
who  has  also  made  many  contributions  of 
service  to  her  community. 

She  is  the  mother  of  three  children:  Steve,  a 
medical  student;  Scott,  a student  at  Southeast 
Community  College  in  Milford;  and  April,  a 
cardiopulmonary  technician.  Elba  actively  par- 
ticipated in  both  Girl  and  Boy  Scouts  when  the 
children  were  young.  She  was  an  officer  in  the 
Alexander  Graham  Bell  Association  for  Pa- 
rents of  Children  with  Hearing  Loss.  She  is  an 
active  member  of  the  Calvary  Lutheran 
Church,  serving  in  offices  of  the  Women’s 
Association  including  that  of  president.  She 
continues  to  serve  on  the  Confirmation  Com- 
mittee. 

Elba  is  the  immediate  past  president  of  the 
Lancaster  County  Auxiliary,  having  served  on 
many  committees  and  also  served  as  treasurer 
for  4 years.  She  also  served  as  treasurer  of  the 
Nebraska  Medical  Auxiliary  and  is  the  current 
president-elect. 

Perhaps  her  greatest  contribution  to  the 
community  has  been  in  the  area  of  CPR.  She 
just  received  the  second  award  from  the  Heart 
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Association  for  Lancaster  County  Auxiliary’s 
participation  in  the  CPR  program.  She  has 
been  active  in  certification  since  1976  and  has 
spent  at  least  1,000  hours  involving  some  300 
sessions  in  instructor  classes,  recertification 
and  basic  life  support. 

Since  1977  she  has  served  on  the  adjunct 
faculty  of  Southeast  Community  College,  and 
in  their  words  has  been  “committed,  available 
and  enthusiastic  about  the  concept  of  using  the 
Community  College  as  another  avenue  of 
teaching  CPR.” 

The  Auxiliary  is  proud  to  recognize  Elba’s 
accomplishments. 


ATTENTION:  PHYSICIAN  SPOUSES 

If  you  live  in  an  area  without  a local  medical 
auxiliary  you  can  be  involved  by  becoming  a 


Member- At-Large. 

State  dues $ 5 

National  dues $15 

Total $20 


Mail  to:  Mrs.  Leslie  Grace 

2434  Washington 
Blair,  Nebraska  68008 

iiiiimiiiiiiiiiiiiniHiiuiiiiiiiiiiiiiiiiiiiiiimiiimiiiiiiiiiiiiiiiiiiimiiiiimiiim 


Welcome  New  Members 


James  W.  Wengert,  M.D. 

Norfolk  Regional  Center 
Box  1209 

Norfolk,  NE  68701 

Gary  D.  Penner,  M.D.  (Reinstated) 
Aurora,  NE  68818 

Rodney  K.  Koerber,  M.D.  (Reinstated) 
450  E.  23rd 
Fremont,  NE  68025 

Linda  Head,  M.D. 

1 1 1 1 1 South  84th 
Papillion,  NE  68046 

Paul  J.  Bender,  M.D. 

6801  N.  72nd  St. 

Omaha,  NE  68122 

Shashi  I.  Bhatia,  M.D. 

601  N.  30th  St. 

Omaha,  NE  68131 

Marvin  J.  Bittner,  M.D. 

V.  A.  Hospital 
Omaha,  NE  68105 

Thomas  F.  Dolnicek,  M.D. 

720  N.  87th  St. 

Omaha,  NE  68114 

Patrick  Elwood,  M.D. 

University  Hospital 
Omaha,  NE  68105 


Herman  M.  Greenwald,  M.D. 

447  Doctors  Bldg.,  No.  Tower 
Omaha,  NE  68131 

Gulam  M.  Najar,  M.D. 

601  N.  30th  St. 

Omaha,  NE  68131 

Mark  P.  Woodruff,  M.D. 

601  N.  30th  St. 

Omaha,  NE  68131 

Patrick  T.  Heffron,  M.D. 

15th  & Koenigstein  Ave. 
Norfolk,  NE  68701 

David  H.  Chait,  M.D. 

555  N.  30th  St. 

Omaha,  NE  68131 

Thomas  B.  Cotton,  M.D. 

701  Doctors  Bldg. 

Omaha,  NE  68131 

Joseph  M.  Hermsen,  M.D. 

805  W.  Court 
Beatrice,  NE  68310 

Kurt  W.  Lesh,  M.D. 

2101  Lincoln  Ave. 

York,  NE  68467 
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Coming  Meetings 


CREIGHTON  UNIVERSITY  SCHOOL 
OF  MEDICINE  CONTINUING 
MEDICAL  EDUCATION  COURSES 

OCTOBER 

FAMILY  MEDICINE  UPDATE  — October 
13,  1982,  Carroll,  Iowa. 

BEHAVIORAL  PROBLEMS  OF  THE  EL- 
DERLY — October  22,  1982,  Kiewit  Con- 
ference Center,  Omaha,  Nebraska. 

LOREN  K.  YATES  MEMORIAL  LECTURE 
— October  24,  1982,  Criss  2,  Building, 
Creighton  University  School  of  Medicine, 
Omaha,  NE. 

NOVEMBER 

MEDICAL  AND  DENTAL  HYPNOSIS 
November  21-22,  1982,  Seminar  Room, 
Saint  Joseph  Hospital,  Omaha,  Nebraska. 

SEMINARS  IN  INFECTIOUS  DISEASES  - 
November  thru  April,  1983,  Kona,  Hawaii. 

SEMINAR  IN  DERMATOLOGY  - Nov- 
ember 27  thru  December  4,  1982,  Cancun, 
Mexico. 

For  specific  information  about  these  cour- 
ses, contact  Division  of  Continuing  Education, 

Creighton  University  School  of  Medicine, 

(402)  280-2550. 

* 

EXERCISE  TESTING  AND  TRAINING  OF 
PULMONARY  DISEASE  PATIENTS: 
STATE-OF-THE-ART  — September  30 
and  October  1,  1982.  Center  for  Continuing 
Education,  University  of  Nebraska  Medical 
Center.  This  symposium  and  workshop  is 
designed  for  physicans,  nurses  and  respira- 
tory therapists  involved  in  the  diagnostic 
evaluation  and  rehabilitation  of  patients 
with  pulmonary  disease.  Day  I — Symposium, 
registration  fee  $50.00.  Day  I — Symposium 
and  Day  II  Workshop,  registration  fee 
$100.00.  To  register  or  for  further  informa- 
tion contact:  Marge  Adey,  42nd  and  Dewey, 
Omaha,  Nebraska  68105. 


PEDIATRIC  DERMATOLOGY  - Friday, 
October  1,  1982  — Center  for  Continuing 
Education,  Univ.  of  Nebr.  Medical  Center, 
42nd  and  Dewey,  Omaha,  NE  68105.  Dr. 
Alvin  Jacobs  of  Stanford  University  Medical 
Center  — Guest  Speaker.  Topics:  atopic 
dermatitis,  acne  vulgaris,  principles  of 
topical  therapy,  use  and  abuse  of  topical 
corticosteroids,  superficial  fungal  infections 
and  Napoleon’s  itch  — scabies.  To  register, 
or  for  further  information  contact  Marge 
Adey. 

ADOLESCENT  GYNECOLOGY  — Saturday, 
October  2,  1982  — Center  for  Continuing 
Education,  Univ.  of  Nebr.  Medical  Center, 
42nd  & Dewey,  Omaha,  NE  68105.  Dr. 
Tomas  Silber  of  George  Washington  Univer- 
sity — Guest  Speaker.  Topics:  adolescent 
maturation,  menstrual  disorders,  sexually 
transmitted  diseases,  breast  disorders  in 
children  and  adolescents  and  training  in 
actual  pelvic  examination  will  be  available 
for  a limited  number  of  course  registrants. 
To  register,  or  for  further  information 
contact  Marge  Adey. 

PEDIATRIC  CARDIAC  CATHETERIZA- 
TION, UPDATE  1982  — October  7-8, 
1982.  Center  for  Continuing  Education, 
Univ.  of  Nebr.  Medical  Center.  Contact 
Roxanne  Pankonin,  42nd  & Dewey,  Omaha, 
NE  68105. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Alumni  Reception,  Tuesday,  October  5, 
1982,  5:30-7:00  p.m.,  San  Francisco  Hilton 
Hotel,  Anza  Section,  Franciscan  Ballroom; 
333  O’Farrell  St.,  San  Francisco;  in  conjunc- 
tion with  American  Academy  of  Family 
Physicians  meeting.  All  alumni,  spouses, 
friends  and  faculty  are  invited. 

SEVENTH  ANNUAL  INTERNATIONAL 

BODY  IMAGING  CONFERENCE  — 

The  Seventh  Annual  International  Body 

Imaging  Conference  will  be  held  at  the 

Sheraton  Royal  Waikoloa  Hotel  in  Kona, 
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Hawaii,  October  9-17,  1982  with  formal 
conference  sessions  October  10-14,  1982.  The 
conference  offers  approximately  28  Category  I 
ACR  credits  and  will  present  to  the  participant 
a correlated  approach  to  the  principles,  indica- 
tions, uses,  interpretations  and  results  ob- 
tained with  computed  tomography,  ultra- 
sonography, nuclear  imaging,  nuclear  magnetic 
resonance  and  digital  radiography.  A one-half 
day  symposium  on  NMR  imaging  is  planned. 
Course  participation  by  practicing  imaging 
physicians,  residents,  technologists  and  cor- 
porate personnel  is  encouraged. 

Course  faculty  will  include  Roy  Filly,  M.D., 
Chief,  Section  of  Diagnostic  Ultrasound,  Uni- 
versity of  California  at  San  Francisco;  Robert 
R.  Hattery,  M.D.,  Chairman,  Department  of 
Diagnostic  Radiology,  Mayo  Clinic,  Rochester, 
MN;  Michael  Johnson,  M.D.,  Associate  Pro- 
fessor of  Diagnostic  Radiology,  Director,  Divi- 
sion of  Diagnostic  Ultrasound,  University  of 
Colorado  Health  Sciences  Center,  Denver, 
CO;  William  Klingensmith,  M.D.,  Nuclear 
Medicine  Division,  University  of  Colorado 
Health  Sciences  Center,  Denver,  CO;  George 
Leopold,  M.D.,  Professor  of  Radiology,  Di- 
rector of  Diagnostic  Ultrasound,  University  of 
California  Medical  Center,  San  Diego,  CA; 
Angelo  Lurus,  M.D.,  Chairman,  Department  of 
Radiology,  Holy  Family  Hospital,  Spokane, 
WA;  Larry  Mack,  M.D.,  Director  of  Ultra- 
sound and  CT,  Harborview  Hospital,  Uni- 
versity of  Washington,  Seattle,  WA:  F. 

David  Rollo,  M.D.,  Ph.D.,  Professor  of  Radi- 
ology, Vanderbilt  University  Medical  Center, 
Nashville,  TN,  Vice  President  for  Medical 
Affairs,  Humana,  Inc.,  Louisville,  KY. 

Conference  Registration  Limited:  $385. 

Residents  and  Technologists  $295  with  letter. 
Address  registration  and  inquiries  to:  Con- 
ference Secretary,  Seventh  Annual  Interna- 
tional Body  Imaging  Conference,  Department 
of  Radiology,  West  Park  Hospital,  22141 
Roscoe  Blvd.,  Canoga  Park,  CA  91304.  Tele- 
phone: (213)  340-0580  ext.  280. 


ARTHRITIS  FOUNDATION,  NEBRASKA 
CHAPTER’S  FOURTH  ANNUAL  RHEU- 
MATOLOGY SYMPOSIUM,  October  14 
and  15,  1982,  Boys  Town  Conference 
Center,  Omaha,  Nebraska. 


CREIGHTON  UNIVERSITY  SCHOOL  OF 
MEDICINE  ALUMNI  DINNER  - Sunday, 
October  24,  1982.  6:30  p.m.  — cocktail 
reception;  7:30  p.m.  — dinner  and  recogni- 
tion of  alumni.  Held  at  the  Red  Lion  Inn, 
Omaha,  NE,  in  conjunction  with  Omaha 
Mid-West  Clinical  Society  meeting.  All 
alumni,  spouses,  and  guests  invited.  Reserva- 
tions are  required  and  dinner  tickets  should 
be  purchased  in  advance  through  the  Office 
of  the  Dean.  Cost  is  $18.00  per  person. 
Tickets  will  be  held  for  pick-up  at  the  door. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  ALUMNI  ASSOCIATION 
— Annual  Alumni  Roundup  and  Reception, 
Monday,  October  25,  1982,  6:00  - 7:30  p.m., 
Red  Lion  Inn,  Omaha,  Nebraska;  in  conjunc- 
tion with  Omaha  Mid-West  Clinical  Society 
meeting.  All  alumni,  spouses,  friends  and 
faculty  are  invited. 

50th  ANNUAL  POSTGRADUATE  ASSEM- 
BLY — Omaha  Mid-West  Clinical  Society, 
October  25,  26  and  27,  1982,  The  Red  Lion 
Inn,  Omaha,  Nebraska.  For  information, 
please  contact:  Miss  Lorraine  E.  Seibel, 
Executive  Secretary,  Omaha  Mid-West 
Clinical  Society,  7363  Pacific  Street, 
#210-A,  Omaha,  Nebraska  68114. 

NEBRASKA  SOCIETY  OF  HOSPITAL 
PHARMACISTS  ANNUAL  FALL  SEMI- 
NAR — Thursday,  October  28,  1982  — 
Clarkson  Hospital,  Storz  Pavillion  (lower 
level),  Omaha,  NE.  Seminar  Title  — “New 
Developments  in  the  Arthridities:  the  Disease; 
the  Conventional,  New,  and  Experimental 
Treatments.”  C.E.  Credit:  Pharmacy,  Physi- 
cian, and  Nursing  applied  for.  Presentations 
start  at  1 p.m.  Refreshments  and  Adjourn- 
ment at  5:30  p.m.  Registration  fee  is  $15.00. 
No  charge  for  students. 

“CURRENT  CONTROVERSIES  IN  BREAST 
CANCER”  is  the  topic  of  the  26th  annual 
Clinical  Conference  to  be  held  in  Houston 
at  the  Shamrock  Hilton  Hotel,  November 
3-5,  1982.  The  conference  will  discuss  the 
current  status  of  therapeutic  and  diagnostic 
controversies  surrounding  breast  cancer.  It 
will  focus  on  issues  of  limited  mastectomy 
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and  irradiation;  pathologic  prognostic 
factors;  breast  cancer  screening;  long-term 
results  on  adjuvant  chemotherapy;  the  value 
of  biological  markers;  strategies  for  complete 
remission  of  metastatic  disease;  and  second- 
and  third-line  therapies  for  advanced  disease. 
Co-chairpersons:  Drs.  George  G.  Blumen- 
schein,  Eleanor  Montague  and  Frederick 
Ames.  For  additional  information:  Stephen 
C.  Stuyck,  Director,  Public  Information  and 
Education,  M.D.  Anderson  Hospital  and 
Tumor  Institute,  Houston,  Texas  77030, 
(713)  792-3030. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  - ALPHA  OMEGA  ALPHA 
— Business  Meeting  for  Fall  Election, 
Tuesday,  November  9,  1982,  7:30  p.m., 
Bishop  Clarkson  Hospital,  (lower  level) 
Storz  Pavilion,  Omaha,  All  AOA  Alpha 
members  are  invited  to  attend. 

MEDICAL,  LEGAL,  ETHICAL  AND  RE- 
LIGIOUS ISSUES  IN  PERINATAL 
HEALTH  CARE:  November  11  & 12,  1982, 
in  Omaha  and  Kearney.  For  further  informa- 

Washington otes 

(Continued  from  page  15  A) 

is  under  study  by  the  Administration.  The 
House  bill  calls  for  a voucher  system  to  allow 
Medicare  beneficiaries  to  pay  for  private 
coverage  with  a Medicare  voucher. 

Medicare  beneficiaries  would  be  allowed  to 
enroll  in  qualified  Health  Maintenance  Or- 
ganizations (HMOs)  with  the  government 
paying  a premium  equal  to  95  percent  of  the 
average  area  per  capita  cost  for  Medicare 
patients.  The  HHS  Department  would  have  to 
devise  a way  to  work  the  HMO  plan. 

The  House  bill  also  provides  Medicare 
reimbursement  for  hospice  services  for  the 
terminally  ill,  one  of  the  few  added  benefits  in 
the  legislation. 

Dropped  from  present  law  would  be  the 
provision  requiring  a three-day  hospitalization 
before  admittance  to  a skilled  nursing  facility. 

* * * 


tion  contact:  Robert  S.  Grant,  M.D.,  M.P.H., 
Ne.  State  Health  Dept.,  MCH  Division, 
(402)  471-2907. 

OFFICE  MANAGEMENT  OF  DIABETES  — 
November  18  and  19,  1982.  Contact:  Marge 
Adey,  Center  for  Continuing  Education, 
Univ.  of  Nebr.  Medical  Center,  42nd  & 
Dewey,  Omaha,  NE  68105. 

RISK  FACTORS  IN  HEALTH  CARE: 
NUTRITION  CONTROL  - December  1-4, 
1982,  Pacific  Beach  Hotel,  Honolulu,  Hawaii. 
Contact  Roxanne  Pankonin,  42nd  & Dewey 
Ave.,  Omaha,  NE  68105. 

29TH  ANNUAL  SCIENTIFIC  SESSION  OF 
THE  NEBRASKA  OBSTETRIC  AND 
GYNECOLOGICAL  SOCIETY  (NOGS)  — 
December  2-4,  1982,  MGM  Grand  Hotel, 
Las  Vegas,  Nevada. 

AMERICAN  MEDICAL  ASSOCIATION  — 
Interim  Meeting,  December  5-8,  1982, 
Miami  Beach,  Florida. 


Prior  to  the  House’s  unusual  action  of  going 
directly  to  conference  on  the  Senate  bill,  the 
American  Medical  Association  testified  before 
a House  Energy  and  Commerce  Subcommittee 
on  the  Senate  proposed  Medicare  and  Medi- 
caid cuts. 

The  Association  favored  most  of  the  Sen- 
ate’s Medicaid  cuts  and  opposed  most  of  its 
proposals  to  change  the  Medicare  program. 

Before  addressing  the  proposed  cuts  in 
detail,  AMA  Executive  Vice  President  James 
H.  Sammons,  M.D.,  urged  subcommittee  mem- 
bers to  “. . . bear  in  mind  that  program  changes 
made  with  the  goal  of  short-term  budgetary 
savings  are  not  going  to  solve  the  long-term 
needs  of  this  nation.  The  AMA  is  planning  a 
comprehensive  examination  of  the  long-term 
problems  and  has  committed  itself  to  work  for 
their  solutions.  This  study  is  in  its  initial 
stages.” 
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In  its  testimony  the  AMA  opposed  the 
Senate’s  package  of  Medicare  Part  B cuts  that 
would: 

* Tighten  reimbursement  of  hospital-based 
physicians  by  allowing  the  Health  and  Human 
Services  Secretary  to  determine  “reason- 
able compensation  levels”  and  by  allowing 
reimbursement  only  for  services  directly 
provided  to  patients. 

* Prohibit  payments  for  drugs  whose  effective- 
ness has  not  been  established  by  the  Food 
and  Drug  Administration. 

* Reduce  physician  reimbursement  for  hos- 
pital outpatient  services  by  an  amount 
reflecting  hospital  overhead. 

* Prohibit  reimbursement  for  assistants  at 
surgery  in  hospitals  with  surgery  training 
programs. 

* Allow  prospective  reimbursement  of  Health 
Maintenance  Organizations  for  services  to 
Medicare  beneficiaries  at  95%  of  the  local 
Medicare  average  per  capita  cost.  (Ways  and 
Means  also  has  endorsed  the  latter  three 
proposals.) 

* Require  review  of  Medicare  services  by  peer 
review  groups  similar  to  professional  stan- 
dards review  organizations  or  by  Medicare 
carriers. 

Dr.  Sammons  noted  that  the  AMA  sup- 
ported experimentation  with  the  HMO  pro- 
posal, but  expressed  concern  about  a provision 
requiring  HMOs  to  provide  extra  benefits  to 
Medicare  patients  if  reimbursement  exceeds 
overall  costs.  “This  will  effectively  establish 
two  classes  of  benefits,”  he  said.  Instead, 
savings  should  be  returned  to  the  program  to 
benefit  all  Medicare  recipients. 

The  AMA  supported  Part  B changes  that 
would  reimburse  inpatient  radiology  and  path- 
ology services  at  80  percent  of  reasonable 
charges  instead  of  100  percent  as  now  allowed; 
repeal  optometric  coverage  for  services  to 
patients  after  cataract  surgery;  delay  eligibility 
to  the  month  following  a beneficiary’s  65th 
birthday;  require  employers  to  maintain  pri- 
vate insurance  for  Medicare-eligible  employ- 
ees; index  the  Part  B deductible  to  reflect 
inflation,  using  the  medical  component  of  the 
Consumer  Price  Index;  and  fix  the  Part  B 
premium  as  a percentage  of  program  costs. 

Dr.  Sammons  noted,  however,  that  if  the 
current  trend  of  cost  increases  continues, 


future  beneficiaries  could  be  faced  with 
substantial  premium  expenses. 

Repeal  of  the  nursing  differential,  advocated 
by  the  Senate  bill  could  shift  costs  to  non- 
Medicare  patients,  Dr.  Sammons  told  the 
subcommittee.  Commenting  on  other  pro- 
posed Medicare  cuts,  Dr.  Sammons  said  the 
Association  supported  imposing  minimal  co- 
payments for  home  health  services,  as  well  as 
eliminating  the  three-day  prior  hospitalization 
requirement  for  skilled  nursing  coverage. 

The  AMA  opposed  establishing  a single 
reimbursement  rate  for  services  provided  by 
skilled  nursing  facilities  and  home  health 
agencies  and  called  for  further  study  before 
eliminating  the  private  room  “subsidy.” 

In  conclusion,  Dr.  Sammons  again  expressed 
the  AMA’s  concern  about  making  short-term 
or  piecemeal  solutions  through  the  budget 
process.  Referring  to  the  Association’s  organi- 
zation of  a broad-based  study  of  national 
health  policy,  he  said,  “we  expect  that  the 
results  of  this  study  will  suggest  major  reforms 
in  the  government’s  role  in  the  health  care  of 
individual  citizens  . . . We  hope  it  will  be 
possible  to  make  the  necessary  short-term 
savings  and  changes  now  and  later  more  basic 
long-term  changes  that  will  stem  from  the 
results  of  the  health  policy  study.” 

* * * 

Independent  expenditures  for  political  can- 
didates represent  “a  basic  element  for  our 
democracy  and  should  be  encouraged  and 
supported,”  the  American  Medical  Political 
Action  Committee  (AMPAC)  has  told  Con- 
gress. 

Independent  expenditures  are  contributions 
or  activities  made  on  behalf  of  candidates 
without  the  previous  knowledge  of  the  candi- 
dates and  without  any  consultation  with  the 
candidates.  In  1976  the  Supreme  Court  held 
that  such  expenditures  are  free  of  the  cam- 
paign contribution  limitations  that  apply  to 
other  campaign  funding. 

Michael  Levis,  M.D.,  a member  of  the 
AMPAC  Board  of  Directors,  told  the  Task 
Force  on  Elections  of  the  House  Administra- 
tion Committee  that  an  independent  expendi- 
ture is  an  activity  involving  the  exercise  of  the 
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right  to  free  speech  concerning  a political 
campaign. 

Dr.  Levis  said  that  AMPAC  carries  out  its 
program  of  independent  expenditures  by 
articulating  support  for  a candidate  “and  we 
do  not  choose  to  campaign  against  someone  we 
do  not  support.  This  is  a decision  that  we  made 
at  the  start  of  our  independent  expenditure 
activity  and  is  a cornerstone  of  our  policy.” 

AMPAC  has  budgeted  about  $350,000  for 
independent  expenditures  during  the  1982 
elections.  The  money  will  be  spent  on  radio 
and  TV  spots  and  direct  mail. 

The  AMPAC  official  said  tight  controls  are 
maintained  on  such  funds  to  assure  that  no 
AMPAC  officer  has  had  any  communication 
with  the  candidates  involved. 

To  date  this  year,  AMPAC  has  received 
contributions  from  some  42,000  people  — 
primarily  physician  members  of  the  American 
Medical  Association  and  state  medical  socie- 
ties — averaging  about  $25  per  person.  “Thus 
AMPAC  serves  as  a means  by  which  a large 
number  of  small  contributors  can  pool  their 
resources  to  more  effectively  participate  in  the 
political  process,”  said  Dr.  Levis. 

In  1978,  AMPAC  spent  about  $48,500  on 
two  independent  expenditures  programs.  One 
involved  advertisements  in  local  editions  of 
national  magazines;  the  other,  campaign  but- 
tons for  candidates  in  10  congressional  dis- 
tricts. 

During  the  1980  elections  AMPAC  spent 
$170,000  for  television  spots  for  seven  candi- 
dates and  direct  mail  for  another  seven. 

Assessing  the  effectiveness  of  these  pro- 
grams, Dr.  Levis  said  the  magazine  ads  may 
have  been  effective  in  promoting  awareness  of 
the  candidates,  the  campaign  buttons  may 
have  helped  to  increase  name  recognition,  and 
that  the  direct  mail  brochure  appeared  to  have 
the  most  impact  probably  influencing  the 
results.  Television  spots  apparently  improved 
the  attitude  of  voters,  particularly  undecided 
voters,  toward  the  candidates  who  were 
supported. 

“It  thus  appears  that  carefully  planned, 
positive  independent  expenditures  may  in- 
crease the  chances  of  election  of  the  candidate 
who  is  supported,”  Dr.  Levis  said. 


* * * 

Maintaining  a hard-line  policy  on  “antitrust 
and  health”,  the  Supreme  Court  has  held  (6-3) 
that  peer  review  panels  for  health  insurance 
claims  evaluation  are  subject  to  attack  under 
the  federal  antitrust  laws. 

The  case  at  hand  involved  a New  York 
chiropractor  who  challenged  a chiropractic 
review  panel  for  Union  Labor  Life  Insurance 
Co.,  whose  health  insurance  policies  contain 
some  chiropractic  benefits.  The  chiropractor, 
some  of  whose  claims  were  disputed  by  the 
review  panel,  brought  suit  charging  that  the 
review  group  was  a vehicle  for  a conspiracy  to 
fix  prices  of  chiropractors. 

The  high  court’s  decision,  which  obviously 
applies  to  all  such  peer  review  groups  includ- 
ing those  composed  of  physicians,  centered  on 
the  important  legal  question  of  whether  the 
activities  of  these  review  committees  can  be 
considered  part  of  the  business  of  insurance. 
The  majority  of  the  court  held  that  it  was  not 
part  of  the  business  of  insurance,  and  thus  not 
exempt  from  the  scope  of  the  federal  antitrust 
laws. 

In  their  dissent,  Justices  Rehnquist,  O’Con- 
nor and  Chief  Justice  Burger  said  “there  can 
be  little  doubt  that  today’s  decision  will  vastly 
curtail  the  peer  review  process.  Few  profes- 
sionals or  companies  will  be  willing  to  expose 
themselves  to  possible  antitrust  liability 
through  such  activity. 

* * * 

Dropped  in  the  hopper  as  an  early  entry  in 
the  upcoming  contest  next  year  over  national 
health  plans  was  an  old  standby  — catas- 
trophic — with  a new  twist. 

The  bill  was  introduced  by  House  Budget 
Committee  Chairman  James  Jones  (D-OK) 
and  Rep.  James  Martin  (R-NC),  a member  of 
the  House  Ways  and  Means  Committee. 

Under  the  legislation,  employers  would  be 
encouraged  to  offer  catastrophic  coverage 
plans  providing  that  employees  would  not  have 
to  incur  out-of-pocket  expenses  of  more  than 
$3,500  yearly.  For  people  not  reached  by  such 

(Continued  on  page  25a) 
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When  mild 
to  moderate  pain 
is  a side  effect 
of  “Fitness” 

RUFEN 

(ibuprofen) 

* 

measures  up... 
at  a reasonable 
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A Single-Entity  Pain  Reliever 
As-Good-As  or  Better-Than  Codeine 
Combinations 

“...particularly  effective  in  soft  tissue  disorders 
including  sports  injuries,”1  Rufen  stops  pain  at  the 
site  of  injury  and  inflammation,  not  at  the  level  of 
central  perception.  There  is  no  dulled  sensorium, 
no  special  need  for  warnings  about  driving  or  cau- 
tions about  use  of  machinery.  Your  patient  gets  fast, 
effective  pain  relief . . .potent  anti-inflammatory 
action. . .excellent  tolerance. . .plus  the  exceptional 
economy  that  only  Rufen  offers.  Next  time  one  of 
your  patients  asks  for  pain  relief,  let  Rufen  show 
you  how  it  measures  up. 


® 


e Boots  Pharmaceuticals,  Inc. 

Shreveport,  LA  71 106 

Pioneers  in  medicine  for  the  family 

See  next  page  for  brief  summary  of  prescribing 
information. 


Measure 

RUFEN 

(ibuprofen) 

against  “standard” 
mild  to  moderate  pain 


Measure 

RUFEN 

(ibuprofen) 

against  any 
mild  to  moderate  pain 


Dental  pain  and  episiotomy  pain  are  predictable,  repro- 
ducible “standards”  that  make  possible  objective  com- 
parisons of  effectiveness  of  different  analgesic  agents. 

• Measured  against  15,  30  and  60  mg  doses  of  codeine 
phosphate  in  a double-blind  study  of  287  patients, 
400-mg  doses  of  ibuprofen  proved  "significantly  better 
than  codeine  on  almost  all  pain  intensity,  degree  of 
relief  and  duration  of  analgesia  parameters.”2 

• Measured  against  a propoxyphene-acetaminophen 
combination  for  pain  relief  after  3rd  molar  extractions, 
ibuprofen  proved  equally  effective  and  caused 

fewer  side  effects.  Ibuprofen  was  associated 
with  faster  recovery,  evidenced  by  more 
rapid  reduction  of  trismus  and  return  to 
normal  function.3 

• Measured  against  post-episiotomy  pain  in  30 
patients,  "ibuprofen  was  effective  in  treating 
the  swelling  as  well  as  pain... during  the 
first  and  worst  days.  Therefore,  it  is  not 
only  the  analgesic  but  also  the  anti- 
inflammatory effect  of  ibuprofen  that  are 
the  beneficial  factors...”4 


RUFEN 

Acetaminophen  + codeine  combinations 

• single-entity,  peripheral- 
acting analgesia 

• combined  drugs  act  partly  through 
central  opioid  pathways 

• powerful  treatment  of  both 
pain  and  inflammation 

• virtually  no  treatment  of  the  inflam- 
matory component 

• better  tolerated  than 
aspirin 

• combined  side  effects  of  two  drugs  — 
warning  required  about  driving  or 
operating  machinery;  possible  respira- 
tory depression  with  alcohol,  tranquil- 
izers, other  common  medications 

• no  narcotic  risk,  red  tape, 
records 

• narcotic  precautions  required 

• matchless  economy  in  a 
modern  NSAID 
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And  Rufen  Measures  Up  Best 


RUFEN11  (ibuprofen)  Tablets 

INDICATIONS  AND  USAGE:  Treatment  of  signs  and  symptoms  ot  rheumatoid  arthritis  and  osteoarthritis  during  acute  flares  and  In  the  long-term  management  of  these  diseases.  Safety  and  effectiveness  have  not 
been  established  for  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain  Treatment  of  primary  dysmenorrhea 

CONTRAINDICATIONS  Patients  hypersensitive  to  ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  anglo-edema  and  bronchospastlc  reactivity  to  aspirin  or  other  nonsteroidal  anti-inflammatory  drugs  (see  WARNINGS). 
WARNINGS:  Anaphylactoid  reactions  have  occurred  in  patients  hypersensitive  to  aspirin  (see  CONTRAINDICATIONS).  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been  reported  Peptic 
ulceration,  perforation,  or  gastrointestinal  bleeding  can  end  fatally,  however,  an  association  has  not  been  established.  Rufen  should  be  given  under  close  supervision  to  patients  with  a history  of  upper  gastro- 
intestinal tract  disease,  and  only  after  consulting  the  ADVERSE  REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic  drugs,  such  as  gold,  should  be  attempted  If  Rufen  must  be  given,  the  patient  should  be  under  close  supervision  for  signs  of  ulcer 
perforation  or  gastrointestinal  bleeding, 

PRECAUTIONS:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have  been  reported  If  developed,  discontinue  Rufen  and  administer  an  ophthalmologic  examination 
Fluid  retention  and  edema  have  been  associated  with  Rufen;  caution  should  be  used  in  patients  with  a history  of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in  patients  with  intrinsic  coagulation  defects  and  those  taking  anticoagulants. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patienfs  on  prolonged  corticosteroid  therapy,  this  therapy  should  be  tapered  slowly  when  adding  Rufen 
DRUG  INTERACTION:  Coumarin-type  anticoagulants.  The  physician  should  be  cautious  when  administering  Rufen  to  patients  on  anticoagulants. 

Aspirin  Concomitant  use  may  decrease  Rufen  blood  levels. 

PREGNANCY  AND  NURSING  MOTHERS:  Rufen  should  not  be  taken  during  pregnancy  nor  by  nursing  mothers 

ADVERSE  REACTIONS.  Incidence  greater  than  1%.  Gastrointestinal:  The  most  frequent  adverse  reaction  is  gastrointestinal  (4  to  16%).  Includes  nausea*,  epigastric  pain*,  heartburn*,  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System  dizziness*,  headache,  nervousness  Dermatologic:  rash* 

(including  maculopapular  type),  pruritus.  Special  Senses:  tinnitus.  Metabolic:  decreased  appetite,  edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see  PRECAUTIONS). 
‘Incidence  3%  to  9%. 

Incidence  less  than  1 in  100.  Gastrointestinal:  gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena.  Central  Nervous  System:  depression,  insomnia,  confusion,  emotional  lability,  som- 
nolence, aseptic  meningitis  with  fever  and  coma.  Dermatologic:  vesiculobullous  eruptions,  urticaria,  erythema  multiforme,  Stevens-Johnson  syndrome  and  alopecia.  Special  Senses  hearing  loss,  amblyopia 
(blurred  and/or  diminished  vision,  scotomata  and/or  changes  in  color  vision)  [see  PRECAUTIONS!.  Hematologic,  neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (sometimes  Coombs  positive), 
thrombocytopenia  with  or  without  purpura  eosinophilia,  decreases  in  hemoglobin  and  hematocrit.  Cardiovascular:  congestive  heart  failure  in  patients  with  marginal  cardiac  function,  elevated  blood  pressure.  Allergic: 
syndrome  of  abdominal  pain,  fever,  chills,  nausea  and  vomiting,  anaphylaxis,  bronchospasms  (see  CONTRAINDICATIONS).  Renal:  acute  renal  failure  in  patients  with  preexisting  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria.  Miscellaneous:  dry  eyes  and  mouth,  gingival  ulcers,  rhinitis. 

Causal  relationship  unknown.  Gastrointestinal:  pancreatitis.  Central  Nervous  System:  paresthesias,  hallucinations,  dream  abnormalities,  pseudotumor  cerebri.  Dermatologic:  toxic  epidermal  necrolysis,  photo- 
allergic  skin  reactions.  Special  Senses:  conjunctivitis,  diplopia,  optic  neuritis.  Hematologic:  bleeding  episodes.  Allergic:  serum  sickness,  lupus  erythematosus  syndrome,  Henoch-Schonlein  vasculitis.  Endocrine: 
gynecomastia,  hypoglycemia  Cardiovascular  arrhythmias  (sinus  tachycardia,  bradycardia,  and  palpitations).  Renal  renal  papillary  necrosis. 

OVERDOSAGE:  Acute  overdosage,  the  stomach  should  be  emptied.  Rufen  is  acidic  and  excreted  in  the  urine,  alkaline  diuresis  may  benefit. 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  arthritis  and  osteoarthritis,  including  flareups  of  chronic  disease:  Suggested  dosage  400  mg  t.i.d.  or  q.i  d 
Dysmenorrhea:  400  mg  every  4 hours  as  necessary 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  the  relief  of  pain.  Do  not  exceed  2,400  mg  per  day. 

CAUTION:  Federal  law  prohibits  dispensing  without  prescription 
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(Continued  from  page  298) 

private  insurance,  the  government  would  set 
up  a Catastrophic  Automatic  Protection  Plan 
(CAPP)  paying  all  medical  expenses  after  a 
specified  amount  of  personal  spending  based 
on  family  income  is  incurred.  CAPP  would  be 
administered  by  the  Health  and  Human 
services  (HHS)  Department.  Benefits  below 
the  catastrophic  level  would  be  the  same  as 
those  under  Medicare. 

The  two  lawmakers  said  the  catastrophic 
benefit  could  be  financed  through  imposing 
limitations  on  the  tax  deductions  for  the  costs 
of  providing  employees  health  insurance.  This 
limit  would  be  $100  per  month  per  family.  If  it 
is  exceeded,  employees  would  be  taxed  on  the 
surplus  as  if  it  were  income.  The  present  tax 
deductions  for  medical  expenses  above  a 
certain  percentage  of  income  would  be  elimi- 
nated, but  people  could  still  deduct  part  of  the 
cost  of  their  premium  payments. 

The  bill  also  promotes  prospective  pay- 
ments for  Medicare  by  allowing  states  and 
legal  entities  to  seek  a waiver  from  the 
government. 

The  Catastrohpic  Health  Expense  and  Cost 
Constraint  (CHECC)  plan’s  tax  features  are 
similar  to  those  that  have  been  advanced  in 
some  of  the  pro-competition  plans  introduced 
in  this  Congress.  The  Administration  has  said 
it  will  introduce  its  pro-competition  proposal 
early  next  year. 

Jones  said  he  hoped  CHECC  will  be  a factor 
in  the  serious  debate  on  the  national  health 
debate  next  year.  He  estimated  the  plan  would 
save  the  government  money,  perhaps  as  much 
as  $1  billion  a year. 

At  a news  conference,  Martin  said  “the 
large,  unexpected  expenses  of  illness  can 
result  in  financial  min”  for  people  with 
inadequate  coverage  or  none.  “This  legislation 
is  long  overdue  in  the  effort  to  provide 


appropriate  cost  constraints  and  to  provide 
financial  assistance  for  medical  bills  for  those 
now  unprotected  by  private  or  public  in- 
surance,” he  said. 

* * * 

A stalemate  of  sorts  is  holding  up  congres- 
sional action  on  legislation  to  exempt  the 
professions  including  medicine,  from  the  juris- 
diction of  the  Federal  Trade  Commission. 

The  exemption  was  approved  by  the  Senate 
Commerce  Committee  earlier  this  year  as  part 
of  a reauthorization  of  the  FTC’s  operations. 
However,  Committee  Chairman  Robert  Pack- 
wood  (R-OR),  a foe  of  exemption,  has  not 
brought  it  up  for  a vote  by  the  full  Senate. 

On  the  House  side,  a flat  reauthorization 
minus  any  exemption  has  been  approved  by 
the  House  Commerce  Committee  (H.R.  6995), 
with  the  proviso  that  another  bill  (H.R.  3722) 
which  would  place  a moratorium  on  FTC 
action  regarding  state-regulated  professions, 
will  be  offered  from  the  floor  as  an  amendment 
to  H.R.  6995. 

Support  for  the  exemption,  strongly  backed 
by  the  AM  A is  growing  in  the  House  where  214 
members  already  have  endorsed  the  bill  (H.R. 
3722)  providing  for  a moratorium  on  the  FTC’s 
actions  against  the  professions. 

Packwood  and  the  House  Subcommittee 
Chairman  James  Florio  (D-NY),  have  launched 
a coalition  drive  to  permit  FTC  jurisdiction 
over  the  professions.  The  FTC’s  authorization 
is  due  to  expire  Oct,  1 and  there  is  a chance  an 
attempt  will  be  made  to  keep  the  agency 
functioning  through  a continuing  resolution 
providing  operating  funds  if  the  reauthoriza- 
tion measures  stall. 

Both  House  and  Senate  action  is  expected 
shortly  after  the  Labor  Day  recess. 
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45-YEAR-OLD  BOARD  CERTIFIED,  FACS, 
UNIVERSITY  TRAINED  GENERAL  SURGEON 
considering  re-location,  due  to  breakup  of  present 
group.  Prefer  location  within  200-mile  radius  of 
Omaha-Lincoln  area.  Contact  Robert  J.  Martin, 
M.D.,  213  North  2nd,  Cherokee,  IA  51012.  Phone: 
(712)  225-5121  or  (Home)  (712)  225-3547. 

PRACTICE  OPPORTUNITIES  — Health  Re- 
sources has  long-term  career  opportunities  and 
short-term  locum  tenems  positions  available. 
Please  send  CV  in  confidence  to:  Ron  Ham- 
merle,  Health  Resources,  Ltd.,  River  Road  Pro- 
fessional Bldg.,  Box  14188,  Kansas  City,  MO 
64152-0688.  (8l6)  587-0920. 

INTERNIST:  Aggressive  ABIM  Internist  needed 
to  associate  with  young  solo  Internist  in  an  active 
medicine  and  geriatrics  practice  in  Wichita,  Kansas. 
Send  resume  to  R.  D.  Mendiones,  M.D.,  3243  E. 
Murdock,  Suite  404,  Wichita.  Kansas  67208. 

FAMILY  PHYSICIAN:  To  take  over  solo  office 
in  town  of  2,500.  Fifteen  miles  from  Lincoln, 
Nebraska.  Family  practice  group  in  nearby  town 
will  provide  backup  coverage  for  time  off  and 
vacations.  May  opt  for  no  OB  or  hospital.  All 
arrangements  very  flexible.  Contact  Nebraska 
Medical  Journal,  1512  First  National  Bank 
Building,  Lincoln,  Nebraska  68508. 
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Bactrim 

[trimethoprim  and  sulfamethoxazole/Roche} 

succeeds 


Expanding 


antimicrobial 


Bactrim  is  useful  for 
the  following  infec- 

!o  susceptible6  its  usefulness  in 

strains  of  indi- 
cated organisms 
(see  indications  section 
in  summary  of  product 
information): 


in  recurrent 
UTI. . . 

a continuing  record 
of  high  clinical 
effectiveness 
against  common 
uropathogens 


in  acute 
otitis  media 
in  children... 

effective  against 
both  major  otic 
pathogens,  with 
bid.  convenience 


in  acute  ex- 
acerbations 
of  chronic 
bronchitis 
in  adults... 

clears  the  sputum 
and  lowers  its 
volume  on  bi  d 
dosage 


BACTRIM (trimethoprim  and  sulfamethoxazole/Roche) 

Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications  and  Usage:  For  the  treatment  of  urinary  tract  infections  due  to  suscep- 
tible strains  of  the  following  organisms:  Escherichia  coll,  Klebsiella  Enterobacler, 
Proteus  mlrabili s,  Proteus  vulgaris,  Proteus  morganii.  It  is  recommended  that  Initial 
episodes  of  uncomplicated  urinary  tract  infections  be  treated  with  a single  effec- 
tive antibacterial  agent  rather  than  the  combination.  Note  The  increasing  frequency 
of  resistant  organisms  limits  the  usefulness  of  all  antibacterials,  especially  in  these  uri- 
nary tract  infections 

For  acute  otitis  media  in  children  due  to  susceptible  strains  of  Haemophilus  Influ- 
enzae or  Streptococcus  pneumoniae  when  in  physician's  judgment  It  offers  an 
advantage  over  other  antimicrobials.  To  date,  there  are  limited  data  on  the  safety  of 
repeated  use  of  Bactrim  in  children  under  two  years  of  age.  Bactrim  is  not  Indi- 
cated for  prophylactic  or  prolonged  administration  in  otitis  media  at  any  age. 

For  acute  exacerbations  of  chronic  bronchitis  in  adults  due  to  susceptible  strains 
of  Haemophilus  influenzae  or  Streptococcus  pneumoniae  when  in  physician's  judg- 
ment it  offers  an  advantage  over  a single  antimicrobial  agent. 

For  enteritis  due  to  susceptible  strains  of  Shigella  flexnerl  and  Shigella  sonnet 
when  antibacterial  therapy  is  indicated. 

Also  for  the  treatment  of  documented  Pneumocystis  carlnil  pneumonitis. 
Contraindications:  Hypersensitivity  to  trimethoprim  or  sulfonamides,  patients  with  doc- 
umented megaloblastic  anemia  due  to  folate  deficiency,  pregnancy  at  term;  nursing 
mothers  because  sulfonamides  are  excreted  in  human  milk  and  may  cause  kernicterus; 
infants  less  than  2 months  of  age 

Warnings:  BACTRIM  SHOULD  NOT  BE  USED  TO  TREAT  STREPTOCOCCAL 
PHARYNGITIS.  Clinical  studies  show  that  patients  with  group  A ^-hemolytic  streptococ 
cal  tonsillopharyngitis  have  higher  incidence  of  bacteriologic  failure  when  treated  with 
Bactrim  than  do  those  treated  with  penicillin  Deaths  from  hypersensitivity  reactions, 
agranulocytosis,  aplastic  anemia  and  other  blood  dyscrasias  have  been  associated  witt 
sulfonamides.  Experience  with  trimethoprim  is  much  more  limited  but  occasional  inter- 
ference with  hematopoiesis  has  been  reported  as  well  as  an  increased  incidence  ol 
thrombopenia  with  purpura  in  elderly  patients  on  certain  diuretics,  primarily  thiazides 
Sore  throat,  fever,  pallor,  purpura  or  jaundice  may  be  early  signs  of  serious  blood  disor- 
ders. Frequent  CBC's  are  recommended;  therapy  should  be  discontinued  if  a signifi- 
cantly reduced  count  of  any  formed  blood  element  is  noted 

Precautions:  General  Use  cautiously  in  patients  with  impaired  renal  or  hepatic  function 
possible  folate  deficiency,  severe  allergy  or  bronchial  asthma.  In  patients  with  glucose- 
6-phosphate  dehydrogenase  deficiency,  hemolysis,  frequently  dose-related,  may  occur. 
During  therapy,  maintain  adequate  fluid  intake  and  perform  frequent  urinalyses,  with 

careful  microscopic  examination,  and  renal  function  tests, 
particularly  where  there  is  impaired  renal  function 
Bactrim  may  prolong  prothrombin  time  in  those  receiving 
warfarin,  reassess  coagulation  time  when  administering 
Bactrim  to  these  patients 

Pregnancy  Teratogenic  Effects:  Pregnancy  Category  C 
Because  trimethoprim  and  sulfamethoxazole  may  interfere 
with  folic  acid  metabolism,  use  during  pregnancy  only  if 
potential  benefits  justify  the  potential  risk  to  the  fetus 
Adverse  Reactions:  All  major  reactions  to  sulfonamides 
and  trimethoprim  are  included,  even  if  not  reported  with 
Bactrim.  Blood  dyscrasias  Agranulocytosis,  aplastic  ane- 
mia, megaloblastic  anemia,  thrombopenia,  leukopenia, 
hemolytic  anemia,  purpura,  hypoprothrombinemia  and 
methemoglobinemia  Allergic  reactions  Erythema  multi- 
forme, Stevens-Johnson  syndrome,  generalized  skin 
eruptions,  epidermal  necrolysis,  urticaria,  serum  sickness, 
pruritus,  exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic  myocarditis. 
Gastrointestinal  reactions  Glossitis,  stomatitis,  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  pseudo- 
membranous colitis  and  pancreatitis.  CNS  reactions 
Headache,  peripheral  neuritis,  mental  depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo,  insomnia,  apathy,  fatigue,  muscle  weakness  and  nervousness  Miscel- 
laneous reactions  Drug  fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria,  periarteritis 
nodosa  and  L.E  phenomenon  Due  to  certain  chemical  similarities  to  some  goitrogens, 
diuretics  (acetazolamide,  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides  have 
caused  rare  instances  of  goiter  production,  diuresis  and  hypoglycemia  in  patients; 
cross-sensitivity  with  these  agents  may  exist.  In  rats,  long-term  therapy  with  sulfon- 
amides has  produced  thyroid  malignancies 

Dosage:  Not  recommended  for  infants  less  than  two  months  of  age. 

URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND 
ACUTE  OTITIS  MEDIA  IN  CHILDREN 


in  shigellosis. 

faster  relief  of 
diarrhea  than  with 
ampicillin2 


Adults  Usual  adult  dosage  for  urinary  tract  infections — 1 DS  tablet  (double  strength), 

2 tablets  (single  strength)  or  4 teasp.  (20  ml)  b i d for  10-14  days.  Use  identical  daily 
dosage  for  5 days  for  shigellosis 

Children:  Recommended  dosage  for  children  with  urinary  tract  infections  or  acute  otitis 
media — 8 mg/kg  trimethoprim  and  40  mg/kg  sulfamethoxazole  per  24  hours,  in  two 
divided  doses  for  10  days  Use  identical  daily  dosage  for  5 days  for  shigellosis 
For  patients  with  renal  impairment:  Use  recommended  dosage  regimen  when  creatinine 
clearance  is  above  30  ml/min  If  creatinine  clearance  is  between  15  and  30  ml/min,  use 
one-half  the  usual  regimen.  Bactrim  is  not  recommended  if  creatinine  clearance  is  below 
15  ml/min 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS 

Usual  adult  dosage.  1 DS  tablet  (double  strength).  2 tablets  (single  strength)  or  4 teasp 

(20  ml)  b i d for  14  days. 

PNEUMOCYSTIS  CARINII  PNEUMONITIS. 


Recommended  dosage:  20  mg/kg  trimethoprim  and  100  mg/kg  sulfamethoxazole  per  24 
hours  in  equal  doses  every  6 hours  for  14  days.  See  complete  product  information  for 
suggested  children’s  dosage  table 

Supplied:  Double  Strength  (DS)  tablets , each  containing  160  mg  trimethoprim  and 
800  mg  sulfamethoxazole,  bottles  of  100;  Tel-E-Dose®  packages  of  100;  Prescription  Paks 
of  20  and  28.  Tablets,  each  containing  80  mg  trimethoprim  and  400  mg  sulfameth 
oxazole — bottles  of  100  and  500;  Tel-E-Dose*  packages  of  100;  Prescription  Paks  of  40. 
Pediatric  Suspension,  containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teaspoonful  (5  ml);  cherry  flavored — bottles  of  100  ml  and  16  oz  (1  pint).  Suspension, 
containing  40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  teaspoonful  (5  ml); 
fruit-licorice  flavored — bottles  of  16  oz  (1  pint). 


/ X ROCHE  LABORATORIES 
< ROCHE  > Division  of  Hoffmann-La  Roche  Inc 
Nutley,  New  Jersey  07110 


Bactrim 


in  recurrent  urinary  tract  infections 


from  site  to  source 

Bactrim  continues  to  demonstrate  high  clinical  effec- 
tiveness in  recurrent  urinary  tract  infections.  Bactrim 
reaches  effective  levels  in  urine,  serum,  and  renal 
tissue1 . . .the  trimethoprim  component  diffuses  into 
vaginal  secretions  in  bactericidal  concentrations1... 
and  in  the  fecal  flora,  Bactrim  effectively  suppresses 
Enterobacteriaceae12  with  little  resulting  emergence 
of  resistant  organisms. 

1.  Rubin  RH,  Swartz  MN  N Engl  J Med  303  426-432,  Aug  21.  1980  2.  Data  on  file 
Medical  Department.  Hoffmann-La  Roche  Inc. 


Bactrim  DS 

160  mg  trimethoprim  and  800  mg  sulfamethoxazole 

DOUBLE  STRENGTH  ABLETS 
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18  1982 


maximizes  results  with  B.I.I).convenienc 


* due  to  susceptible  strains  of  indicated  organisms 


Please  see  previous  page  for  summary  of  product  information. 
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THE  PATIENT  THINKS 
HE  HAS  HEART  TROUBLE.. 
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U KNOW  ITS  REALLY 
X1ETY  SYMPTOMS 

Its  presenting  symptoms:  palpitations,  chest  pain, 
chronic  exhaustion  and  occasional  difficulties  in  breathing. 
Good  reason  for  concern.  A complete  workup  uncovers  no 
organic  dysfunction,  but  it  does  reveal  excessively  high 
levels  of  anxiety  and  apprehension. 

Fbr  rapid  relief  you  prescribe 
Valium  (diazepam/Roche) 

At  times  like  this,  Valium  (diazepam/Roche)  can  be  a 
potent  therapeutic  ally.  It  works  promptly.  Within  just  a few 
hours,  the  patient  begins  to  feel  calmer.  And  in  a few ‘days, 
anxiety  relief  not  only  becomes  more  pronounced  but  a 
noticeable  reduction  in  anxiety-generated  somatic  symp- 
toms also  occurs. 

Equally  important,  Valium  is  generally  well  tolerated. 
Side  reactions  more  serious  than  drowsiness,  ataxia  and 
fatigue  are  rare.  Patients  should,  of  course,  be  cautioned 
against  driving  or  drinking  alcohol  while  on  Valium  therapy. 
Periodic  reassessment  of  the  need  for  antianxiety  medica- 
tion should  also  be  performed. 

VAUUM: 

diazepam/Roche 


Please  see  summary  of  product  information  on  the  following  page. 


VALIUM ' (diazepam  /Roche ) 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Management  of  anxiety  disorders,  or  short- 
term relief  of  symptoms  of  anxiety.  Anxiety  or  tension 
associated  with  the  stress  of  everyday  life  usually  does 
not  require  treatment  with  an  anxiolytic.  Symptomatic 
relief  of  acute  agitation,  tremor,  delirium  tremens  and 
hallucinosis  due  to  acute  alcohol  withdrawal,  ad- 
junctively  in  skeletal  muscle  spasm  due  to  reflex  spasm 
to  local  pathology:  spasticity  caused  by  upper  motor 
neuron  disorders,  athetosis;  stiff-man  syndrome,  con- 
vulsive disorders  (not  for  sole  therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long- 
term use,  that  is,  more  than  4 months,  has  not  been 
assessed  by  systematic  clinical  studies  The  physician 
should  periodically  reassess  the  usefulness  of  the  drug 
for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age  Acute  narrow  angle 
glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 
Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete 
mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or 
severity  of  grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medication,  abrupt 
withdrawal  may  be  associated  with  temporary  increase 
in  frequency  and/or  severity  of  seizures.  Advise  against 
simultaneous  ingestion  of  alcohol  and  other  CNS  de- 
pressants Withdrawal  symptoms  similar  to  those  with 
barbiturates  and  alcohol  have  been  observed  with 
abrupt  discontinuation,  usually  limited  to  extended  use 
and  excessive  doses.  Infrequently,  milder  withdrawal 
symptoms  have  been  reported  following  abrupt  dis- 
continuation of  benzodiazepines  after  continuous 
use,  generally  at  higher  therapeutic  levels,  for  at  least 
several  months  After  extended  therapy,  gradually  taper 
dosage.  Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk 
of  congenital  malformations  as  suggested  in 
several  studies.  Consider  possibility  of  preg- 
nancy when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to 
or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of 
agents  employed;  drugs  such  as  phenothiazines.  nar- 
cotics, barbiturates,  MAO  inhibitors  and  other  antide- 
pressants may  potentiate  its  action.  Usual  precautions 
indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe 
usual  precautions  in  impaired  renal  or  hepatic  function. 
Limit  dosage  to  smallest  effective  amount  in  elderly 
and  debilitated  to  preclude  ataxia  or  oversedation 
The  clearance  of  Valium  and  certain  other  benzodiaz- 
epines can  be  delayed  in  association  with  Tagamet 
(cimetidine)  administration.  The  clinical  significance 
of  this  is  unclear. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion. changes  in  libido,  nausea,  fatigue,  depression, 
dysarthria,  jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in  salivation,  slurred 
speech,  tremor,  vertigo,  urinary  retention,  blurred  vision. 
Paradoxical  reactions  such  as  acute  hyperexcited 
states,  anxiety,  hallucinations,  increased  muscle  spas- 
ticity, insomnia,  rage,  sleep  disturbances,  stimulation 
have  been  reported,  should  these  occur,  discontinue 
drug  Isolated  reports  of  neutropenia,  jaundice;  periodic 
blood  counts  and  liver  function  tests  advisable  during 
long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults . Anxiety  disorders,  symptoms  of  anxiety.  2 to  10 
mg  b i d.  to  q.i.d.:  alcoholism,  10  mg  t.i  d.  or  q.i.d.  in 
first  24  hours,  then  5 mg  t. i d or  q i d as  needed, 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d 
or  q i d adjunctively  in  convulsive  disorders,  2 to  10  mg 
b i d.  to  q.i.d.  Geriatric  or  debilitated  patients  2 to  2VS 
mg,  1 or  2 times  daily  initially,  increasing  as  needed  and 
tolerated.  (See  Precautions.)  Children.  1 to  2V£  mg  t.i.d. 
or  q.i.d.  initially,  increasing  as  needed  and  tolerated  (not 
for  use  under  6 months). 

How  Supplied:  For  oral  administration.  Valium  scored 
tablets — 2 mg,  white;  5 mg.  yellow;  10  mg,  blue- 
bottles of  100'  and  500;'  Prescription  Paks  of  50. 
available  in  trays  of  10  * Tel-E-Dose®  packages  of  100, 
available  in  trays  of  4 reverse-numbered  boxes  of  25, t 
and  in  boxes  containing  10  strips  of  lO.t 

^Supplied  by  Roche  Products  Inc.,  Manati,  Puerto 
Rico  00701 

•/•Supplied  by  Roche  Laboratories,  Division  of 
Hoffmann-La  Roche  Inc.,  Nutley.  New  Jersey  07110 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the 
following  address:  Alan  D.  Forker,  M.D.,  5505  Ellendale  Road,  Lincoln, 
Nebraska  68510.  The  manuscript  should  be  typewritten,  double-spaced,  on 
8%  x 1 1 in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in 
the  right  upper  comer  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors'  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate  sheets 
of  8^  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations  should  be 
prepared  professionally  and  submitted  as  high-quality,  glossy,  unmounted 
black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send  original 
artwork.  Each  illustration  should  be  consecutively  numbered  and  cited  in 
the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the-Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 


NEBRASKA 


MEDICAL  ASSOCIATION 


115th  Annual  Session 


April  29  - May  2,  1983 


LINCOLN  HILTON  HOTEL 


Lincoln,  Nebraska 


ROCHE  PRODUCTS  INC. 
Manati,  Puerto  Rico  00701 


4-A  Nebraska  Medical  Journal  November  1982 


The  Nebraska  Medical  Journal 


NOVEMBER,  1982  VOL.  67,  NO.  11 


EDITOR  - 

ALAN  D.  FORKER,  M.D. 
5505  Ellendale  Road, 
Lincoln,  NE  68510 


EDITORIAL  — 

Nutritional  Assessment 


299 


Associate  Editors: 

Deepak  M.  Gangahar,  M.D,  Lincoln 
Charles  S.  Wilson,  M.D,  Lincoln 


Editorial  Board: 

John  F.  Aita,  M.D,  Omaha 
Rodney  S.  W.  Basler,  M.D,,  Lincoln 
Paul  E.  Collicott,  M.D  , Lincoln 
John  F.  Connolly,  M.D,  Omaha 
Douglass  A.  Decker,  Jr.,  M.D.,  Lincoln 
Donald  A.  Dynek,  M.D,  Lincoln 
Robert  E.  Ecklund,  M.D,  Omaha 
Wendell  Fairbanks,  M.D,  Alliance 
Robert  W.  Gillespie,  M.D,  Lincoln 
Robert  C.  Goodlm,  M.D,  Omaha 
Klemens  E.  Gustafson,  M.D,  Beatrice 
Bruce  D.  Gutnik,  M.D,  Omaha 
Roger  K.  Harned,  M.D,  Omaha 
Edward  A.  Holyoke,  M.D,  Ogallala 
Mark  R.  Hutchins,  M.D,  Lincoln 
Sushil  S.  Lacy,  M.D,  Lincoln 
Matilda  S.  Mclntire,  M.D,  Omaha 
Walter  J.  O'Donohue,  M.D,  Omaha 
Jerald  R.  Schenken,  M.D,  Omaha 
Harlan  C.  Shriner,  Jr,  M.D,  Lincoln 
Patricia  Cole  Stivrins.  M D,  Lincoln 
William  M.  Vosik,  M.D,  Kearney 
Arthur  L.  Weaver,  M.D,  Lincoln 


SUBSCRIPTION  RATE 

$15.00  Per  Year  U.S. 

$15.00  Per  Year  Foreign  Country 
Single  Copies  $1.00  Each 


ORIGINAL  ARTICLES  — 

Nutritional  Assessment:  Predictive  Value 300 

Scott  G.  Rose,  M.D. 

Vicky  Phlebin,  M.D. 

F.  William  Karrer,  M.D. 

B.  J.  Moor,  M.D. 


Coronary  Artery  Spasm:  Update  1982 304 

David  G.  Meyers,  M.D. 

Adult  Somnambulism:  Two  Treatment  Approaches 309 

Bruce  D.  Gutnik,  M.D. 

William  H.  Reid,  M.D.,  M.P.H. 


Severe  Interstitial  Pneumonitis  Due  to 

Influenza  A/Bangkok/I/79 313 

Mehmet  Y.  Dincsoy,  M.D. 

Sinh  Dang,  M.D. 

Michael  K.  O’Hara,  Ph.D. 


PERINATAL  PAGE  — 

Alternate  Birth  Centers 316 

Editor:  Dr.  Robt.  Goodlin 


Address  all  correspondence  relating  to 
subscriptions,  advertising  or  address 
changes  to  Mr.  Ken  Neff,  Business 
Manager,  1512  First  National  Bank 
Building,  Lincoln,  Nebraska  68508 
Phone:  (402)  474-4472. 

• 


Copyright  1982  Nebraska  Medical  Asso- 
ciation. Information  concerning  reprints  of 
the  articles  in  this  Journal  and  concerning 
obtaining  permission  for  the  reproduction 
of  any  portion  of  this  Journal  may  be 
obtained  from  the  Editor. 

Published  monthly  and  Second-Class 
Postage  paid  at  Lincoln.  Nebraska  and  at 
additional  mailing  offices.  (ISSN  0091- 
6730) 


LETTER  TO  THE  EDITOR  — 

1 Radiation  Treatment  of  Prostatic  Carcinoma 317 


FEATURES  — 

President’s  Page 319 

Coming  Meetings 320 

In  Memoriam 321 


Charles  F.  Brannen,  M.D. 


November  1982  Nebraska  Medical  Journal  5-A 


PLAN  TO  ATTEND 

1983  ANNUAL  SESSION 
NEBRASKA  MEDICAL  ASSOCIATION 


The  following  organizations  are  participating  in  program  development: 


Lincoln  Area  Heart  Association 

Missouri  Valley  Dermatologic  Society 

Nebraska  Academy  of  Family  Physicians 

Nebraska  Academy  of  Neurologists  & Neurosurgeons 

Nebraska  Academy  of  Ophthalmology 

Nebraska  Academy  of  Otolaryngology 

Nebraska  Affiliate  — American  Heart  Association 

Nebraska  Allergy  Society 

Nebraska  Association  of  Nuclear  Physicians 

Nebraska  Association  of  Pathologists 

Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Nebraska  Chapter,  American  College  of  Physicians 
Nebraska  Chapter,  American  College  of  Surgeons 
Nebraska  Medical  Association  Physicians'  Advocacy  Committee 
Nebraska  Pediatric  Society 
Nebraska  Perinatal  Organization 
Nebraska  Psychiatric  Society 
Nebraska  Radiological  Society 
Nebraska  Society  of  Anesthesiologists 
Nebraska  Society  of  Internal  Medicine 
Nebraska  State  Obstetric  & Gynecology  Society 
Nebraska  Thoracic  Society 


1C 


APRIL  29  thru  MAY  2 
THE  LINCOLN  HILTON 


ORGANIZATIONS,  NATIONAL 

American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 
American  Society  of  Clinical  Pathologists 
Meryl  H.  Haber,  M.D.,  Exec.  Vice  President 
2100  W.  Harrison  St.,  Chicago.  IL  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Vice  President 
1101  Vermont  N.W.,  Ste.  500,  Washington.  D.C.  20005 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
340  Peachtree  Rd.,  NE,  Ste.  1101,  Atlanta,  GA  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
3524  Leavenworth,  Omaha,  NE  68105 
National  Rehabilitation  Assocation 

633  S.  Washington  St..  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
Milton  Elkin,  M.D. 

Oak  Brook  Regency  Towers,  1415  W.  22nd  St. 

Ste.  1150,  Oak  Brook,  IL  60521 
South  Central  Section  of  the  American 
Urological  Association,  Inc. 

Henry  Kammandel,  M.D.,  President 
8300  Dodge  St..  Ste.  407,  Omaha,  NE  68114 
American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 


American  Academy  of  Pediatrics 

M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physicians  Assistants 
Peter  D.  Rosenstein,  Executive  Director 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  VA  22202 

American  College  of  Emergency  Physicians 

Colin  C.  Rorrie,  Jr.,  Ph.D.,  Exec.  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
213  W.  Institute  Place,  Ste.  412,  Chicago,  IL  60610 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
600  Maryland  Avenue,  SW,  Ste.  300  E, 

Washington,  DC  20024 
American  College  of  Physicians 
Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 

Rue  W.  Harris,  Ed.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago.  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 
American  Hospital  Association 

Mr.  J.  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Assocation 

James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 


6-A  Nebraska  Medical  Journal  November  1982 


A1  *■» 


RU-TUSJ 

Dispel  the  Clouds  of  Fall  anc 


ru-tuss 

TABLETS 


Each  prolonged  action  tablet  contains:  Phenylephrine  Hydrochloride  25  mg 

• Phenylpropanolamine  Hydrochloride  50  mg  • Chlorpheniramine  Maleate  8 mg 

• Hyoscyamine  Sulfate  0.19  mg  • Atropine  Sulfate  0.04  • Scopolamine 
Hydrobromide  0.01  mg  • Each  Ru-Tuss  tablet  acts  continuously  for  10  to  12  hours. 


Symptomatic  Relief 
of  Sneezing  and 
Nasal  Congestion 

Comprehensive  decongesting,  antihistaminic 
and  anti -secretory  reliever  for  patients  with 
nasal,  sinus  and  other  upper  respiratory 
irritation. 

• Eases  breathing  • Reduces  sneezing 

• Reduces  tearing  • Dries  the  drip 
One  tablet  b.i.d.  gives  round-the-clock 
relief  to  adults  and  older  children 

(12  years  and  over). 


ELI  EVERS 

Vinter  Respiratory  Discomfort 


RU-TUSS 

EXPECTORANT 


Each  fluid  ounce  contains:  Codeine  Phosphate  65  8 mg  • (WARNING:  MAY  BE 
HABIT  FORMING)  Phenylephrine  Hydrochloride  30  mg  • Phenylpropanolamine 
Hydrochloride  20  mg  • Pheniramine  Maleate  20  mg  • Pyrilamine 
Maleate  20  mg  • Ammonium  Chloride  200  mg  • Alcohol  5% 

Symptomatic  Relief  of 
Coughing  with  Nasal 
and  Bronchial 
Decongestion 

Full  range  symptom-reliever  for  patients 
with  air  way  congestion  in  the  upper 
chest  as  well  as  the  nose  and  throat. 
• Blocks  the  cough  • Loosens  mucus 
• Reduces  sneezing  • Eases  breathing 
• Tasty,  so  it's  easy  to  take 


t 


To  Relieve  the  Symptoms 
of  Winter  Weather  Upper  Respiratory  Distres 

RIHUSS/RU-TUSS 

TABLETS  EXPECTORANT 


RU-TUSS®  RU-TUSS® 


Tablets 

DESCRIPTION 

Each  prolonged  action  tablet  contains: 


Phenylephrine  Hydrochloride 

25  mg 

Phenylpropanolamine  Hydrochloride 

50  mg 

Chlorpheniramine  Maleate 

8 mg 

Hyoscyamine  Sulfate 

019  mg 

Atropine  Sulfate 

0 04  mg 

Scopolamine  Hydrobromide 

0.01  mg 

Ru-luss  tablets  act  continuously  for  1 0 to  1 2 hours. 

Ru-Tuss  Tablets  are  an  oral  antihistaminic.  nasal  decongestant  and  anti-secretory 
preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory  tract  tissues  Phenylephrine  and  phenyl- 
propanolamine combine  to  exert  a vasoconstrictive  and  decongestive  action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  drip 
and  sneezing  which  may  be  associated  with  an  allergic-like  response  The  belladonna 
alkaloids,  hyoscyamine.  atropine  and  scopolamine  further  augment  the  anti-secretory 
activity  of  Ru-Tuss  Tablets 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines  or  sympathomimetics.  Ru-Tuss 
Tablets  are  contraindicated  in  children  under  12  years  of  age  and  in  patients  with 
glaucoma,  bronchial  asthma  and  women  who  are  pregnant  Concomitant  use  of  MAO 
inhibitors  is  contraindicated 

WARNINGS  Ru-Tuss  Tablets  may  cause  drowsiness.  Patients  should  be  warned  of  the 
possible  additive  effects  caused  by  taking  antihistamines  with  alcohol,  hypnotics,  seda- 
tives or  tranquilizers. 

PRECAUTIONS  Ru-Tuss  Tablets  contain  belladonna  alkaloids,  and  must  be  administered 
with  care  to  those  patients  with  glaucoma,  or  urinary  bladder  neck  obstruction.  Caution 
should  be  exercised  when  Ru-Tuss  Tablets  are  given  to  patients  with  hypertension,  cardiac 
or  peripheral  vascular  disease  or  hyperthyroidism  Patients  should  avoid  driving  a motor 
vehicle  or  operating  dangerous  machinery  (See  Warnings) 

OVERDOSAGE  Since  the  action  of  sustained  release  products  may  continue  for  as  long  as 
12  hours,  treatment  of  overdoses  directed  at  reversing  the  effects  of  the  drug  and 
supporting  the  patient  should  be  maintained  for  at  least  that  length  of  time  Saline 
cathartics  are  useful  for  hastening  evacuation  of  unreleased  medication.  In  children  and 
infants,  antihistamine  overdosage  may  produce  convulsions  and  death 
ADVERSE  REACTIONS  Hypersensitivity  reactions  such  as  rash,  urticaria,  leukopenia, 
agranulocytosis,  and  thrombocytopenia  may  occur.  Other  adverse  reactions  to  Ru-Tuss 
Tablets  may  be  drowsiness,  lassitude,  giddiness,  dryness  of  the  mucous  membranes,  tight- 
ness of  the  chest,  thickening  of  bronchial  secretions,  urinary  frequency  and  dysuria. 
palpitation,  tachycardia,  hypotension  hypertension,  faintness,  dizziness,  tinnitus',  head- 
ache. incoordination,  visual  disturbances,  mydriasis,  xerotomia,  blurred  vision,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation,  epigastric  distress,  hyperirritability,  nervousness, 
dizziness  and  insomnia  Large  overdoses  may  cause  tachypnea,  delirium,  fever,  stupor, 
coma  and  respiratory  failure 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  over  12  years  of  age.  one  tablet 
morning  and  evening  Not  recommended  for  children  under  12  years  of  age  Tablets  are 
to  be  swallowed  whole 

HOW  SUPPLIED: 

Bottles  of  1 00  Tablets  NDC  0524-0058-01 

Bottles  of  500  Tablets  NDC  0524-0058-05 

Federal  law  prohibits  dispensing  without  prescription 

DISTRIBUTED  BY:  MANUFACTURED  BY: 

Boots  Pharmaceuticals.  Inc  Vitarine  Company,  Inc 

Shreveport,  Louisiana  71106  Springfield  Gardens,  New  Ntork  1 1413 


Expectorant 

DESCRIPTION 

Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains 

Codeine  Phosphate  65.8 

(WARNING:  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride  30 

Phenylpropanolamine  Hydrochloride  20 

Pheniramine  Maleate  20 

Pyrilamine  Maleate  20 

Ammonium  Chloride  200 

Alcohol 


Ru-Tuss  Expectorant  is  an  oral  antitussive.  antihistaminic.  nasal  decongestant  and  exp 
torant  preparation. 

INDICATIONS  AND  USAGE  Ru-Tuss  Expectorant  is  indicated  for  symptomatic  relief  of  up 
respiratory  congestion  associated  with  pharyngitis,  tracheitis,  bronchitis,  and  allergic  ( 
tis  Also,  for  the  temporary  relief  of  symptoms  associated  with  hay  fevec  allergies,  m 
congestion  and  cough  due  to  the  common  cold 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines.  Concomitant  use  of  an  < 
hypertensive  or  antidepressant  drug  containing  a monoamine  oxidase  inhibitc 
contraindicated 

Ru-Tuss  Expectorant  is  contraindicated  in  patients  with  glaucoma,  bronchial  asthma  i 
in  women  who  are  pregnant 

WARNINGS  Ru-Tuss  Expectorant  contains  codeine  phosphate,  therefore,  the  patient  sly 
be  warned  of  the  potential  that  this  drug  may  be  habit  forming.  Ru-Tuss  Expectorant  i 
cause  drowsiness  Patients  should  be  warned  of  the  possible  additive  effect  causec 
taking  antihistamines  with  alcohol,  hypnotics,  sedatives  and  tranquilizers 
PRECAUTIONS  Patients  taking  Ru-Tuss  Expectorant  should  avoid  driving  a motor  vehicl 
operating  dangerous  machinery  (See  Warnings).  Caution  should  be  taken  with  pat« 
having  hypertension,  diabetes,  hyperthyroidism  and  cardiovascular  disease 
Caution  should  also  be  used  in  patients  with  pulmonary,  hepatic  or  renal  insufficienp 
ADVERSE  REACTIONS  Ru-Tuss  Expectorant  may  cause  drowsiness,  lassitude,  giddin 
dryness  of  mucous  membranes,  tightness  of  the  chest,  thickening  of  bronchial  secreti 
urinary  frequency  and  dysuria.  palpitation,  tachycardia,  hypotension  hypertension,  ft 
hess.  dizziness,  tinnitus,  headache,  incoordination,  visual  disturbances,  mydriasis,  xi 
stomia.  blurred  vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipation,  epigastric 
tress,  hyperirritability,  nervousness,  and  insomnia  Overdoses  may  cause  restlessn 
excitation,  delirium,  tremors,  euphoria,  metabolic  acidosis,  stupor,  tachycardia  and  e 
convulsions 

DOSAGE  AND  ADMINISTRATION  Adults:  1 or  2 teaspoonfuls,  orally,  every  4 hours,  nc 
exceed  10  teaspoonfuls  in  any  24-hour  period 
Children  6 to  12  years  of  age  ; the  adult  dose,  not  to  exceed  6 teaspoonfuls  in 
24-hour  period.  Children  2 to  6 years  of  age  /2  teaspoanful  every  4 hours,  not 
exceed  3 teaspoonfuls  in  any  24-hour  period.  Children  under  2 years  of  age  Use 
directed  by  a physician 
HOW  SUPPLIED:  (16  fl  oz ) 

Pint  Bottles  NDC  0524-101C 

Federal  law  prohibits  dispensing  without  prescription. 


MANUFACTURED  AND  DISTRIBUTED  BY: 

Boots  Pharmaceuticals.  Inc. 
Shreveport,  Louisiana  71106 


Boots  Pharmaceuticals,  Inc. 

Shreveport.  Louisiana  71106 

Pioneers  in  medicine  for  the  family 
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Nebraska  State  Obstetric  & Gynecologic  Society 

29th  Annual  Post-Graduate  Session 
December  2-5,  1982 

MGM  GRAND  HOTEL 

Las  Vegas,  Nevada 

Registration  $175.00:  includes;  Late  Show,  Wine  & Cheese  Party, 

Coffees  - Lunch,  (spouses  included) 

DENNIS  D.  BEAVERS,  M.D.,  Secy.  BON  VOYAGE  - TRAVEL 

720  N.  87th  St.  3015  N.  90th 

Omaha,  NE  68114  Omaha,  NE  68134 

(402)  571-0995 

N.O.G.S.  Auxiliary  — Scientific  Meetings,  Business  Meeting, 
Luncheon  and  Fashion  Show  to  be  held  in  conjunction 
with  the  above. 


COUNCILOR  DISTRICTS 
AND  COUNTIES 

First  District:  Councilor:  Stanley  M. 
Truhlsen,  Omaha.  Counties:  Douglas, 
Sarpy. 

Second  District:  Councilor:  L.  D.  Cherry, 
Lincoln.  Counties:  Cass,  Lancaster, 
Otoe. 

Third  District:  Councilor:  Myron  E 
Samuelson,  Wymore.  Counties:  Gage, 
Johnson,  Nemaha,  Pawnee,  Richard- 
son. 

Fourth  District:  Councilor:  L J.  Chadek, 
West  Point.  Counties:  Antelope,  Cedar, 
Cuming,  Dakota,  Dixon,  Knox,  Madi- 
son, Pierce,  Stanton,  Thurston, 
Wayne. 

Fifth  District:  Councilor:  William 

Chleborad,  M.D.,  Fremont.  Counties: 
Boone,  Burt,  Colfax,  Dodge,  Merrick, 
Nance,  Platte,  Washington. 

Sixth  District:  Councilor:  Robert  Herpol- 
sheimer,  M.D.,  Seward.  Counties:  But- 
ler, Hamilton,  Polk,  Saunders,  Seward, 
York. 

Seventh  District:  Councilor:  Robert 

Quick,  M.D.,  Crete.  Counties:  C^ay,  Fill- 
more, Jefferson,  Nuckolls,  Saline, 
Thayer. 

Eighth  District:  Councilor:  Thomas  H 
Wallace,  Gordon.  Counties:  Bovd, 

Brown,  Cherry,  Holt,  Keyapaha.  Rock. 
Sheridan. 

Ninth  District:  Councilor:  Warren  G. 
Bosley,  Grand  Island.  Counties:  Blaine. 
Buffalo,  Custer,  Dawson,  Garfield, 
Grant,  Greeley,  Hall,  Hooker,  Howard, 
Loup,  Sherman,  Thomas,  Valley, 
Wheeler 

Tenth  District.  Councilor  Richard  A.  Cot- 
tingham,  McCook.  Counties:  Adams, 
Chase,  Dundy,  Franklin,  Frontier, 
Furnas,  Gosper,  Harlan,  Hayes,  Hitch- 
cock. Kearney,  Phelps,  Red  Willow, 
Webster 

Eleventh  District:  Councilor  R E. 

Donaldson,  North  Platte  Counties: 
Arthur,  Deuel,  Garden,  Keith,  Lincoln, 
Logan.  McPherson,  Perkins. 

Twelfth  District:  Councilor:  R.  G.  Heasty, 
Scottsbluff  Counties:  Banner,  Box 

Butte,  Cheyenne,  Dawes,  Kimball, 
MorriM,  Scotts  Bluff,  Sioux. 


NEBRASKA  MEDICAL  ASSOCIATION 
Councilor  Districts  and  Component  County  Medical  Societies 
COMPONENT  COUNTY  MEDICAL  SOCIETIES 


COUNTY 


PRESIDENT 


SECRETARY-TREASURER 


Adams George  Osborne,  Hastings Tom  Tonniges,  Hastings 

Antelope-Pierce Robert  E.  Kopp,  Plainview David  Johnson,  Osmond 

Boone Audrey  Paulman,  Albion Paul  Paulman,  Spalding 

Box  Butte  Gary  Vandewege,  Alliance Wendell  Fairbanks,  Alliance 

Buffalo William  W.  Lyons,  III,  Kearney  . . . Mark  H.  Meyer,  Kearney 


Butler 

Cass 

Cheyenne-Kimball-Deuel . 

Cuming 

Custer 

Dawson 

Dodge  

Five  

Four 

Gage 

Hall 

Hamilton 

Holt  & Northwest 


Lawrence  Rudolph,  David  City Victor  J.  Thoendel,  David  City 

R.  J.  Dietz,  Plattsmouth Glen  D.  Knosp,  Elmwood 

A.  H.  Shamberg,  Kimball Chris  Bitner,  Sidney 

Eugene  Sucha,  West  Point L.  J.  Chadek,  West  Point 

Loren  Jacobsen,  Broken  Bow N.  Leon  Books,  Broken  Bow 

Larry  Wilson,  Gothenburg Mark  Jones.  Lexington 

Martin  F.  Sears,  Fremont Wm.  B.  Eaton,  Fremont 

Henry  J.  Billerbeck,  Randolph Robert  B Benthack,  Wayne 

R.  S.  Cram,  Burwell Ben  R.  Meckel.  Burwell 

Patrick  C.  Gillespie,  Beatrice Klemens  E.  Gustafson,  Beatrice 

S.  K.  Woodman,  Grand  Island Gordon  D Francis,  Grand  Island 

John  C.  Wilcox,  Aurora Kenneth  R.  Treptow,  Aurora 


Jefferson  Gordon  Johnson,  Fairbury R.  A.  Blitz,  Fairbury 

Knox  D.  M.  Laflan,  Creighton D.  J.  Nagengast,  Bloomfield 

Lancaster  J.  T.  McGreer,  III,  Lincoln Paul  Collicott.  Lincola 

Lincoln  Mark  Sorensen,  North  Platte Gerald  Rounsborg,  North  Platte 

Madison  Joseph  David,  Jr.,  Norfolk Charles  Hinkel,  Norfolk 

Metropolitan  Omaha  John  R.  Mitchell,  Omaha John  F.  Fitzgibbons,  Omaha 

Northeast  D.  J.  Nagengast,  Bloomfield G.  Tom  Surber,  Norfolk 

Northwest  A.  J.  Alderman,  Chadron R.  H.  Rasmussen,  Chadron 

Otoe  C.  R.  Williams.  Syracuse Paul  R.  Madison,  Nebraska  City 

Perkins-Chase  Bryce  Shopp,  Imperial Clifford  Colglazier,  Grant 

Platte-Loup  Valley  Warren  R.  Miller,  Columbus Ronald  Klutman,  Columbus 

Saline  Walter  E.  Gardner,  Crete Walter  E.  Gardner,  Crete 

Sarpy  Richard  Tempero,  Papillion William  R.  Marsh,  Papillion 

Saunders  John  E.  Hansen,  Jr.,  Wahoo Robert  E.  Morris,  Wahoo 

Scotts  Bluff  Robert  Calkins,  Scottsbluff David  Imes,  Gering 

Seward  Robert  Jacobs,  Seward William  Bailey,  Seward 

South  Central  Carrol  Verhage,  Geneva  Chas.  F.  Ashby,  Geneva 

Southeast  Nebr 

Southwest  Nebr Elizabeth  D.  Edwards,  McCook  ...  David  A.  Allerheiligen,  McCook 

Washington-Burt  Richard  Gentry,  Blair Hans  Rath,  Omaha 

York James  D.  Bell,  York B.  N.  Greenberg,  York 


ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  VV.  McClure,  Exec.  Vice  President 
8502  West  Center  Rd.,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  Executive  Director 
7377  Pacific  St,  Oak  Park  Plaza,  Ste.  216.  Omaha  68114 
.American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  St.,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
American  Red  Cross 
P.O.  Box  83267 
1701  “E”  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Ellen  Wright,  Exec.  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Fr.  James  Hoff,  S.J.,  Acting  Dean 
California  at  24th  Street,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Exec.  Director 
5017  Leavenworth  St.,  Omaha  68106 
Dairy  Council  of  Central  States,  Inc. 

Ste.  13,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
6th  Floor,  State  Capitol  Bldg.,  Lincoln  68509 
Kenneth  P.  Wall,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Bldg.,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 
3624  Leavenworth,  Omaha  68105 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
4600  Valley  Road,  Lincoln  68510 
Nebraska  Academy  of  Child  Psychiatry 
George  J.  Lytton,  M.D.,  President 
Regional  Center,  Hastings  68901 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D.,  Dept,  of  Neurology 
601  North  30th  Street,  Omaha  68131 
Nebraska  Academy  of  Ophthalmology 
Howard  A.  Dinsdale,  M.D.,  President 
600  North  Cotner,  Lincoln  68505 
Nebraska  Academy  of  Otolaryngology 
F.  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 

Nebraska  Association  of  Home  & Community  Health  Agencies 

Sandra  Klocke,  President 

Craft  State  Office  Bldg.,  200  S.  Silber,  North  Platte  69101 
Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Merton  A.  Quaife,  M.D.,  Secretary-Treasurer 
Division  of  Nuclear  Medicine,  UNMC 
42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D.,  Secretary-Treasurer,  N.A.P. 

8303  Dodge  Street,  Omaha  68114 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 

K.  Kon  Arrasmith,  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G Hansen,  Executive  Secretary 
10840  Old  Mill  Rd.,  Ste.  5,  Omaha  68154 
Nebraska  Chapter  — American  College  of  Pediatrics 
Dale  Ebers,  M.D.,  Chairman 
4701  Normal  Blvd..  Lincoln  68506 


Nebraska  Chapter  — American  College  of  Physicians 

Bowen  E.  Taylor,  M.D.,  F.A.C.P.,  Governor 
Box  81009,  Lincoln  68501 

Nebraska  Chapter  — American  College  of  Surgeons 

John  W.  Smith,  M.D.,  President 

8300  Dodge  St,  #124,  Omaha  68114 

Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St..  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg..  Lincoln  68508 
Nebraska  Dietetic  Association 

Shirley  Johnston,  R.D.,  President 

Mary  Lanning  Hospital,  715  N.  St.  Joseph  St.,  Hastings  68901 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “0”  St.,  Suite  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Stuart  Mount,  President 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Ellen  McGovern.  President 

Methodist  Hospital,  8300  Dodge  St.,  Omaha  68114 
NEBRASKA  MASTER  POISON  CONTROL  CENTER 

8301  Dodge  St.,  Omaha  68114 
(402)  390-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E.  Neff,  Executive  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson.  M.D.,  Secretary 

Embassy  Plaza,  #290,  90th  & W’est  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
No.  322,  2446  Nye  Ave.,  Fremont  68025 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
T.  Bulent  Tunakan,  M.D.,  President 
8504  Cass  Street,  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D..  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
John  Miner,  R.S..  President,  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

Roger  K Harned,  M.D.,  President 
Dept,  of  Radiology,  UNMC,  Omaha  68105 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D.,  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
Jerry  D.  Edelman,  M.D. 

UNMC,  42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Society  of  Internal  Medicine 
Monte  M.  Scott,  President 
120  Wedgewood  Dr.,  Ste.  A.  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
Ken  Drapei,  RRT,  President 

Southeast  Community  College,  8800  “O”  Street,  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  North  87th  St.,  Omaha  68114 
Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 
Chris  Graff,  LPN 
5608  S.  38th  St.,  Lincoln  68516 
Nebraska  Urological  Association 

Charles  F.  Damico,  M.D.,  President 
604  W\  6th,  Hastings  68901 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St.,  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St.,  #210-A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Carole  Boles,  Executive  Director 
4600  Valley  Road,  Suite  D,  Lincoln  68510 
University  of  Nebraska  Medical  Center 

James  V.  Griesen,  Ph.D.,  Interim  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 
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Everyone’s  talking 
about  helping  patients 
understand  their 
prescription  medication. . . 


ROCHE 

ME 

MEDICATION 

EDUCATION 


with  your  help, 

Roche  has  been  doing 
something  about  it 

WHAT  IF 

Roche  Laboratories  followed  up  the  production  and  free 
distribution  of  24  million  copies  of  the  Medication  Education 
WHAT  IF  Book  to  patients  via  physicians,  pharmacists  and 
other  health  care  professionals  with  a new  series  of  booklets 
on  important  classes  of  medicines.  The  new  booklets  can 
be  used  with  your  patients  to  supplement  your  directions  on 

HOWTO 

• Use  these  classes  of  medicines  appropriately 

• Ensure  maximum  benefits  from  their  proper  use 

• Avoid  risks  that  can  follow  their  misuse 


Check  below  for  free  supply  of  booklets  desired;  complete  coupon 
and  mail  to  Professional  Services  Department.  Roche  Laboratories, 
Division  of  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey  07110. 


THE 

WHAT 

IF 

BOOK 


on 

Using 

Medication 

Correctly 


□ 


THE 

HOW 

TO 

BOOK 


on 

Sleep 

Medication 


THE 

HOW 

TO 

BOOK 


on 

Antibacterial 

Medication 


THE 

HOW 

TO 

BOOK 


on 

Diuretic 

Medication 


HOW 

TO 

BOOK 


THE 

HOW 

TO 

BOOK 


on 

Tranquilizer 

Medication 


□ 


□ 


□ 


□ 


□ 


Roche  Laboratories 

Division  of  Hoffmann-LaRoehe  Inc. 

Nutley,  New  Jersey  07110 


NAME 


STREET  ADDRESS 
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PRINTED  IN  U.S. A. 


MADONNA  REHABILITATION  HOSPITAL 

Lincoln,  Nebraska 


A hospital-licensed  and 
CARF-accredited  physical 
medicine  and  rehabilitation 
facility  using  a multidisci- 
plinary approach  for  patients 
suffering  from  severe  dis- 
abilities caused  by: 

STROKE 
BRAIN  TRAUMA 
ARTHRITIS  • 

MULTIPLE  ORTHOPEDIC  PROBLEMS 


Complete  departments:  Medicine— neurologist  is  medical  director;  Rehabilitation— full  time  coordinator;  Physical 
Therapy— 19  staff;  Psychology— 2 full  time;  Rehabilitative  Nursing,  Dietary— licensed  dietitian;  Speech  Pathology 
and  Audiology— 7 staff;  Occupational  Therapy— staff  of  9;Social  Services— staff  of  4;  Pastoral  Care,  Therapeutic 
Recreation— staff  of  4;  Patient  and  Family  Education  Clinical  Pharmacy— staff  of  3. 


MADONNA  PROFESSIONAL  CARE  CENTER 

2200  South  52nd  Street  • Lincoln,  Nebraska  68506  • 402/489-7102 


WashingtoNotes 


President  Reagan  won  a stunning  victory 
with  the  Congressional  passage  of  a tax- 
increase,  spending-cut  bill  in  late  August.  The 
House  vote  was  226-207;  the  Senate  vote,  52- 
47. 

The  bill  — Tax  Equity  and  Fiscal  Respon- 
sibility Act  of  1982  — is  projected  to  raise 
government  revenues  by  $98.3  billion  over  the 
next  three  fiscal  years,  including  $18.3  billion 
in  fiscal  year  1983.  The  legislation  also 
includes  spending  cuts  in  Medicare  (12.8 
billion  over  three  years)  and  Medicaid  (1.4 
billion  over  three  years). 

The  support  of  House  Democrats  proved 
essential  to  the  bill’s  passage;  only  103  of  the 
192  House  Republicans  voted  for  the  bill.  The 
Senate  vote  was  split  largely  along  party  lines 
with  nine  Democrats  and  43  Republicans 
supporting  the  measure. 

Numerous  earlier  provisions  of  the  Senate 
and  the  House  were  not  accepted  by  the 
Conference  committee.  One  such  provision 


that  ended  up  on  the  cutting-room  floor  was  a 
proposal  that  would  have  placed  a limitation 
on  the  annual  increase  in  physician  fees 
through  limits  on  the  Economic  Index. 

The  complex  bill  evolved  from  marathon 
sessions,  some  lasting  until  dawn,  of  a House- 
Senate  conference  committee.  Few  pieces  of 
legislation  have  stirred  more  interest  and 
controversy.  The  ten- day-long  conference  was 
attended  day-and-night  by  more  interested 
people  than  any  “old  timer”  can  recall. 

American  Medical  Association  lobbyists 
covered  the  marathon  sessions  in  relays,  “ — 
there  was  never  a minute  an  AMA  representa- 
tive was  not  on  hand.”  In  addition,  senior  AMA 
Chicago  and  Washington  staff  were  constantly 
on  call  to  determine  the  relative^  emphasis  of 
different  Association  policies  so  that  the 
lobbyists  on  the  Hill  at  all  times  were  clearly 
informed  by  “beepers”  of  AMA  policy  priori- 
ties. 

(Continued  on  page  21  A) 
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Good  mornings 
start  with  restful  nights. 


Dalmane  (flurazepam  HCI/Roche) 

patients  fall  asleep  faster, 
sleep  longer  and  seldom  awaken 
with  morning  hangover. 

Feeling  well  rested  in  the  morning  usually  means 
having  slept  well  the  night  before.  And  for  insomniac 
patients  receiving  hypnotic  therapy,  a good  morning  also 
means  awakening  with  few  side  effects  from  their  medica- 
tion. Many  physicians  choose  Dalmane  for  their  patients 
who  suffer  from  insomnia  for  this  very  reason. 

Aside  from  enabling  patients  to  fall  asleep  more 
quickly  and  sleep  longer,  Dalmane  seldom  causes  morning 
hangover.  Most  Dalmane  patients  feel  alert  and  refreshed 
when  they  awaken.  In  53  paired-night  clinical  studies 
comparing  Dalmane  and  placebo  in  2010  insomniac 
patients  with  a variety  of  secondary  diagnoses,  most 
Dalmane  patients  awakened  more  alert  and  refreshed,  and 
less  groggy'  and  drowsy,  than  on  nights  when  they  had 
taken  only  placebo.1  In  a double-blind  crossover  study  of 


42  patients  in  private  practice,  approximately  three  times 
as  many  patients  reported  feeling  refreshed  and  alert  upoi 
awakening  after  a night  on  Dalmane  (flurazepam/Roche^ 
compared  to  placebo  nights.2  This  difference  was  highly 
significant  (p< 0.001).  And  a retrospective  study  of  25^ 
hospitalized  patients  who  received  Dalmane  revealed  onl' 
a 3.1%  incidence  of  side  effects.3 

While  residual  effects  from  Dalmane  therapy  are 
infrequent,  patients  should  be  cautioned  about  drinking 
alcohol,  driving  or  operating  hazardous  machinery  after 
ingesting  the  drug. 

Efficacy  and  safety  in  a broad 
range  of  patient  types. 

Over  2000  clinical  trials  involving  more  than 
10.000  patients  have  shown  that  Dalmane  patients  fall 
asleep  sooner,  sleep  longer  and  experience  fewer  nocturn 
awakenings.4  The  safety  and  efficacy  of  Dalmane  have 
been  demonstrated  in  medical  and  surgical  hospitalized 
patients,  in  patients  seen  in  office  practice  and  in  elderly 
patients.5  8 Since  the  risk  of  oversedation,  dizziness,  confi 


Copyright  © 1982  by  Roche  Products  Inc.  All  rights  reserved. 


sion  and/or  ataxia  increases  with  larger  doses  in  the  elder- 
ly, it  is  recommended  that  the  dosage  be  limited  to  15  mg. 

Moreover,  the  efficacy  and  safety  of  Dalmane  for  the 
treatment  of  insomnia  have  been  demonstrated  in  thou- 
sands of  patients  with  a variety  of  primary  medical  condi- 
tions, including  cardiovascular,  neuropsychiatric,  endocrine- 
metabolic,  gastrointestinal,  genitourinary,  respiratory  and 
musculoskeletal  disorders.1  Dalmane  (flurazepam  HCl/Roche) 
is  contraindicated  in  pregnancy  and  in  patients  hypersensi- 
tive to  the  drug. 

Avoids  rebound  insomnia 
upon  discontinuation. 

Rebound  insomnia— a worsening  of  sleep  beyond 
pretherapy  levels  after  drug  discontinuation— has  been 
reported  as  a potential  clinical  problem  with  some  hypnot- 
ics.910  However,  this  problem  has  not  been  reported  with 
Dalmane.  In  eight  out  of  eight  sleep  laboratory  studies, 
there  were  no  reports  of  rebound  insomnia. 11  When  you 
prescribe  Dalmane,  you  can  be  confident  of  efficacy'  that 
enhances  therapeutic  progress.  Your  insomniac  patients  can 
be  assured  of  a restful  night,  night  after  night-a  good  start 
for  a good  morning. 


References:  1.  Data  on  file,  Hoffmann- 
La  Roche  Inc.,  Nutley,  NJ.  2.  Zimmer- 
man AM:  Curr  Ther  Res  73:18-22.  |an 
1971  3.  Greenblatt  DJ,  Allen  MD, 

Shader  RI:  Clin  Pharmacol  Ther 
21  355-361,  Mar  1977.  4.  Data  on 
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N).  5.  Meyer  ]A,  Kurland  KZ:  Milit  Med 
735:471-474,  Aus  1973  6.  Feffer  HL. 
Gibbons  B:  Med  Times  101  (8) : 130- 
135,  Aug  1973.  7.  [acobson-  A el  ah 
Psychophysiology  7:345.  Sep  1970. 

8.  Frost  JD  Jr,  DeLucchi  MR:  / Am  Gerialr 
Soc  27:54\-54b.  Dec  1979.  9.  Kales 
A,  Scharf  MB,  Kales  )D:  Science 
2071039-1041.  Sep  1978  10.  Kales 
A el  al:  JAMA  241: 1692-1695.  Apr 
1979.  11.  Monti  [M:  Methods  Find  Exp 
Clin  Pharmacol  3(5) :303-326,  1981. 
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Please  see  following  page  for  summary  of  product  information. 


Dalmane 

flurazepam  HCI/Roche 

l5-nis/30-mg  capsules 

Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Effective  in  all  types  of  insomnia  charac- 
terized by  difficulty  in  falling  asleep,  frequent  nocturnal 
awakenings  and/or  early  morning  awakening;  in 
patients  with  recumng  insomnia  or  poor  sleeping  habits; 
in  acute  or  chronic  medical  situations  requiring  restful 
sleep.  Objective  sleep  laboratory  data  have  shown 
effectiveness  for  at  least  28  consecutive  nights  of 
administration.  Since  insomnia  is  often  transient  and 
intermittent,  prolonged  administration  is  generally  not 
necessary  or  recommended.  Repeated  therapy  should 
only  be  undertaken  with  appropnate  patient  evaluation 
Contraindications:  Known  hypersensitivity  to  fluraze- 
pam HC1;  pregnancy.  Benzodiazepines  may  cause  fetal 
damage  when  administered  dunng  pregnancy.  Several 
studies  suggest  an  increased  risk  of  congenital  malforma- 
tions associated  with  benzodiazepine  use  during  the  first 
trimester.  Warn  patients  of  the  potential  risks  to  the 
fetus  should  the  possibility  of  becoming  pregnant  exist 
while  receiving  flurazepam.  Instruct  patient  to  discon- 
tinue drug  pnor  to  becoming  pregnant.  Consider  the 
possibility  of  pregnancy  pnor  to  instituting  therapy. 
Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  An 
additive  effect  may  occur  if  alcohol  is  consumed  the 
day  following  use  for  nighttime  sedation.  This  potential 
may  exist  for  several  days  following  discontinuation. 
Caution  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g. , operating  machinery,  dnv- 
ing) . Potential  impairment  of  performance  of  such 
activities  may  occur  the  day  following  ingestion.  Not 
recommended  for  use  in  persons  under  15  years  of 
age.  Though  physical  and  psychological  dependence 
have  not  been  reported  on  recommended  doses, 
abrupt  discontinuation  should  be  avoided  with  gradual 
tapering  of  dosage  for  those  patients  on  medication  for 
a prolonged  penod  of  time.  Use  caution  in  adminis- 
tering to  addiction-prone  individuals  or  those  who 
might  increase  dosage. 

Precautions:  In  elderly  and  debilitated  patients,  it  is 
recommended  that  the  dosage  be  limited  to  15  mg  to 
reduce  risk  of  oversedation,  dizziness,  confusion  and/or 
ataxia  Consider  potential  additive  effects  with  other 
hypnotics  or  CNS  depressants.  Employ  usual  precau- 
tions in  severely  depressed  patients,  or  in  those  with 
latent  depression  or  suicidal  tendencies,  or  in  those 
with  impaired  renal  or  hepatic  function. 

Adverse  Reactions:  Dizziness,  drowsiness,  lighthead- 
edness, staggering,  ataxia  and  falling  have  occurred, 
particularly  in  elderly  or  debilitated  patients.  Severe 
sedation,  lethargy,  disorientation  and  coma,  probably 
indicative  of  drug  intolerance  or  overdosage,  have  been 
reported  Also  reported:  headache,  heartburn,  upset 
stomach,  nausea,  vomiting,  diarrhea,  constipation,  G1 
pain,  nervousness,  talkativeness,  apprehension,  irritabil- 
ity. weakness,  palpitations,  chest  pains,  body  and  joint 
pains  and  GU  complaints.  There  have  also  been  rare 
occurrences  of  leukopenia,  granulocytopenia,  sweating, 
flushes,  difficulty  in  focusing,  blurred  vision,  burning 
eyes,  faintness,  hypotension,  shortness  of  breath,  pruri- 
tus,  skin  rash,  dry  mouth,  bitter  taste,  excessive  saliva- 
tion, anorexia,  euphoria,  depression,  slurred  speech, 
confusion,  restlessness,  hallucinations,  and  elevated 
SGOT,  SGPT,  total  and  direct  bilirubins,  and  alkaline 
phosphatase;  and  paradoxical  reactions,  eg. , excite- 
ment, stimulation  and  hyperactivity. 

Dosage:  Individualize  for  maximum  beneficial  effect 
Adults:  30  mg  usual  dosage;  15  mg  may  suffice  in 
some  patients.  Elderly  or  debilitated  patients:  1 5 mg 
recommended  initially  until  response  is  determined. 
Supplied:  Capsules  containing  15  mg  or  30  mg 
flurazepam  HCI. 
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This  ad 
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who  ever  wonder 
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money  goes. 


Her  name  is  Dana.  And, 
she  was  born  with  impaired 
hearing.  But  this  year,  thanks 
to  the  therapy  she  will  receive 
at  her  local  hearing  and  speech 
center,  she’ll  be  able  to  clearly 
hear  the  world  around  her  for 
the  first  time. 

If  you’re  from  her  home- 
town, your  gift  to  your  local 
United  Way  went  to  help  make 
this  possible.  And,  it  was  also 
used  to  help  thousands  of  oth- 
ers in  your  community  who 
need  help. 

That’s  the  way  the  United 
Way  works.  One  gift,  one  time 
each  year,  helps  millions  of 
people  all  year  round.  Tens  of 
thousands  of  different,  good 
causes  in  communities  all 
across  the  country. 

Including  yours. 


Unibed  W^y 

Thanks  to  you.  it  works,  for  ALL  OF  US. 
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Spending  more  time  with 
accountants  and  salesmen . . . 
than  with  your  job  and  family? 

That's  today's  modern  physician  becoming  today's  modern  business 
man  at  the  expense  ot  job  and  family 

We  provide  you  with  an  environment  serving  a purpose — practicin 
medicine  at  regular  working  hours  No  books  to  balance,  no  salesmen  am 
attorneys  calling,  and  no  late  hours  You  concentrate  on  practicing  medi- 
cine with  a health  care  system  that's  one  of  the  finest  in  the  world  You'll 
work  in  modern,  well-equipped  hospitals  and  clinics  with  the  most  up-to- 
date  technology 

Also  included  are  excellent  programs  of  compensation,  opportunities 
for  professional  growth  and  specialization.  30  days  vacation  with  pay 
each  year,  full  medical  and  dental  care  and  more. 

With  the  Air  Force,  we  want  you  to  do  one  thing:  practice  medicine 

We  would  like  to  provide  you  with  more  information  about  Air  Force 
medicine 


Contact;  Archie  Summerlin 

116  South  42nd  Street 
Omaha.  Nebraska  68131 


Call  Collect;  402/221-4319 


Washington otes 

(Continued  from  page  15 A) 

Michael  Bromberg,  Executive  Director  of 
the  Federation  of  American  Hospitals,  said; 

“As  always  the  AMA  people  were  always 
there,  were  seen  everywhere,  did  a wonderful 
job,  and  came  out  better  than  anyone.” 

Some  of  the  highlights  of  the  bill  affecting 
physicians  follow; 

Inpatient  Radiology  and  Pathology 
Services 

Medicare  reimbursement  for  inpatient  radi- 
ology and  pathology  services  will  be  put  on  the 
same  basis  as  Medicare  payment  for  the 
services  of  other  physicians.  Reimbursement 
will  be  at  80  percent  of  the  “reasonable” 
charges,  and  radiologists  and  pathologists  will 
no  longer  he  required  to  accept  assignment  for 
all  cases. 

Provider-Based  Physicians 

This  provision  calls  for  a differentiation 
between  professional  medical  services  fur- 

(Continued  on  page  22A) 
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CLARKSON  MEDICAL 
®LECTURE  SERIES® 


“Advances  in  Cardiovascular  Disease” 

Friday,  November  19,  1982 
Clarkson  Hospital  Storz  Pavilion 


8:00-  8:30  a.m. 
8:30-  9:15 

9:15-  9:45 

9:45-10:00 

10:00-10:45 

10:45-11:30 

11:30-12:00 
12:00-  1:00 

1 15-  2 00 

2:00-  3:00 


Registration  and  Introduction 
"New  Aspects  of  Antianginal 
Therapy” 

"Coronary  Angioplasty  — Role  in 
Ischemic  Heart  Disease" 
Coffee  Break 
"Coronary  Artery  Disease, 
operate  or  medicate?” 

" New  Concepts  in  Hypertension 
and  Antihypertensive  Therapy” 
Break 

Grand  Rounds:  " Cardiac 
Transplantation" 

The  New  Implants:  Defibillators, 
Valves,  Pumps” 

Understanding  Diagnostic 
Techniques  in  Cardiovascular 
Medicine": 

1 Doppler  detection  of 
peripheral  vascular  disease 

2 Nuclear  cardiology 


3:00-  3:30 
3:30-  4:15 
4:15-  5:00 


5:00 


3.  Echocardiograms. 

4 Holter  monitoring. 

5.  Exercise  Testing. 

Coffee  Break  and 
Demonstrations 

"New  Aspects  of  Management  of 
Acute  Myocardial  Infarctions” 
"Post-operative  Care  and 
Followup  of  the  Patient  after 
Cardiac  Surgery” 

Adjournment 


DINNER  DANCE:  Peony  Park  Ballroom 
Social  Hour  7:30  p.m.  Dinner  8:30  p.m. 

Featured  speakers  include: 

C Walton  Lillehei.  M.D.,  Ph  D. 

James  R.  Pluth.  M.D. 

Bishop  Clarkson  Memorial  HosDital 
44th  & Dewey  Ave.,  Omaha,  NE  68105 
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nished  in  a hospital  that  are  directly  furnished 
to  an  individual  patient  and  that  contribute  to 
the  patient’s  diagnosis  or  treatment,  and  those 
services  that  are  a benefit  to  the  general 
patient  population.  Services  to  an  individual 
patient  will  be  reimbursed  under  Part  B and 
services  to  the  general  patient  population  will 
be  reimbursed  under  Part  A.  To  determine  the 
reimbursement  under  Part  A,  the  Secretary 
will  establish  a “reasonable  compensation 
equivalent-'  through  regulations. 

Duplicate  Overhead  Payments  for 
Outpatient  Services 

In  determining  “reasonable”  charges  for 
outpatient  services,  the  Secretary  is  required 
to  issue  regulations  to  limit  the  “reasonable 
charge  to  a percentage  of  the  amount  of  the 
prevailing  charge  for  similar  services  furnished 
in  a physician's  office,  taking  into  account  the 
extent  to  which  overhead  costs  associated  with 

(Continued  on  page  321) 
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NUTRITIONAL  ASSESSMENT 

That  malnutrition  leads  to  increased  mor- 
bidity and  mortality  has  been  demonstrated  by 
many.1'3  Certainly  nutritional  assessment,  as 
pointed  out  by  Doctor  Rose  in  this  issue  of  the 
Nebraska  Medical  Journal,  can  be  pre- 
dictive in  selecting  for  treatment  those  pa- 
tients who  are  at  high  risk.  Evidence  continues 
to  grow  showing  that  how  we  treat  our  patients 
nutritionally  may  be  the  factor  that  determines 
our  ultimate  success  or  failure  in  caring  for 
those  patients.  The  first  step  is  nutritional 
assessment,  but  how  is  that  to  be  carried  out? 

Doctor  Rose’s  article  focuses  on  the  labora- 
tory assessment  of  the  patient.  Does  this 
reveal  the  complete  picture?  No,  not  really.  In 
fact,  we  cannot  find  one  test  that  can  give  us  a 
totally  accurate  assessment.  Instead  we  rely  on 
a battery  of  tests  to  evaluate  various  param- 
eters. What  then  of  clinical  judgment?  Is  it  as 
accurate  as  the  laboratory,  as  touted  by  Baker 
et  al1  in  a recent  New  England  Journal  of 
Medicine  article?  Unfortunately,  that  answer 
is  unclear.  Again,  as  happens  often  in  medi- 
cine, one  is  faced  with  an  issue  that  is  in  a gray 
zone.  Clinical  assessment  is  not  a white  knight, 
nor  is  the  laboratory  a computer  which  spews 
out  data  to  be  accepted  without  question.  The 
practical  value  of  laboratory  assessment  lies  in 
its  clinical  interpretaton.  Can  all  this  be  cost 
effective?  Yes,  if  nutritional  problems  are 
anticipated  from  the  outset.  Many  “nutritional 
screening  tests”  are  ordered  routinely  or  can 
be  performed  at  little  or  no  cost,  A few 


screening  tests  can  identify  patients  who  need 
more  in  depth  assessment. 

Nutritional  assessment,  as  we  are  beginning 
to  know  it,  is  in  an  infant  state.  We  are  still 
learning.  Certainly  if  clinical  judgment  is  equal 
to  laboratory  assessment,  it  has  not  been  used. 
This  is  evidenced  by  the  malnutrition  which 
continues  to  occur  in  hospitalized  patients.  We 
are  challenged  to  strike  a balance  between 
clinical  judgment  and  laboratory  data.  In 
nutritional  assessment,  as  in  other  areas  of 
medicine,  a receptive  mind  will  allow  one 
entity  to  learn  from  another.  At  times  data  and 
clinical  judgment  are  confusing,  but  we  con- 
tinue to  move  in  an  evolutional  pattern  which 
hopefully  will  raise  us  to  better  levels  of 
patient  care. 

Chris  F.  Maasdam,  M.D. 

Lincoln,  NE  68510 
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Nutritional  Assessment: 
Predictive  Value 


Malnutrition  has  been  shown 

repeatedly  to  increase  morbidi- 
ty and  mortality  in  hospitalized 
patients,  especially  surgical  patients.1  A3  Fur- 
thermore, patients  who  receive  nutritional 
support  have  a better  prognosis  than  those 
who  do  not.1’2-4  Many  indications  of  mal- 
nutrition have  been  used.  The  most  common 
are  anthropometric  measurements,  serum  pro- 
teins, immune  competence,  and  biochemical 
measurements. 

Anthropometric  measurements  may  include 
skinfold  thickness,  extremity  circumference, 
and  body  weight.  The  skinfold  measurement 
may  be  from  any  fat  pad,  although  the  triceps 
skinfold  is  the  most  commonly  used.  Nearly 
half  the  body  fat  in  humans  is  subcutaneous; 
therefore,  theoretically  the  subcutaneous  fat 
pad  measurement  will  reflect  the  total  body 
fat.  Tables  are  available  that  list  the  normal 
values  for  the  patient’s  age,  sex,  and  fat  pad 
chosen.  One  problem  with  that  technique  is 
that  fat  pad  measurements  are  difficult  to 
standardize.5  In  the  presence  of  edema,  which 
may  often  accompany  malnutrition  because  of 
decreased  serum  proteins,  measurements  can 
be  inaccurate. 

Mid  arm  circumference  is  often  used  as  an 
indicators  of  muscle  mass  and  protein  re- 
serves. However,  it  can  be  inaccurate  with 
approximately  a 10%  error  in  consecutive 
measurements  by  the  same  observer.5  Some 
authors  feel  it  is  more  reliable  than  skinfold 
thickness,  especially  in  obese  patients.6 

Recent  weight  loss  is  the  third  measurement 
frequently  used.  A recent  weight  loss  of  greater 
than  5%  is  regarded  to  be  a significant 
indication  of  protein-caloric  malnutrition. 

Serum  proteins  are  indicators  of  visceral 
protein  mass.  Albumin  and  transferrin  are  the 
most  common  ones  measured.  Albumin  is 
an  indicator  of  protein  malnourishment 
(Kwashiorkor) but  not  an  early  indicator  — it’s 
half  life  is  20  days.  For  this  reason  transferrin 
is  often  measured  since  it  has  a half  life  of  8-10 
days.  Transferrin  is  sometimes  estimated  by 
the  formula:5 
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Transferrin  = 0.8  (TIBC)  - 43 

Other  proteins  with  even  shorter  half  lives  (less 
than  24  hours)  are  currently  under  investiga- 
tion. 

Immune  competence  is  usually  measured  by 
hypersensitivity  reactions  to  5 common  recall 
antigens  applied  to  the  skin  and  the  total 
lymphocyte  count  (TLC): 

TLC  = (%  lymphocytes  x WBC) 


100 

Others  have  also  used  neutrophil  chemotaxis 
and  measured  IgG  and  C3,  but  these  are 
expensive  and  not  always  readily  available. 
Immunocompetence  can  be  restored  to  normal 
in  a short  period  of  time  if  it  is  caused  by  a 
catabolic  state. 

There  are  two  main  biochemical  tests:  the 
creatinine  — height  index  and  the  nitrogen 
balance.  For  the  creatinine  — height  index 
(CHI)  a 24  hour  urine  is  obtained  for 
creatinine;  the  ratio  of  the  patient’s  creatinine 
excretion  to  the  expected  24  hour  excretion  of 
a healthy  person  of  the  same  height  is 
calculated: 

^tTT  _ 24  hour  urine  creatinine  excretion  x 100 
C HI  — ; 

expected  excretion  for  height 

Theoretically,  a value  of  50%  means  a person 
has  only  50%'  normal  body  protein  mass  for  his 
or  her  height.  The  drawbacks  of  this  value  are 
that  there  is  no  accounting  for  age,  and  the 
difficulties  in  obtaining  a true  24  hour  urine 
collection.5 

Nitrogen  balance  is  an  elegant  measure  of 
protein  utilization.  A 24  hour  urine  is  obtained 
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for  urea  nitrogen.  During  the  same  period  the 
dietary  nitrogen  is  measured.  The  standard 
formula  used  is: 

N Balance  = N in  — out  = (Grams  N in)  — 
(4  + urine  urea  nitrogen) 

4 = a constant  for  skin  and  fecal  losses.  If  the 
patient  has  a fistula,  or  other  non-urinary 
losses,  the  constant  will  be  greater  than  5. 

Few  hospitalized  patients  will  have  a com- 
pletely normal  nutritional  assessment.  In  one 
study  of  64  patients  admitted  for  elective 
surgery,  only  3%  had  an  entirely  normal 
assessment,  yet  not  all  of  these  patients  were 
at  high  risk.3  The  need  remains  to  identify 
those  factors  that  are  clinically  important  in 
malnutrition,  so  those  patients  can  receive 
nutritional  support. 

Mullen  found  the  combination  of  serum 
albumin  less  than  3 gm/dl,  transferrin  less  than 
220  mg/dl,  plus  failure  to  react  to  one  of  five 
common  recall  skin  antigens  best  defined  the 
group  at  high  risk  to  develop  post-op  complica- 
tions.3 Buzby  also  found  serum  albumin, 
transferrin  and  decreased  delayed  hypersen- 
sitivity to  be  the  three  main  predictors.1 
Kaminski  found  a 2.5  times  increase  in 
mortality  in  patients  with  low  serum  transfer- 
rin alone  (less  than  170  mg/dl  on  admission.)7 

Several  authors  have  demonstrated  a high 
mortality  rate  in  surgical  patients  if  they  are 
anergic  to  all  five  recall  antigens.3,489  The 
mortality  rate  improves  dramatically  if  cell 
mediated  immunity  is  regained  after  nutri- 
tional support.  A low  total  lymphocyte  count 
by  itself  has  not  been  shown  to  have  an 
increased  mortality,  but  a low  TLC-  is  as- 
sociated with  anergy.9 

Albumin  in  itself  can  be  an  important 
predictor  of  increased  complications.1,2  The 
incidence  of  sepsis  and  mortality  in  patients 
with  an  albumin  less  than  3.0  was  51%  and 
31%,  respectively,  in  a recent  report  from 
Boston.9  If  the  serum  albumin  doesn’t  rise  to 
normal  with  nutritional  support,  the  prognosis 
is  especially  bad.2  Weight  loss  in  itself  has  not 
been  considered  reliable  as  an  identified  of 
high  risk  patients.5, 10 

The  creatinine  — height  index  corresponds 
well  with  the  degree  of  malnutrition  with 
Kwashiorkor  (protein  malnutrition  with  normal 
calorie  intake)  but  not  so  well  with  marasmus 


(low  protein  and  calories).11  Trauma  patients 
with  a CHI  of  less  than  60%  had  a 31% 
mortality  in  a recent  study  compared  to  a 17% 
mortality  in  patients  with  a CHI  of  more  than 
60%.9 

Patients  and  Methods 

This  report  is  a retrospective  review  of  100 
patients  who  have  completed  a nutritional 
assessment  at  Nebraska  Methodist  Hospital 
during  1980.  Patients  were  referred  for  nu- 
tritional assessment  based  on  the  clinical 
impression  of  malnutrition.  Approximately 
60%  of  the  patients  in  this  study  were  known  to 
have  a malignancy. 

Each  patient  in  the  study  had  a standard 
nutritional  assessment  performed.  This  in- 
cluded an  intake  interview  with  a dietitian, 
pretreatment  antropometric  measurements, 
evaluation  of  serum  proteins  and  total  lympho- 
cyte count.  Immune  response  was  measured  by 
cutaneous  reaction  to  five  injected  antigens.  A 
24  hour  urine  specimen  was  obtained  to 
calculate  creatinine  — height  index  as  well  as 
nitrogen  balance  studies. 

Estimated  caloric  requirements  were  then 
calculated  for  each  individual  based  on  basal 
energy  expenditures  and  additional  “stress” 
factors,  if  indicated.  These  “stress”  factors 
included  such  things  as:  fever,  sepsis,  fistula, 
and  operation.  Nutritional  intervention  was 
required  in  67  of  100  patients.  Central 
hyperalimentation  was  found  to  be  the  most 
useful  means  of  nutritional  support  and  was 
utilized  90%  of  the  time.  The  average  duration 
of  hyperalimentation  in  this  series  of  cases  was 
22.8  days. 

Results 

All  patients  were  reviewed  to  identify  any 
operative,  perioperative  or  infectious  compli- 
cations. Patients  who  died  during  the  study 
were  included  in  the  statistical  evaluation. 

Six  parameters  of  the  nutritional  assessment 
were  then  compared  to  outcome  morbidity  and 
mortality  to  evaluate  their  predictive  value. 

Recent  weight  loss  was  calculated  from  the 
initial  dietary  interview  and  showed  a signifi- 
cant correlation  with  eventual  mortality.  If  the 
recent  weight  loss  was  greater  than  12%,  the 
mortality  doubled,  i.e.,  rose  from  8%  to  15% 
(Fig.  1). 
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FIGURE  1 


NORMAL  ABNORMAL 
RECENT  WEIGHT  LOSS  % 


FIGURE  2 


FIGURE  3 


ALBUMIN 


The  creatinine  — height  index  showed  us 
that  those  patients  with  a value  less  than  80% 
(abnormal)  of  expected  showed  a marked 
increase  in  morbidity  and  mortality:  the 
mortality  increased  from  5%  to  10%  (Fig.  2). 

The  initial  serum  albumin  level  was  re- 
corded and  categorized  as  follows:  normal 
(greater  than  3.5  mgm%),  mild  (3  to  3.5 
mgm%),  moderate  (2.5  to  3 mgm%),  and  severe 
(less  than  2.5  mgm%).  There  was  a direct 
correlation  between  serum  albumin  and  the 
presence  of  complications  (Fig.  3).  As  the 
serum  albumin  fell  below  2.5,  there  was  a 500- 
600%  increase  in  morbidity  and  mortality 
compared  to  normal  individuals. 

The  absolute  lymphocyte  count  was  cal- 
culated from  the  admission  complete  blood 
count.  Definitions  of  categories  were  then 
made  as  follows:  normal  (greater  than  1800), 
mild  (1500-1800),  moderate  (900-1500),  and 
severe  (less  than  900).  Although  there  was  a 
modest  increase  in  morbidity  as  the  lympho- 
cyte count  falls,  there  was  a striking  rise  in 
mortality  (Fig.  4).  One  patient  with  a normal 
lymphocyte  count  died,  while  25%  of  those 
with  severe  lymphopenia  did  not  survive. 

A determination  was  made  to  identify  those 
people  with  both  an  abnormal  lymphocyte 
count  (less  than  1800)  and  an  abnormal  serum 
albumin  (less  than  3.5  mgm%).  The  normal 
group  included  all  other  patients.  There  was  a 
500%  increase  in  morbidity  and  mortality  if 
both  parameters  were  abnormal  (Fig.  5). 

Reactivity  to  skin  test  antigens  (Fig.  6) 
applied  to  the  forearm  was  categorized  as 
follows:  normal  response  (2  of  5 antigens 


FIGURE  4 


ABSOLUTE  LYMPHOCYTE  COUNT 
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FIGURE  5 


ALBUMIN -LYMPHOCYTE  COMBINATION 


positive),  relative  anergy  (1  antigen  positive), 
and  anergy  (no  antigens  positive).  There 
appeared  to  be  an  inverse  relation  between 
immune  response  and  serious  complications. 
As  the  skin  test  reactivity  decreased,  the  risk 
of  complications  markedly  increased. 

Summary 

Varying  degrees  of  malnutrition  are  fre- 
quently seen  in  the  clinical  setting  and  have 
been  shown  to  adversely  affect  morbidity  and 
mortality.  A group  of  100  nutritionally  de- 
pleted patients  were  evaluated  by  a nutritional 
assessment  profile  during  1980  and  reviewed 
retrospectively  for  morbidity  and  mortality.  In 
hospital  complications  are  found  to  correlate 
with  recent  weight  loss,  creatinine-height 
index,  serum  albumin,  total  lymphocyte  count, 
albumin  — lymphocyte  combination,  and 
immune  competence.  With  the  predictive 
information  from  this  paper,  we  are  able  to 
direct  our  attention  and  nutrition  to  those 
patients  at  high  risk.  With  the  availability  of 
central,  peripheral,  and  enteral  hyperalimenta- 
tion, we  feel  that  we  can  favorably  influence 
the  outcome  of  malnourished  patients. 
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Coronary  Artery  Spasm 
Update  1982 


CORONARY  artery  spasm  has 
long  been  felt  to  play  a sig- 
nificant role  in  anginal  syn- 
dromes. Heberden  noted  a variant  type  of  his 
classic  exertional  angina  which  occurred  at 
rest.1  Osier  felt  that  spasm  was  the  best 
explanation  for  angina  pectoris.2  Prinzmetal 
made  a major  contribution  by  describing  the 
syndrome  of  angina  at  rest  associated  with  ST 
segment  elevation,  which  he  attributed  to 
coronary  spasm.3  The  major  breakthrough  was 
made  by  Maseri  and  associates  in  Italy,  where 
they  angiographically  documented  a cause  and 
effect  relationship  between  segmental  coron- 
ary artery  spasm  and  the  symptom  complex 
described  by  Prinzmetal.4 

Major  advances  in  the  understanding  of  the 
role  of  coronary  spasm  have  been  made  in 
recent  years.  This  has  brought  acceptance  of 
the  contribution  of  spasm  in  angina  pectoris 
but  has  also  produced  some  confusion.  Today, 
physicians  are  frequently  placed  in  the  difficult 
position  of  having  to  decide  on  the  relative 
contribution  of  fixed  versus  dynamic  coronary 
disease  in  patients  with  angina,  particularly 
when  not  typical  of  Heberden’s  original  de- 
scription. This  differentiation  is  not  only 
important  diagnostically,  but  also  has  great 
bearing  on  the  form  of  therapy  prescribed. 

In  this  paper,  an  attempt  will  be  made  to 
review,  and  hopefully,  clarify  the  significance 
of  coronary  spasm.  A diagnostic  algorithm  will 
be  discussed  together  with  an  update  on 
possible  therapeutic  modalities. 

Pathophysiology  of  Coronary 
Arter\r  Spasm 

Changes  in  vascular  smooth  muscle  tone  are 
an  important  mechanism  for  the  physiologic 
control  of  coronary  blood  flow,  involving  not 
only  the  arteriolar  bed,  but  also  the  larger 
epicardial  vessels.  For  example,  diffuse  in- 
creases in  vessel  diameter  of  up  to  22%  may  be 
seen  following  nitroglycerin  administration.5 
The  vascular  changes  of  symptomatic  spasm 
differ,  however,  from  those  physiologic  changes 
in  that  the  vasoconstriction  is  focal  and  of 
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greater  magnitude  (Fig.  1).  Complete  but 
reversible  occlusion  of  normal  vessels  has  been 
observed  resulting  in  a decrease  in  regional 
blood  flow.  During  spontaneous  variant  angina, 
coronary  sinus  and  great  cardiac  vein  blood 
flow  significantly  decreases.6  Decreased  myo- 
cardial perfusion  has  also  been  documented  by 
Thallium  scintigraphy.7 

Regional  myocardial  ischemia  is  the  basic 
mechanism  common  to  all  types  of  angina  but 
the  etiology  of  the  ischemia  differs  between 
classical  and  variant  angina.  Classical  exer- 
tional angina  occurs  when  increased  oxygen 
demand  of  the  myocardium  exceeds  oxygen 
supply,  the  latter  limited  by  a fixed  athero- 
sclerotic stenosis.  Variant  angina  generally 
occurs  when  spasm  decreases  blood  supply; 
hence,  an  increase  in  oxygen  demand  does  not 
necessarily  occur.  The  decrease  in  blood  flow 
is  the  primary  event.  Maseri  and  associates 
observed  that  angina  at  rest  was  not  preceded 
by  an  increase  in  myocardial  oxygen  con- 
sumption, nor  was  there  any  increase  in  heart 
rate,  systolic  blood  pressure  or  contractility.7 

Description  of  the  clinical  syndrome 

Heupler  described  the  clinical  findings  in  30 
patients  with  coronary'  spasm  and  nearly 
normal  coronary  arteries  (Table  I).8  These 
patients  represented  only  0.1%  of  the  total 
population  with  angina  undergoing  cardiac 
catheterization  at  the  Cleveland  Clinic.  All  30 
patients  had  angina  of  typical  quality,  location, 
duration  and  response  to  nitroglycerin.  The 
differential  factor  was  that  the  pain  occurred  at 
rest.  In  94%  of  these  patients,  pulse  rate  and 
systemic  blood  pressure  did  not  increase 
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FIGURE  1 

Two  views  of  the  left  coronary  system.  Side  A 
shows  a normal  Left  Anterior  Descending  Coronary 
Artery.  Side  B reveals  marked  spontaneous  spasm 
occurring  in  the  same  patient. 


Figure  1-A 


Figure  1-B 
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Table  1 

Typical  Findings  of 
Vasospastic  Angina  in  30  Patients8 

% of  Patients 


Typical  Rest  Angina 100% 

Exertional  Angina 23% 

Syncope 33% 

Temporary  Spontaneous  Remission 57% 

Migraine  or  Raynaud’s 37% 

Asymptomatic 89% 

No  change  in  hemodynamics 94% 

ST  elevation 77% 

ST  depression-T  wave  inversion 23% 

Arrhythmias 47% 

Positive  Exercise  Test 24% 

MI 7% 


From  Heupler.® 

before  or  during  pain.  Exertional  pain,  in 
addition  to  rest  pain,  occurred  in  23%,  and 
spontaneous  remission  of  angina  for  at  least 
one  month  occurred  in  57%.  Syncope  in 
association  with  chest  pain  occurred  in  33%. 
Since  syncope  is  uncommon  with  typical 
angina,  its  presence  suggests  the  diagnosis  of 
coronary  artery  spasm.  Major  arrhythmias 
developed  in  47%.  In  another  study,  Kerin,  et 
al,  noted  a 46%  incidence  of  rhythm  and 
conduction  disturbances,  including  PVC’s, 
ventricular  tachycardia-fibrillation  and  1°  and 
2 AV  block.9  There  was  a direct  correlation 
between  the  degree  of  ST  elevation  and  the 
frequency  of  arrhythmias.  Migraine  headaches 
or  Raynaud's  phenomenon  occurred  in  37%  of 
Heupler’s  patients.8  Proudfit  has  called  at- 
tention to  this  association  as  a suggestion  that 
arterial  spasm  is  a systemic  disease,  not  just 
coronary  disease.10 

Like  Prinzmetal,  Heupler  noted  ST  segment 
changes  associated  with  rest  pain.8  In  his 
series,  77%  of  patients  demonstrated  ST 
elevation,  primarily  in  inferior  leads,  while  ST 
depression  or  reversible  T wave  inversion 
occurred  in  23%.  In  a review  of  Ergonovine 
testing  for  coronary  spasm,  Meyers  showed 
that  coronary  spasm  is  usually  associated  with 
ST  elevation,  but  may  produce  only  ST 
depression  in  7.6%  of  those  tested.11  It  may  be 
possible  that  severe  spasm  produces  trans- 
mural ischemia,  reflected  as  ST  elevation, 
while  mild  spasm  produces  only  subendo- 
cardial ischemia,  reflected  as  ST  depression  or 
T wave  inversion. 

In  Heupler’s  series,  24%  of  patients  with 
rest  angina  had  positive  exercise  tolerance 
tests.8  Boden,  et  al,  reported  a patient  with 


exertional  and  rest  angina  associated  with  ST 
depression.12  During  exercise  testing,  pain  and 
ST  depression  developed  in  association  with  a 
large  reversible  Thallium  defect.  At  cardiac 
catheterization,  there  were  no  fixed  stenoses, 
but  focal  spasm  with  ST  depression  occurred. 
Servi  and  associates  have  reported  two  cases 
of  angina  produced  by  varying  workloads.13 
This  is  inconsistent  with  angina  produced  by 
fixed  stenosis  which  is  usually  reproduced  at 
the  same  workload.  Changes  in  vascular  tone 
appear  to  best  explain  this  phenomenon. 
Indeed,  some  investigators  suggest  that  coron- 
ary spasm  might  explain  the  “warm  up” 
phenomenon  of  classic  angina.14  Epstein  and 
Talbot  have  hypothesized  that  alterations  in 
vascular  tone  (spasm)  in  normal  subcritically 
diseased  large  vessels  can  increase  vascular 
resistance  to  the  point  that  small  vessel 
dilation  reserve  is  overcome.15 

Diagnostic  Approach 

Although  coronary  spasm  was  quite  in- 
frequent in  Heupler’s  series,8  that  incidence  is 
probably  an  underestimate.  If  one  considers 
that  many  patients  with  significant  diurnal 
variation  of  their  angina  or  angina  at  rest  may 
have  focal  spasm,  then  the  incidence  is 
substantially  higher  than  0.1%.  If  spasm  is 
occurring  in  many  angina  patients,  how  may  it 
be  detected? 

The  first  clue  may  be  the  occurrence  of 
angina  at  rest  or  nocturnally,  as  suggested  by 
Heupler.8  Recent  work  by  Bertrand,  et  al,  in 
462  patients  without  evidence  of  Prinzmetal’s 
angina,  revealed  positive  ergometrine  provoca- 
tion tests  for  spasm  in  2.1%  of  patients  with 
exertional  angina  alone.16  This  further  docu- 
ments that  non-exertional  angina  may  be  the 
best  clinical  indicator  of  spasm.  Therefore,  if  a 
patient  has  only  exertional  angina,  coronary 
spasm  is  relatively  unlikely.  If  angina  occurs  at 
rest,  then  further  study  may  be  indicated. 

Since  significant  ST  segment  and  T wave 
changes  occur  almost  universally  during  spasm 
induced  angina,  an  electrocardiogram  should 
be  helpful.8  If  reversible  ST  elevation  or 
depression  greater  than  1.0  mv  occurs  during 
an  episode  of  rest  angina  without  subsequent 
evidence  of  myocardial  infarction,  then  the 
diagnosis  of  focal  coronary  spasm  is  con- 
sidered likely.  In  this  situation,  further  docu- 
mentation of  spasm  may  be  unnecessary.  If  no 
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significant  ST-T  changes  occur  during  pain, 
then  focal  spasm  becomes  less  likely  and 
further  investigation  may  be  required. 

Patients  with  non-exertional  angina  should 
undergo  cardiac  catheterization  regardless  of 
the  presence  or  absence  of  EKG  changes. 
Individuals  with  significant  ST  segment 
changes  during  rest  angina,  who  have  no  fixed 
stenoses  greater  than  50%  of  the  luminal 
diameter,  would  be  considered  to  have  Prinz- 
metal’s angina.  Those  patients  without  signifi- 
cant fixed  coronary  disease,  who  do  not  have 
documented  ST  segment  changes  during  pain, 
should  undergo  provocative  testing. 

Focal  coronary  spasm  may  be  provoked  with 
cold,  exercise,  hyperventilation,  epinephrine, 
propranolol  and  methacholine.11  The  most 
widely  used  agent,  however,  is  ergonovine 
maleate.  The  test  involves  sequential  intra- 
venous injections  of  progressively  increasing 
doses  of  ergonovine.  Typical  chest  pain,  ST 
segment  elevation  or  depression,  and  angiog- 
raphically  documented  focal  coronary  spasm 
constitute  a positive  test.  A compilation  of 
results  from  sixteen  series  in  the  literature 
showed  that  positive  tests  occurred  in  96.4% 
of  patients  with  Prinzmetal’s  angina.11  Positive 
tests  occurred  in  17.8%  with  atypical  angina 
and  in  4.2%  of  patients  with  typical  exertional 
angina.  No  false  positive  tests  have  been 
reported.  The  test  has  a sensitivity  of  86%  and 


a specificity  of  100%.  It  is  now  generally 
considered  that  ergonovine  testing  should  only 
be  performed  in  a cardiac  catheterization 
laboratory  where  coronary  angiography  can  be 
used  to  document  the  focal  spasm,  and  where 
intracoronary  nitroglycerin  can  be  given  for 
pain  and  spasm  relief,  if  necessary.  Patients 
with  significant  fixed  coronary  artery  disease 
should  be  excluded  from  testing  because  of  an 
increased  incidence  of  complications  in  that 
group.11  If  focal  spasm  can  be  provoked  in  a 
patient  with  rest  angina,  then  a diagnosis  of 
vasospastic  angina  should  be  entertained.  If 
spasm  cannot  be  provoked  after  giving  ergono- 
vine, then  spontaneously  occurring  coronary 
spasm  is  less  likely.  An  algorithm  of  the 
diagnostic  approach  to  coronary  'artery  spasm 
is  outlined  in  Table  II. 

Treatment  of  Coronary  Spasm 

At  this  time,  the  treatment  of  spasm  is 
medical  (Table  III).  Nitroglycerin  continues  to 
be  very  useful.  Salino  and  associates  showed  a 
marked  decrease  in  frequency  of  anginal 
episodes  between  placebo  and  nitroglycerin 
treatment  periods  in  ten  patients  with  docu- 
mented vasospastic  angina.18  Exercise  induced 
spasm  was  prevented  in  two  patients  studied 
by  Fuller,  et  al,  when  given  nitrates.19  In  those 
patients,  spasm  was  not  prevented  by  alpha 
adrenergic  blockade,  verapamil,  or  indometha- 
cin,  and  was  exacerbated  by  beta  adrenergic 
blockers. 


Diagnostic  Algorithm 
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TABLE  2 

A diagnostic  algorithm  outlining  the  diagnostic 
options  and  decision  making  tree  for  the  investigation 
of  coronary  artery  spasm. 
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Table  3 

Treatment  Efficacy  in  226  Patients  with 
Vasospastic  Angina21 

% Pts.  with  relief 


Nitroglycerin 100% 

Nifedipine 94% 

Diltiazem 90.8% 

Verapamil 85.7% 

Beta  Blockers 11.1% 


From  Kimura  and  Kishida.21 

A recently  introduced  class  of  drugs  called 
calcium  channel  blockers,  which  diminish  the 
calcium  mediated  contraction  of  vascular 
smooth  muscle,  has  been  effective  in  the 
management  of  coronary  spasm.  Heupler  .and 
Proudfit  demonstrated  a 90%  reduction  in 
frequency  of  anginal  episodes  in  eight  patients 
with  documented  coronary  spasm  treated  with 
Nifedipine  10-20  mg  QID.  0 Interestingly,  none 
of  these  patients  responded  to  nitrates  or 
propranolol.  Nifedipine,  Diltiazem,  and  Vera- 
pamil are  calcium  channel  blockers.  In  286 
Japanese  with  variant  angina  studied  by 
Kimura  and  Kishida,21  a 50%  reduction  in 
anginal  episodes  occurred  in  94%  of  subjects 
treated  with  Nifedipine,  90.8%  treated  with 
Diltiazem,  and  85.7 % treated  with  Verapamil. 
Beta  adrenergic  blockers  were  effective  in  only 
11.1%. 

Nitrates  might  be  the  first  choice  of  therapy 
for  coronary  spasm,  since  they  not  only  are 
efficacious,  but  they  offer  a cost  advantage 
over  the  calcium  channel  blocking  agents.  If 
nitrates  fail  to  control  symptoms,  then  Nifedi- 
pine or  Verapamil  should  be  used.  These  two 
drugs  have  recently  been  approved  by  the 
FDA  and  are  now  generally  available;  Diltia- 
zem is  not  available  yet.  Beta  adrenergic 
blocking  agents,  such  as  propranolol,  are  best 
avoided  when  treating  coronary  spasm  be- 
cause they  are  not  only  ineffective,  but  may 
actually  exacerbate  the  condition  by  leaving 
the  alpha  receptors  unopposed. 

Surgery  may  eventually  have  a place  in  the 
therapy  of  coronary  spasm  beyond  the  treat- 
ment of  fixed  stenosis.  Bertrand,  et  al, 
performed  a combination  of  coronary  artery 
by-pass  grafting  and  sympathetic  plexectomy 
in  thirty  patients  with  both  significant  organic 
stenosis  and  coronary  spasm.22  In  28  survivors, 
26  were  asymptomatic  after  3-48  months. 
Focal  spasm  could  not  be  re-induced  by 
methergine  challenge  in  20  of  22  individuals 


tested.  Although  still  investigational,  sympa- 
thetic denervation  may  prove  to  be  effective. 

Coronary  artery  spasm  is  a challenging  new 
diagnostic  consideration  in  the  differential 
diagnosis  of  angina.  As  experience  with  this 
entity  has  developed,  diagnostic  guidelines 
have  been  formulated  and  new  effective  drugs 
have  become  available.  Little  is  known  of  the 
pathogenesis  of  coronary  spasm.  As  research 
continues,  many  advances  in  this  and  other 
areas  can  be  expected. 

Summary 

Focal  coronary  artery  spasm  has  become  an 
important  consideration  in  the  differential  di- 
agnosis of  chest  pain.  Clinically  symptomatic 
coronary  artery  spasm  is  generally  focal  and 
produces  regional  myocardial  ischemia  docu- 
mented scintigraphically.  Vasospastic  ische- 
mia, unlike  ischemia  produced  by  fixed  organic 
stenosis,  does  not  require  an  increase  in 
myocardial  oxygen  consumption.  The  frequent 
findings  in  patients  with  vasospastic  angina 
are:  pain  at  rest  with  spontaneous  remissions, 
syncope,  arrhythmias,  transient  ST  segment 
changes  (usually  elevation),  myocardial  infarc- 
tion, migraine  headaches  and  Raynaud’s 
phenomenon.  Non-invasive  diagnosis  depends 
on  documentation  of  significant  ST  segment 
changes  during  angina  at  rest  without  in- 
creases in  blood  pressure  or  heart  rate.  The 
ergonovine  provocative  test  may  be  used  in  the 
catheterization  laboratory  in  questionable 
cases  not  having  significant  fixed  stenoses. 
Treatment  is  usually  effective  with  nitrates 
and  calcium  blocking  agents. 
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Adult  Somnambulism: 

Two  Treatment  Approaches 


Somnambulism  or  sleepwalking 

is  one  of  a variety  of  abnor- 
malities which  may  affect  the 
neurochemically  mediated  cycles  of  sleep.  In 
the  first  edition  of  the  Diagnostic  Classifica- 
tion of  Sleep  and  Arousal  Disorders,1 
sleepwalking  is  described  as  “a  sequence  of 
complex  behaviors  that  are  initiated  in  the  first 
third  of  the  night  during  deep  nonREM  (stages 
3 and  4)  sleep,  and  frequently,  though  not 
always,  progress,  without  full  consciousness  or 
later  memory  of  the  episode,  to  leaving  bed 
and  walking  about,”  The  Association  of  Sleep 
Disorders  Centers  believes  somnambulism  to 
be  physiologically  similar  to  other  deep, 
nonREM  sleep  abnormalities,  such  as  a motor 
activity  occurring  during  incomplete  arousal.  A 
more  precise  or  specific  explanation  of  the 
underlying  mechanisms  causing  somnambul- 
ism is  not  available  at  this  time. 

Sleepwalking  is  relatively  common  in  child- 
ren, particularly  during  the  “latency”  period. 
The  phenomenon  disappears  in  most  cases 
before  adolescence,  and  it  rarely  continues 
into  adulthood.  Adults  who  suffer  from  pri- 
mary idiopathic  sleepwalking  almost  always 
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have  a history  of  somnambulism  in  childhood. 
The  Association  of  Sleep  Disorders  Centers1 
reports  that  most  adult  subjects  have  a 
symptom  free  period  after  adolescence,  with 
recurrence  in  adulthood,  often  associated  with 
stressful  life  events.  However,  it  has  been  the 
authors’  experience  that  many  individuals 
report  continuous  symptomatology  since  child- 
hood. 

Idiopathic  somnambulism  in  children  is 
generally  considered  benign  and  usually  un- 
related to  significant  psychopathology.  Sleep- 
walking in  adults,  however,  has  been  as- 
sociated by  some  authors  with  personality 
disturbance  and  other  psychopathology.1-2-3  A 
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careful  evaluation  of  patients  and  research 
subjects  by  the  present  authors  has  led  to  no 
consistent  evidence  of  significant  disturbance. 
The  only  factors  observed  to  correlate  with 
sleepwalking  are  a family  history  of  the 
syndrome,  and  an  association  of  onset  or 
exacerbation  of  the  syndrome  with  external 
situational  stress  factors. 

The  range  of  adult  sleepwalking  symptoms 
and  their  severity  in  sleepwalking  is  wide. 
Episodes  are  most  often  relatively  brief,  rarely 
lasting  more  than  30  minutes.  The  act  of 
sitting  up  during  stage  3 or  4 sleep  is 
considered  to  be  an  episode  of  sleepwalking. 
Most  individuals  merely  sit  up  in  bed  or  walk 
briefly.  Simple  repetitious  activity  is  charac- 
teristic. Most  idiopathic  sleepwalkers  return  to 
their  own  beds  without  awakening.  Contrary  to 
many  reports,  some  individuals  do  recall  some 
of  their  episodes,  and  many  report  being  aware 
that  they  have  walked  through  “intuition”  or  a 
familiar  feeling  of  “not  having  slept  well”.4 
Subjects  frequently  describe  dreams  during 
their  sleepwalking  episodes;  however,  their 
reports  lack  clarity  and  differ  qualitatively 
from  reports  of  dreams  occurring  during  REM 
sleep. 

More  complex  sleepwalking  behaviors,  such 
as  cooking  food  and  eating  it,  leaving  one’s 
dwelling,  or  driving  a car,  are  far  less  common 
than  the  repetitious  activity  mentioned  above. 
However,  these  complex  behaviors  during 
sleep  are  more  frightening,  and  tend  to  force 
the  individual  to  seek  help.  Even  though  it  is 
rare  for  an  individual  to  injure  himself/herself 
or  others  during  an  episode  of  sleepwalking, 
the  syndrome  should  not  always  be  considered 
benign.  Injuries  can  and  do  occur.  What 
appears  to  be  purposeful  behavior  can  be 
dangerous  when  performed  by  an  individual  in 
the  deep  stages  of  sleep. 

Differential  Diagnosis 

It  is  important  to  separate  primary  idio- 
pathic sleepwalking  from  sleepwalking  that  is 
secondary  to  organic  illness.  Psychomotor 
seizures  during  sleep  may  produce  various 
automatic  behaviors  which  can  mimic  activities 
of  the  idiopathic  sleepwalker.  Differentiation 
may  be  made  by  finding  daytime  behavioral 
symptoms,  by  E.E.G.,  and/or  by  noting  that 
such  individuals  generally  do  not  return  to 
their  own  bed,  as  is  often  the  case  with 


idiopathic  sleepwalkers.  In  addition,  automatic 
repetitive  activities  can  be  associated  with 
severe  psychopathology  (such  as  schizo- 
phrenia, autism,  fugue  states).  In  such  cases 
these  activities  are  generally  not  limited  to 
sleep  and  may  last  much  longer  than  is  typical 
of  a sleepwalking  episode.  Sleepwalking  activi- 
ties secondary  to  severe  psychopathology 
would  not  show  physiologic  evidence  of  an 
altered  state  of  consciousness. 

In  episodes  of  secondary  sleepwalking, 
treatment  should  be  aimed  at  the  primary 
condition  which  underlies  the  symptom.  Anti- 
convulsant medications  for  unusual  presenta- 
tions of  epilepsy  frequently  help  such  in- 
dividuals. Acute  treatment  for  febrile  or  toxic 
disease  processes  or  discontinuation  of  sleep- 
ing medications,  which  may  have  precipitated 
secondary  sleepwalking  by  increasing  stage  3 
and  stage  4 sleep  time,  are  examples  of  such 
treatments  of  primary  illness  causing  secon- 
dary sleepwalking, 5'6'78' 

Two  Approaches  to  Treatment  of 
Adult  Idiopathic  Sleepwalking 

Specialized  Hypnosis.  Sleepwalking,  al- 
though generally  considered  to  be  biologically 
caused,  is  at  least  partially  amenable  to  both 
psychological  and  pharmacological  treatment 
methods.  The  traditional  treatment  for  sleep- 
walking has  been  psychotherapy  or  psycho- 
analysis. There  have  been  isolated  case  reports 
of  success,9  but  none  of  the  usual  forms  of 
psychotherapy  have  been  found  generally 
useful.10’11  These  inconsistent  findings  perhaps 
reflect  the  fact  that  sleepwalking  has  not  been 
found  routinely  to  be  associated  with  any 
particular  psychiatric  diagnosis  or  early  life 
trauma,  and  the  fact  that  it  does  not  occur  in 
association  with  ordinary  dreaming.  Simple 
hypnosis  has  often  been  tried  but  has  met  with 
little  success.12,13 

A specialized  form  of  hypnosis,  similar  to 
that  described  in  a case  report  by  Dillahunt,14 
has  been  used  with  some  success  by  the 
authors  and  others  in  our  group.4  The  model 
used  depends  on  a form  of  learning  paradigm, 
consisting  of  making  a comparison  between  the 
sleepwalking  episode  and  a hypnotic  trance, 
and  teaching  arousal  cues  which  may  be 
applied  to  both.  Induction  and  deepening  of 
trance  are  accomplished  while  the  subject  has 
his  or  her  feet  resting,  soles  up,  on  a footstool. 
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During  the  hypnotic  trance,  two  “basic  prin- 
ciples” are  described  to  the  subject: 

1.  “Your  sleepwalking  occurs  in  a kind  of 
trance,  a somnambulistic  trance,  much  like 
the  one  you  experience  here  in  the  office.” 

2.  “When  your  feet  are  flat  on  the  floor,  you 
will  find  that  you  immediately  become 
alert  and  awake,  no  matter  how  deep  the 
trance,  no  matter  how  deep  your  sleep. 
You  will  not  be  able  to  stay  in  trance,  you 
will  not  be  able  to  stay  asleep,  when  your 
feet  are  on  the  floor.” 

The  arousal  cue  is  reinforced  by  having  the 
subject  place  his  feet  on  the  floor  in  the  office, 
whereupon  the  trance  state  rapidly  disappears. 
The  series  of  treatments  involves  a sequence 
of  six  identical  sessions  over  three  weeks  using 
the  above  methods. 

This  combined  learning  paradigm  and  hyp- 
nosis method  has  been  successful  in  50%  or 
more  of  subjects  studies,  all  of  whom  had 
frequent,  and  previously  intractable  sleep- 
walking syndromes.  Although  some  individuals 
had  symptom  recurrence  within  one  year  after 
treatment  ceased,  the  symptom-disappearance 
and  symptom-improvement  rates  remained 
statistically  significant,  based  on  a single- 
blind, rater-blind  cross-over  study.4  An  earlier 
more  anecdotal  study,  reported  similar  results.15 

Pharmacologic.  Due  to  the  nonREM  na- 
ture of  sleepwalking  behavior,  the  hypothesis 
has  been  put  forward  that  medications  which 
decrease  stage  3 and  stage  4 sleep  may  be  of 
value.6  81617  Improvement  has  been  reported  in 
symptomatology  with  imipramine  in  low  bed- 
time doses.18  However,  diazepam  is  the  most 
studied  of  these  drugs  and  it  has  been  reported 
to  be  helpful  in  case  studies.17  It  should  be 
noted  that  diazepam  is  apparently  effective  at 
low  dosage  levels  (.e.g.,  10  mg.  at  bedtime), 
and  has  not  been  shown  to  induce  tolerance  in 
the  subjects  with  whom  the  authors  have 
worked.  When  effective,  the  benefits  of  the 
medication  have  been  noted  within  the  first 
several  days  of  treatment. 

Observations  from  three  clinical  cases  treat- 
ed with  diazepam  led  to  a double  blind,  double 
cross-over,  placebo-controlled  study.  Unfor- 
tunately for  this  research,  there  are  few  adults 
who  often  walk  in  their  sleep.  Only  5 adults 
completed  the  study,  out  of  a total  of  eight  who 


volunteered  in  response  to  newspaper,  radio, 
and  television  advertisements. 

The  procedure  used  involved  a two  week 
washout  period  for  any  previously  taken 
benzodiazepines,  then  the  “study  medication” 
was  given  for  three  two-week  periods,  sep- 
arated by  two-week  washout  times.  Although 
the  distribution  of  the  medication  was  random, 
each  subject  was  certain  to  receive  at  least  one 
course  of  diazepam,  10  mg.  at  bedtime,  and  at 
least  one  course  of  placebo.  The  subjects  and 
their  families  rated  sleepwalking  symptoms  in 
terms  of  severity  on  a daily  tally  sheet.  Due  to 
the  small  number,  statistical  analysis  was 
limited  to  the  Sign  Test  and  Wilcoxon’s  Signed 
Rank  Test,  a non-parametric  test  similar  to 
Student’s  t.  The  results  of  this  study,  which 
will  be  published  in  the  near  future,  showed 
trends  which  were  in  the  predicted  direction, 
with  marked  improvement  in  two  of  the  five 
subjects.19 

The  Wilcoxon  Signed  Rank  Test  for  initial 
ratings  vs.  mean  ratings  on  active  medication 
showed  a positive  effect  at  the  P<0.05  level. 
The  Sign  Test  results  were  computed  for 
“days  above  very  mild  symptoms”  and  for 
initial  ratings  vs.  study  results.  Both  reached  a 
P<0.01  level  in  the  expected  direction.  Al- 
though it  is  certainly  true  that  the  number  of 
subjects  available  for  this  study  was  very  low, 
putting  the  statistical  results  in  some  question, 
it  should  be  kept  in  mind  that  the  subjects 
treated  in  this  study  were  known  to  be 
“intractable”  and  had  often  had  no  response  to 
other  treatment  measures  such  as  hypnosis, 
psychotherapy,  and  other  medications. 

Summary  and  Recommendations 

Adult  idiopathic  sleepwalking  appears  to  be 
a fairly  rare  condition  which  in  most  cases  is 
benign.  Although  sleepwalking  is  weakly  cor- 
related with  other  stage  3 and  stage  4 
nonREM  sleep  phenomena,  such  as  sleep 
talking,  or  childhood  enuresis,  the  only  con- 
sistent relationship  between  sleepwalking  and 
psychological  illness  is  that  of  exacerbation 
during  periods  of  emotional  and  perhaps 
physical  stress.  Once  organic  disease  has  been 
ruled  out  as  a primary  cause  of  the  symptom, 
the  behavior  can  be  treated  symptomatically. 

Two  treatment  approaches  which  appear  to 
be  successful  in  a significant  number  of  cases 
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have  been  outlined  in  this  paper.  A special 
behavioral  paradigm  that  compares  sleepwalk- 
ing to  hypnotic  trance  has  been  described.  To 
the  authors’  knowledge,  this  treatment  model 
is  not  associated  with  any  adverse  side  effects. 

Pharmacologic  treatment  may  be  based  on 
the  suppression  of  stage  3 and  stage  4 sleep. 
Benzodiazepine  derivatives  have  been  sug- 
gested and  are  associated  with  few  side  effects 
or  adverse  reactions.  Although  the  authors’ 
experience  is  limited  to  the  use  of  low  doses  of 
diazepam  at  bedtime,  the  logic  underlying  this 
choice  could  be  extended  to  metabolic  deriva- 
tives or  similar  drugs  with  a shorter  half-life. 
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Severe  Interstitial  Pneumonitis 
Due  to  Influenza  A/Bangkok/I/79 


INFLUENZA  infection  in  the  neo- 
natal population  can  be  severe 
and  even  life-threatening,  as 
indicated  by  the  few  reports  in  the  literature. 
In  1973  Bauer,  et  al.1  described  three  cases  of 
influenza  A/Hong  Kong/1/68  (H3N2)  infection 
in  a neonatal  intensive  care  nursery.  Four  years 
later  Meibalane,  et  al.2  described  a similar 
intensive  care  nursery  outbreak  with  influenza 
A/Victoria/3/75  (H3N2).  In  both  outbreaks 
some  of  the  infants  experienced  lung  involve- 
ment; in  all  cases  the  disease  ran  a benign 
course  with  the  infants  recovering  without 
sequelae.  In  this  report  we  describe  a case  of 
severe  pneumonia  due  to  an  influenza 
A/Bangkok/1/79  (H3N2)-like  virus  occuring  in 
an  infant  recently  discharged  from  a nursery 
intensive  care  unit  during  the  1980-1981 
winter  season. 

Case  Report 

A 3 month  old  black  male  was  brought  to  the 
emergency  room  because  of  apnea  two  days 
after  being  discharged  from  the  Neonatal 
Intensive  Care  Unit.  The  infant  was  born 
prematurely  at  27  weeks  by  gestational  age 
and  weighed  910  grams.  Apgar  scores  were  2 
and  4 at  1 and  5 minutes,  respectively. 
Multiple  problems  related  to  prematurity  were 
encountered.  Severe  respiratory  distress  syn- 
drome with  pneumothorax  and  pneumonia 
immediately  after  birth  required  assisted 
ventilation  for  41  days.  He  was  discharged 
home  with  minimal  radiological  evidence  of 
bronchopulmonary  dysplasia  two  days  prior  to 
his  readmission. 

On  the  day  of  admission,  the  infant  was 
hypothermic,  lethargic  with  shallow  respira- 
tions, and  subsequently  became  apneic  and 
cyanotic  requiring  mouth  to  mouth  resuscita- 
tion. Hypoventilation  associated  with  brady- 
cardia necessitated  ventilatory  assistance.  He 
had  an  initial  WBC  of  5,000/cmm,  PMN’s 
40%,  bands  26%,  monocytes  16%,  lympho- 
cytes 17%,  Hb  11.3  gm/dl  and  a normal 
platelet  count.  Blood  glucose  before  the 
initiation  of  intravenous  fluid  was  250  mg/dl, 
and  SGOT  was  273  IU/L.  Cultures  of  blood, 
CSF,  tracheal  aspirate,  circumcision  site,  nose, 
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urine  and  stool  were  all  negative  for  bacterial 
pathogens.  He  was  initially  given  ampicillin 
and  gentamicin.  Subsequently  methicillin  was 
added  to  the  regimen  because  of  progessively 
increasing  pneumonic  infiltrates  and  a sus- 
picion of  staphylococcal  pneumonia.  Tonic 
seizures  developed  on  the  second  day;  how- 
ever, the  CSF  examination  was  normal.  There 
was  a persistent  leukopenia  with  a left  shift. 

Because  of  nonresolving  pneumonic  infil- 
trates (Fig.  1),  the  possibilities  of  viral, 
chlamydial,  mycoplasmal,  and  Pneumocystic 
carini  infections  were  considered.  Sulfatri- 
methoprim  and  erythromycin  were  added  to 
the  regimen  while  awaiting  results  of  labora- 
tory tests.  These  subsequently  failed  to 
implicate  bacterial  organisms.  Clinical  and 
hematological  improvement  began  slowly.  On 
the  14th  day,  viral  cultures  and  serological 
tests  indicated  influenza  A/Bangkok/1/79  in- 
fection. The  subsequent  clinical  course  was 
characterized  by  gradual  improvement.  This 
improvement  was  evident  in  radiological  re- 
sults obtained  one  day  before  dismissal  which 
showed  resolution  of  the  infiltrate  (Fig.  2).  The 
infant  was  discharged  on  the  36th  hospital  day. 

Virus  Laboratory  Findings 

Tracheal  aspirate  and  nose  cultures  were 

*Address  reprint  requests  to  Michael  K.  O’Hara,  Ph.D.;  Department  of 
Microbiology;  Creighton  University  School  of  Medicine;  Omaha,  NE 
68178. 
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Figure  1 

Severe  pulmonary  interstitial  pneumonia  eight 
days  after  the  onset  of  clinical  illness. 


Figure  2 

Resolution  of  pulmonary  infiltrates.  X-ray  taken 
on  35th  day  after  onset  — one  day  pre-dismissal. 
(Densities  evident  represent  the  chronic  infiltrates 
of  bronchopulmonary  dysplasia.) 
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positive  by  hemadsorption  after  6 days  of 
culture  in  primary  rhesus  monkey  kidney  cells 
(Flow  Laboratories,  Rockville,  MD).  The  iso- 
late from  the  tracheal  aspirate  was  identified 
as  an  influenza  A/Bangkok/l/79-like  virus  by 
hemagglutination  inhibition  (HI)  using  antisera 
supplied  by  the  Center  for  Disease  Control, 
Atlanta.  Viral  serological  studies  (HI)  were 
also  performed  comparing  antibody  levels  in 
acute  and  convalescent  sera  (convalescent 
serum  collected  4 weeks  after  the  acute  phase 
serum)  to  influenza  A/Bangkok/1/79  and  the 
isolate.  The  acute  serum  HI  antibody  titers  to 
the  isolate  and  influenza  A/Bangkok  were  each 
1:40;  the  antibody  levels  increased  in  the 
convalescent  serum  to  1:1280  and  1:640  for 
the  isolate  and  A/Bangkok,  respectively.  The 
results  show  a significant  rise  in  antibody 
levels  to  both  viruses  and  support  the  con- 
clusion that  an  influenza  A/Bangkok/ 1/79 
(H3N2)-like  virus  was  the  etiologic  agent. 

Discussion 

This  report  describes  the  pathogenic  poten- 
tial of  a recent  epidemic  strain  of  influenza 
(influenza  A/Bangkok/1/79)  in  an  infant  and 
supports  findings  indicating  a major  patho- 
genic role  for  influenza  virus  in  the  very  young. 
Previous  reports  by  Bauer,  et  al.1  and  Meiba- 
lane,  et  al.2  indicated  the  potential  for  two 
influenza  A strains  (A/Hong  Kong/1/68  and 
A/Victoria/3/75)  to  cause  disease  in  the 
newborn  infant  in  a neonatal  unit.  In  these 
reports  the  infants  all  had  some  potentially 
predisposing  illness  and  several  developed  an 
interstitial  pneumonia.  In  a study  by  Glezen,  et 
al.3  in  which  a larger  pediatric  population  was 
examined  during  1975-1976,  greater  than  30% 
of  children  0-3  months  of  age  hospitalized 
during  an  influenza  A/Victoria  outbreak  had 
pneumonia.  The  remainder  demonstrated 
laryngotracheobronchitis  or  fever.  In  a recent 
study,  Paisley  et  al.4  described  83  children 
with  influenza  A2  infection.  Three  of  the 
patients  died  of  progressive  pneumonia  (2  of 
the  3 had  underlying  chronic  illness).  Seven- 
teen (21%)  of  the  children  had  preexisting 
illnesses,  including  one  like  ours  with  broncho- 
pulmonary dysplasia.  During  infancy,  congeni- 
tal heart  disease,  malignancy  and  prematurity 
have  been  reported  to  effect  a predisposition 
to  severity  and  increased  mortality  in  influenza 


infection.1  In  a report  of  23  young  children  with 
influenza  A2  infection  associated  with  lower 
respiratory  tract  involvement,  bronchopneu- 
monia was  noted  in  2 and  segmental/lobar 
pneumonia  in  7 patients.5 

In  this  report  an  infant  demonstrated  apnea 
and  respiratory  distress  two  days  after  being 
released  from  the  intensive  care  nursery  where 
he  had  been  treated  for  problems  related  to  a 
premature  birth  and  bronchopulmonary  dys- 
plasia. Pneumonitis  persisted  for  two  weeks 
and  was  followed  by  complete  recovery. 
Influenza  A/Bangkok  was  isolated  from  the 
trachea  and  the  nose,  and  a significant  rise  in 
antibody  titer  to  the  isolate  and  A/Bangkok 
was  noted.  The  infection  was  likely  the  result 
of  contact  with  infected  family  members, 
especially  the  mother  with  whom  he  had  been 
in  contact  the  day  before  being  discharged. 
Several  family  members,  including  the  mother, 
had  recently  experienced  symptoms  of  in- 
fluenza illness.  The  relatively  short  1-2  day 
incubation  period  for  influenza  is  consistent 
with  this  possibility.  No  nursing  personnel 
having  had  contact  with  the  infant  had  obvious 
influenzal  disease  prior  to  readmission.  In- 
fluenza A/Bangkok  virus  was  the  likely  cause 
of  a regional  outbreak  at  the  same  time. 

Summary 

This  case  report  supports  the  previous 
findings  of  a significant  pathogenic  role  for 
influenza  A virus,  in  general,  and  for  influenza 
A/Bangkok,  in  particular,  in  the  neonatal 
population.  Close  monitoring  of  patients  and 
intensive  supportive  care  is  necessary  to 
prevent  fatalities. 
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Alternate  Birth  Centers 


CONSUMERS  have  asked  for  a 
change  in  the  type  of  available 
obstetrical  care.  Such  requests 
have  been  more  common  in  California  than  in 
Nebraska  and  are  an  expression  of  the 
concerns  of  the  mother  to  be  able  to  labor  and 
deliver  in  a comfortable  homelike  environment 
without  endangering  herself  or  her  newborn 
baby.  One  approach  used  elsewhere  has  been 
the  alternate  birthing  centers  (ABC),  which  are 
usually  a free  standing  unit  away  from  the 
hospital  itself  with  backup  services  and  trans- 
fer available.  Another  approach  has  been  the 
development  of  a birthing  room  within  the 
hospital  maternity  unit.  Birthing  rooms  by 
definition  allow  the  mother  to  be  admitted, 
labor,  and  deliver  in  a single  room  without  the 
inconvenience  of  being  transferred  to  a de- 
livery or  recovery  room.  The  key  to  success  of  a 
birthing  room  or  birthing  center  is  not  the 
physical  environment,  but  the  flexibility  pro- 
vided by  the  staff  enabling  them  to  offer 
individualized  care. 

In  Nebraska,  the  “birthing  room”  concept 
has  been  implanted  in  hospitals  in  varying 
degrees.  In  some  institutions,  by  request  and 
with  permission  of  the  attending  physician,  the 
patient  may  labor  without  the  usual  intra- 
venous fluids,  perineal  preps,  or  electronic 
fetal  monitoring.  In  a survey  of  the  state 
facilities  performed  by  P.  Lorkovic  and  K. 
Hoffman  from  the  University  of  Nebraska 
Hospital  Nursing  Service,  it  was  found  that 
Nebraska  hospitals  offer  birthing  chairs,  birth- 
ing beds,  and  a private  environment.  In 
Scottsbluff,  the  hospitals  have  offered  the 
birthing  bed;  in  Fremont,  a birthing  bed  and 
birthing  chair.  In  Lincoln,  hospitals  offer  the 
birthing  chair  or  bed  as  well  as  a birthing  room. 
In  Omaha,  all  possible  combinations  of  birth- 
ing rooms  and  early  discharge  are  offered  to 
qualified  patients. 

At  the  University  of  Nebraska  Medical 
Center,  a pilot  program  has  been  started  which 
offers  an  alternate  birth  center  (ABC),  which 
provides  a birthing  environment  with  the 
greatest  flexibility  possible  within  the  hospital 
setting  to  low  risk  pregnant  women.  In  keeping 
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with  this  concept,  this  room  has  been  fur- 
nished with  a rocking  chair,  a stereo  sound 
system,  a refrigerator,  a sofa  bed,  a cradle,  as 
well  as  other  accessories  to  enhance  the  image 
of  a comfortable  relaxing  environment.  An- 
other unique  feature  contributing  to  the  home- 
like environment  is  the  presence  of  a window. 
A birthing  bed,  birthing  chair,  or  regular 
hospital  bed  is  provided  in  this  room  adjacent 
to  the  labor  suite.  Mothers  may  elect  to 
ambulate,  shower,  or  take  oral  fluids;  they  may 
decline  to  have  intravenous  fluids,  enemas,  or 
electronic  fetal  monitoring.  The  concept  of 
family  togetherness  is  emphasized  during  the 
labor  and  postpartum  period.  The  mother  and 
infant  must  be  identified  as  low-risk  and  as 
having  had  an  uncomplicated  pregnancy.  Prior 
to  admission  to  the  ABC,  the  mother  is 
interviewed  by  a member  of  the  nursing  staff 
to  determine  congruence  between  the  family 
desires  and  the  options  available  in  the 
birthing  center. 

In  addition  to  consumers  requests,  such 
alternate  birthing  centers  have  filled  the  needs 
of  those  physicians  who  are  skeptical  about  the 
value  of  routine  electronic  fetal  monitoring  in 
low  risk  pregnant  women,  the  overall  useful- 
ness of  the  fetal  intensive  care  unit  (highly 
specialized  labor  rooms),  and  of  maximum 
medical  interference  in  what  are  otherwise 
normal  pregnancies  and  births.1  In  California, 
an  ABC  manned  mostly  by  certified  midwives 
actually  had  better  perinatal  statistics  than 
that  managed  by  obstetricians.  This  experi- 
ence probably  reflects  the  difference  in  patient 
compliance  rather  than  medical  practice,  but  it 
does  emphasize  that  with  highly  motivated, 
low  risk  pregnant  women,  ABC  in  a hospital 
setting  can  offer  safe  birthing  care  to  low  risk 
mothers.2 

R.  Goodlin 
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LETTER  TO  THE  EDITOR 

I125  Radiation  Treatment 
of  Prostatic  Carcinoma 


To  the  Editor: 

I appreciate  the  opportunity  to  come  forth 
and  elaborate  upon  my  anonymous  remarks 
following  Dr.  Kumar’s  article  in  the  Nebraska 
Medical  Journal  (July  1982)  regarding  I125 
radiation  treatment  of  prostatic  carcinoma, 
plus  reply  to  the  comments  of  Dr.  Frank 
(August  1982)  and  Dr.  Bartone  (October 
1982). 

I was  somewhat  taken  aback  by  the  rather 
strident  tone  of  Dr.  Frank’s  letter  since  my 
contention  is  eminently  supportable,  regard- 
less of  what  he  may  feel  as  a radiotherapist 
about  the  knowledge  and  training  of  his 
debating  opponent.  I believe  that  my  training 
and  knowledge  enables  me  to  enter  this  arena, 
as  I have  personally  administered  interstitial 
radiation  therapy  to  over  30  patients  with 
prostatic  carcinoma,  plus  I have  assisted  with 
the  care  of  many  others.  I am  familiar  with  the 
field  in  this  regard,  although  I do  not  practice 
radiation  therapy. 

Prostatic  carcinoma  remains  an  enigmatic 
disease.  Dr.  Thomas  Stamey,  Chairman,  Divi- 
sion of  Urology,  Stanford  University,  has 
recently  written  a monograph,1  to  which  I will 
refer  several  times,  in  which  he  laments  his 
personal  frustration  of  not  knowing  what  to  do 
for  his  patients  with  prostatic  carcinoma.  This 
erudite  essay  should  be  read  by  any  physician 
who  wishes  to  help  care  for  men  afflicted  with 


prostatic  carcinoma;  its  scope  goes  far  beyond 
that  which  is  possible  in  this  simple  communi- 
cation. 

The  point  which  I raised  in  my  previously 
reported  anonymous  comment  is  that  most 
clinical  urologists  do  not  feel  that  radiation 
therapy,  whether  external  or  interstitial,  offers 
a good  opportunity  for  cure  of  prostatic 
carcinoma.  I suppose  that  one  can  debate  the 
meaning  of  the  term  “cure,”  but  generally  the 
word  implies  healing,  to  make  well,  or  a 
restoration  to  health.2  It  is  clear  from  multiple 
follow  up  studies  (Table  1),  that  external 
radiation  therapy  fails  to  meet  these  defini- 
tions; and  further,  these  studies  also  refute  Dr. 
Frank’s  assertion  that  local  control  is  well 
achieved  with  external  radiation  therapy. 
Incidentally,  note  that  these  references  are 
reasonably  current,  and  contrary  to  Dr.  Frank’s 
implications,  none  deal  with  patients  treated 
by  older  radiotherapeutic  modalities.  I will 
admit  again  that  radiation  therapy  can  often 
relieve  local  problems  of  ureteral  obstruction 
and  recurrent  bleeding;  it  is  often  helpful  in 
this  regard  and  for  the  palliative  relief  of  pain. 

To  date  there  has  not  been  a plethora  of 
follow-up  biopsy  studies  done  on  patients 
treated  with  implantation  of  I125,  because  the 
technique  is  relatively  recent,  and  because  not 
very  many  people  are  using  the  technique.  It  is 
advocated  primarily  by  Dr.  Whitmore  at 


TABLE  I 

EXTERNAL  RADIATION  ALONE 


Author 

Year 

% Biopsy 
Pos. 

Interval 
From  Rx. 

GROUT  ET  AL 

1971 

45% 

1/2  YRS. 

RODRIQUEZ  ET  AL 

1973 

83% 

1-1  1/2  YRS. 

ALKEN  ET  AL 

1973 

87% 

1/2  - 2 YRS. 

PRAETORIUS 

1974 

83% 

1 YR. 

GILL  ET  AL 

1974 

55% 

1/2  - 3 YRS. 

McLAUGHLIN  ET  AL 

1975 

0 

1/2  - 2 YRS. 

COSGROVE  & KAEMPF 

1975 

55% 

1 - 5 YRS. 

SEWELL  ET  AL 

1975 

65% 

1 - 7 YRS. 

KURTH  ET  AL 

1977 

61% 

1/2  - 6 YRS. 

All  studies  are  found  in  the 

“Journal  of  Urology" 

or  “Urology”. 
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Memorial  Sloan-Kettering  Institute,  and  by 
Dr.  Lytton  at  Yale  University.  It  has  been  used 
somewhat  under  protocol  circumstances,  and 
properly  so,  in  several  research  and/or  aca- 
demic institutions,  Never-the-less,  disquieting 
follow-up  biopsy  reports  are  beginning  to 
appear.  Mehan,  et  al,3  demonstrated  definite 
recurrence/residual  tumor  in  5/10  men  treated 
with  I125  at  St.  Louis  University.  Kandzari,  et 
al,4  reported  residual  tumor  in  39%  (18/46) 
men  treated  for  early  prostatic  carcinoma  with 
I125  and  pelvic  lymphadenectomy.  Even  Dr. 
Lytton  reports  persistent  tumor  in  50%  (1 1/22) 
of  men  biopsied  at  Yale  after  I125  treatment.5 

It  has  been  argued  by  radiotherapists  that 
persistent  local  cancer  following  radiation 
therapy  of  the  prostate  may  not  be  biologically 
meaningful,  because  irradiation  may  leave 
normal  appearing  cancer  cells  incapable  of 
sustained  replication.6  However,  Stamey1  pre- 
sents data  indicating  that  residual  prostatic 
tumor  persisting  for  two  or  more  years  after 
external  beam  irradiation  therapy  means 
therapeutic  failure  and  carries  a dire  prog- 
nosis. Moreover,  Mahan,  et  al,7  showed  with 
immunohistochemical  procedures  that  malig- 
nant cells  persisting  after  radiotherapy  con- 
tinued to  produce  prostatic  acid  phosphatase, 
which  suggested  that  these  irradiated  cells 
might  maintain  metabolic  activities  necessary 
for  growth,  and  perhaps  for  metastasis. 

Urologists  generally  feel  that  radical  pro- 
statectomy sets  the  standard  for  what  can  be 
accomplished  under  the  most  ideal  of  all 
conditions,  ie.,  total  removal  of  the  disease  in 
apparently  localized  cancer.  Radiation  ther- 
apy, under  the  best  conditions  (ie.,  complete 
eradication  fo  the  local  tumor,)  could  only 
approach  the  results  achieved  by  surgical 
removal.1  There  is  no  question  that  radical 
prostatectomy  has  inherent  side  effects  and 
potential  complications;  but  as  Dr.  Bartone 
points  out,  external  beam  irradiation  therapy  is 
not  without  its  problems  as  well. 

To  put  this  academic  controversy  in  per- 
spective, however,  we  need  to  realize  that  even 


the  best  statistical  series  on  long  term  follow- 
up of  men  who  underwent  radical  prostatec- 
tomy reveals  that  we  are  perhaps  only  “curing” 
about  2%  of  all  patients  seen.  Also,  Stamey1 
points  out  that  compilations  of  statistical  data 
from  prostatic  resections  and  autopsies  reveal 
that  the  disease  may  be  histologically  present 
in  30,000/100,000  men  over  age  50,  but  that 
only  about  23/100,000  men  will  die  from  the 
disease.  This  helps  point  out  the  troublesome 
therapeutic  paradox  that  perhaps  the  only 
patients  we  can  cure  are  likely  to  be  those  who 
will  live  the  longest  anyway,  perhaps  without 
intervention. 

Finally,  it  is  likely  that  our  intellectual 
efforts  and  energies  need  to  be  redirected 
toward  efforts  to  control  the  complications  of 
the  natural  history  of  the  disease,  or  toward 
treatment  which  is  able  to  deal  effectively  with 
the  98%  of  patients  who  present  clinically  with 
spread  beyond  the  confines  of  the  prostate. 
This  treatment  will  probably  he  systemic  or 
immunologic;  if  and  when  it  is  developed,  the 
entire  preceding  discussion  will  be  forgotten. 

Craig  L.  Urbauer,  M.D. 
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The  issue  of  the  Federal  Trade  Commis- 
sion’s assumed  jurisdiction  over  the  profes- 
sions now  will  not  be  settled  at  least  until  the 
“lame  duck’’  session  of  Congress  starting 
November  29th.  In  its  rush  to  recess  for  local 
election  campaigns,  Congress  delayed  its  vote 
to  exempt  the  learned  professions  from  FTC 
jurisdiction.  The  American  Medical  Associa- 
tion in  concert  with  most  of  the  state  medical 
associations  has  made  a diligent  effort  to 
educate  our  elected  Representatives  and 
Senators  regarding  the  merits  of  such  legisla- 
tion. 

The  decision  is  important  not  only  for  us  as 
physicians  but  also  for  our  patients.  At  stake 
for  the  medical  profession  is  our  right  to  set 
standards  to  protect  the  public  from  deception 
and  incompetence  in  the  medical  profession. 
At  stake  for  individual  states  is  the  right  to 
enact  laws  pertaining  to  professionals  and 
professional  organizations  without  threat  of 
having  them  preempted  by  a nonelected 
agency.  At  stake  for  patients  is  their  right  to 
have  qualified  and  experienced  medical  pro- 
fessionals responsible  for  professional  self- 
regulation  that  embraces  a commitment  to 
serve  the  public  and  improve  the  quality  of  life 
in  our  society. 

The  physicians  of  America  are  not  asking  for 
exemption  from  the  antitrust  laws.  We  are 
asking  that  claims  of  improper  conduct  by 
professional  groups  be  tried  in  courts  with 
impartial  judges  — not  at  administrative 
hearings  before  salaried  employees  of  the 
agency  making  the  charges. 

We  are  asking  that  the  FTC  be  required  to 
respect  duly  enacted  state  laws.  And  we  are 
asking  that  the  Congress  clarify  that  it  never 
empowered  the  FTC  to  regulate  not-for-profit 
professional  organizations. 

Before  the  Congress  are  legislative  pro- 
posals that  agree  with  our  position.  They 
deserve  the  support  of  every  physician  in  this 
country.  And  our  legislators  need  to  know  that 


we  support  these  proposals  and  why.  The  FTC 
is  at  the  center  of  congressional  attention 
because  the  agency  is  operating  on  temporary 
funds  that  were  provided  through  a last  minute 
continuing  resolution  that  cleared  both  the 
House  and  Senate  on  October  1,  1982. 

In  the  House  of  Representatives,  H.R.  3722, 
which  has  220  cosponsors,  would  place  a 
moratorium  on  FTC  activities  regarding  state- 
regulated  professions  and  professional  associ- 
ations. 

The  vital  question  of  whether  the  FTC  will 
be  allowed  to  continue  its  self-appointed  role 
of  regulator  of  the  professions  will  soon  be 
decided.  Write,  wire  or  phone  your  senators 
and  representatives  and  give  them  your  views. 
Those  few  minutes  you  spend  could  help  them 
make  correct  decisions  affecting  your  pro- 
fessional future  for  many  years. 

Allan  C.  Landers,  M.D. 

President, 

Nebraska  Medical  Association 
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Coming  Meetings 


CREIGHTON  UNIVERSITY  SCHOOL 
OF  MEDICINE  CONTINUING 
MEDICAL  EDUCATION  COURSES 

NOVEMBER 

MEDICAL  AND  DENTAL  HYPNOSIS  - 
November  21-22,  1982,  Seminar  Room, 
Saint  Joseph  Hospital,  Omaha,  Nebraska. 

SEMINARS  IN  INFECTIOUS  DISEASES  — 
November  thru  April,  1983,  Kona,  Hawaii. 

SEMINAR  IN  DERMATOLOGY  — Nov- 
ember 27  thru  December  4,  1982,  Cancun, 
Mexico. 

For  specific  information  about  these  cour- 
ses, contact  Division  of  Continuing  Education, 

Creighton  University  School  of  Medicine, 

(402)  280-2550. 

* * * 

“CURRENT  CONTROVERSIES  IN  BREAST 
CANCER”  is  the  topic  of  the  26th  annual 
Clinical  Conference  to  be  held  in  Houston 
at  the  Shamrock  Hilton  Hotel,  November 
3-5,  1982.  The  conference  will  discuss  the 
current  status  of  therapeutic  and  diagnostic 
controversies  surrounding  breast  cancer.  It 
will  focus  on  issues  of  limited  mastectomy 
and  irradiation;  pathologic  prognostic 
factors;  breast  cancer  screening;  long-term 
results  on  adjuvant  chemotherapy;  the  value 
of  biological  markers;  strategies  for  complete 
remission  of  metastatic  disease;  and  second- 
and  third-line  therapies  for  advanced  disease. 
Co-chairpersons:  Drs.  George  G.  Blumen- 
schein,  Eleanor  Montague  and  Frederick 
Ames.  For  additional  information:  Stephen 
C.  Stuyck,  Director,  Public  Information  and 
Education,  M.D.  Anderson  Hospital  and 
Tumor  Institute,  Houston,  Texas  77030, 
(713)  792-3030. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  - ALPHA  OMEGA  ALPHA 
— Business  Meeting  for  Fall  Election, 
Tuesday,  November  9,  1982,  7:30  p.m.. 


Bishop  Clarkson  Hospital,  (lower  level) 
Storz  Pavilion,  Omaha,  All  AOA  Alpha 
members  are  invited  to  attend. 


MEDICAL,  LEGAL,  ETHICAL  AND  RE- 
LIGIOUS ISSUES  IN  PERINATAL 
HEALTH  CARE:  November  11  & 12,  1982, 
in  Omaha  and  Kearney.  For  further  informa- 
tion contact:  Robert  S.  Grant,  M.D.,  M.P.H., 
Ne.  State  Health  Dept.,  MCH  Division, 
(402)  471-2907. 


OFFICE  MANAGEMENT  OF  DIABETES  — 
November  18  and  19,  1982.  Contact:  Marge 
Adey,  Center  for  Continuing  Education, 
Univ.  of  Nebr.  Medical  Center,  42nd  & 
Dewrey,  Omaha,  NE  68105. 


RISK  FACTORS  IN  HEALTH  CARE: 
NUTRITION  CONTROL  - December  1-4, 
1982,  Pacific  Beach  Hotel,  Honolulu,  Hawaii. 
Contact  Roxanne  Pankonin,  42nd  & Dewey 
Ave.,  Omaha,  NE  68105. 

AMERICAN  MEDICAL  ASSOCIATION  - 
Interim  Meeting,  December  5-8,  1982, 

Miami  Beach,  Florida. 

29TH  ANNUAL  SCIENTIFIC  SESSION  OF 
THE  NEBRASKA  OBSTETRIC  AND 
GYNECOLOGICAL  SOCIETY  (NOGS)  - 
December  2-4,  1982,  MGM  Grand  Hotel, 
Las  Vegas,  Nevada. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  - ALPHA  OMEGA  ALPHA 
— December  Convocation  — Thursday, 
December  9,  1982,  12:00  noon,  in  the 
Amphitheater  of  the  Center  for  Continuing 
Education,  UNMC  campus.  Speaker:  Robert 
Manley,  Ph.D.,  Curator,  Stuhr  Museum, 
Grand  Island,  Nebraska.  All  AOA  members, 
alumni,  faculty  and  students  are  invited  to 
attend.  Note:  The  annual  AOA  Banquet  wall 
be  in  the  spring  of  1983. 
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In  Memoriam 

By  medicine  life  may  be  prolong’d 
yet  death 

Will  seize  the  doctor  too. 

— Shakespeare 

Charles  F.  Brannen,  M.D.  — (born  1923,  died 
Sept.  29,  1982)  Medical  specialty:  General 
Practice.  Doctor  Brannen,  who  practiced  in 
Omaha,  NE,  was  a 1947  graduate  of 
Creighton  University  School  of  Medicine. 
He  was  a member  of  the  Nebraska  Medical 
Association.  Doctor  Brannen  is  survived  by 
his  wife,  Mary  Frances;  sons  and  daughters- 


WashingtoNotes 

(Continued  from  page  22A) 

such  outpatient  services  have  been  included  in 
the  reasonable  cost  or  charge  of  the  facility.” 

Assistants  at  Surgery 

Reimbursement  for  assistants  at  surgery  in 
hospitals  with  an  approved  training  program 
will  be  prohibited  if  the  training  program 
related  to  the  medical  specialty  required  for 
the  surgical  procedure  and  a qualified  in- 
dividual from  the  hospital  staff  is  available  to 
assist.  Exceptions  will  be  allowed  pursuant  to 
regulations  to  be  developed  by  the  Secretary 
by  October  1,  1982,  for  the  following  circum- 
stances: (1)  “exceptional  medical  circum- 

stances;” (2)  a team  of  physicians  is  needed  to 
perform  complex  medical  procedures;  (3)  a 
physician  of  another  specialty  is  needed  for 
concurrent  care;  and  (4)  other  circumstances 
deemed  appropriate  by  the  Secretary.  Where 
an  assistant  at  surgery  is  entitled  to  reimburse- 
ment, the  Secretary  is  to  determine  the 
appropriate  method  of  reimbursement. 

Pensions 

Limits  on  Contributions  and  Benefits  — 

Maximum  contributions  to  a defined  contribu- 
tion plan  would  be  reduced  from  $45,475  to 
$30,000.  Maximum  annual  benefits  under  a 
defined  benefit  plan  would  be  reduced  from 


in-law,  Doctor  Michael  and  Janet  of  Omaha, 
Thomas  and  Ann,  Bellevue,  John  and 
Barbara,  Omaha;  daughters  and  sons-in-law, 
Mary  Beth  and  Timothy  Herek  of  Omaha, 
Kathleen  and  Frank  Jones  of  LaVista; 
daughters  Patricia  & Bridget,  both  of  Belle- 
vue; 16  grandchildren;  brother?- John  Bran- 
nen. 


$136,425  to  $90,000.  The  cost-of-living  ad- 
justments for  these  dollar  limits  would  be 
suspended  for  two  years.  Beginning  in  1986, 
the  dollar  limits  would  be  adjusted  for  post- 
1984  cost-of-living  increases.  Maximum  bene- 
fits under  a defined  benefit  plan  would  be 
actuarially  reduced  if  benefits  commence 
before  age  62  (present  early  retirement  re- 
duction occurs  if  distributions  take  place 
before  age  55).  These  provisions  apply  to  new 
pension  plans  not  in  existence  on  July  1,  1982. 
For  pension  plans  in  existence  on  July  1,  1982, 
the  $30,000  and  $90,000  limitations  will  apply 
for  plan  years  beginning  in  1983.  Certain 
transition  rules  will  be  provided  to  ensure  that 
benefits  already  earned  under  an  existing  plan 
are  not  reduced  on  account  of  the  reduced 
limits. 

Loans  from  Retirement  Plans  — As  a 

general  rule,  loans  from  a tax-qualified  or 
governmental  pension  plan  would  be  treated 
as  a plan  distribution.  An  exception  to  this  rule 
is  that  a loan  would  not  be  treated  as  a 
distribution  to  the  extent  that  the  loan  does 
not  exceed  the  lesser  of  $50,000  or  50  percent 
of  the  present  value  of  the  vested  employee 
benefit,  but  not  less  than  $10,000.  In  other 
words,  loans  from  plans  at  any  one  time  would 
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be  limited  to  $10,000  or  half  of  the  vested 
benefits  up  to  $50,000.  This  exception  only 
applies  if  by  its  terms  the  loan  is  to  be  repaid 
within  five  years.  Loans  for  principal  resi- 
dences would  not  be  subject  to  the  five  year 
rule.  Effective  date:  Loans  made  after  August 
13,  1982  (with  transition  rule). 

“Top-Heavy”  Plans  — Top-heavy  plans  are 
defined  as  pension  plans  (both  corporate  and 
non-corporate)  under  which  more  than  60 
percent  of  the  accrued  benefits  or  contribu- 
tions are  provided  for  key  employees.  A key 
employee  is  an  officer,  a 5 percent  owner,  a 1 
percent  owner  paid  over  $150,000  per  year,  or 
any  of  the  employees  owning  the  10  largest 
interests  in  the  employer.  Special  plan  require- 
ments for  top-heavy  plans  include: 

— a rule  limiting  includible  compensation  to 
$200,000  (adjusted  for  inflation).  Only  the 
first  $200,000  of  an  employee's  compensation 
may  be  taken  into  account  in  determining 
contributions  or  benefits  under  the  plan. 

— minimum  vesting  schedules:  An  employee’s 
right  to  the  accrued  benefit  derived  from 
employer  contributions  must  become  unfor- 
feitable  under  a vesting  schedule  which 
satisfies  one  of  two  alternative  schedules 
provided  in  the  bill.  A plan  satisfies  the  first 
alternative  vesting  schedule  (“three-year 
full  vesting")  if  an  employee  who  has  at  least 
three  years  of  service  with  the  employer 
maintaining  the  plan  has  a nonforfeitable 
right  to  100  percent  of  his  accrued  benefit 
derived  from  employer  contributions.  A plan 
satisfies  the  second  alternative  vesting 
schedule  (“six-year  graded  vesting”)  if  an 
employee  has  a nonforfeitable  right  to  at 
least  20  percent  of  the  accrued  benefit  at 
the  end  of  two  years  of  service,  40  percent 
at  the  end  of  three  years  of  service,  60  per- 
cent at  the  end  of  four  years  of  service, 
80  percent  at  the  end  of  five  years  of  service, 
and  100  percent  after  six  years  of  service 
with  the  employer. 

An  employer  could  not  avoid  the  top-heavy 
plan  rules  by  establishing  a plan  under  a one- 
man  corporate  shell  or  by  leasing  employees 
from  another  employer.  Congress  has  modified 
the  impact  of  the  Keller  v.  Commissioner  of 
IRS  decision  by  restricting  corporations  set  up 
solely  for  tax-avoidance  purposes. 

Keogh  Plan  Limits  — Changes  made  have 
the  effect  of  permitting  a self-employed  person 


to  contribute  into  a Koegh  retirement  plan  the 
lesser  of  20  percent  of  earned  income  or 
$30,000.  The  $30,000  figure  would  be  ad- 
justed, after  1986,  to  reflect  cost-of-living 
increases.  At  present  the  limits  are  15  percent 
of  income  or  $15,000.  Effective  for  plan  years 
beginning  in  1984. 

Estate  Tax  Exclusion  — A ceiling  would  be 
placed  on  the  present  law’s  unlimited  estate 
tax  exclusion  for  annuities  paid  from  qualified 
pension,  stock-bonus  or  profit-sharing  plans, 
tax  deferred  annuities,  IRAs,  and  certain 
military  retirement  plans.  The  aggregate 
amount  excludable  from  the  gross  estate  would 
be  $100,000  for  any  decedent  dying  after 
December  31,  1982. 

Estimated  Revenue  Increase  for  pension 
provisions:  $2  billion  over  three  years. 

Medical  Deductions 

Medical  expense  deductions  would  be  al- 
lowed for  medical  costs  exceeding  5 percent  of 
a taxpayer's  adjusted  gross  income,  compared 
with  the  current  3 percent.  Taxpayers’  ability 
to  include  prescription  drug  costs  greater  than 
1 percent  of  adjusted  gross  income  would  be 
repealed  after  1983.  In  addition,  the  current 
deduction  for  half  of  health  insurance  pre- 
miums up  to  $150  w'ould  be  repealed. 

* * * 

More  than  150  physicians  from  across  the 
nation,  including  the  presidents  of  36  state 
medical  societies  have  met  in  Washington, 
D.C.,  to  map  a final  assault  to  convince 
Congress  the  Federal  Trade  Commission 
threatens  the  quality  of  medical  care. 

The  state  delegations  and  top  officers  of  the 
American  Medical  Association  called  on  scores 
of  key  Senators  and  Congressmen  as  voting 
time  appeared  to  growT  close  on  proposals  to 
strip  the  FTC  of  jurisdiction  over  state- 
regulated  professions  and  to  impose  a mora- 
torium on  FTC  actions  against  professionals 
and  their  associations. 

“We  expect  to  win,"  declared  James  Sam- 
mons, M.D.,  Executive  Vice  President  of  the 
AMA.  Dr.  Sammons  told  a news  conference 
that  220  members  of  the  House,  a majority, 
have  endorsed  the  moratorium  bill.  And  he 
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noted  that  the  Senate  Commerce  Committee 
approved  10-5  legislation  to  remove  the  FTC’s 
powers  over  professionals.  (Subsequent  to  the 
news  conference,  the  Senate  Appropriations 
Committee  also  approved  a one-year  sus- 
pension of  the  FTC’s  authority  over  physicians 
and  other  professionals  by  a 14  to  5 vote.) 

The  “chilling  effects”  of  continued  FTC 
jurisdiction  over  physicians  was  described  to 
reporters  by  Joseph  Boyle,  M.D.,  Chairman  of 
the  AMA  Board  of  Trustees.  Peer  review 
activities,  hospital  review  committees,  and 
specialty  society  standards  could  be  jeopar- 
dized by  FTC  actions,  Dr.  Boyle  said. 

“The  whole  structure  of  medical  society 
attempts  to  protect  patients  from  incompetent 
physicians,  from  fraud  and  abuse,  will  be 
called  into  question  and  could  collapse,”  Dr. 
Boyle  warned. 

John  Coury,  Jr.,  M.D.,  an  AMA  Board 
member,  told  the  news  reporters  that  local 
medical  societies  are  afraid  to  warn  the  public 
against  “certain  entrepreneurs”  who  are  hurt- 
ing patients  because  the  FTC  might  take 
action  against  the  societies.  “The  FTC  permits 
quacks  to  carry  out  false  and  misleading 
advertising  in  their  practice,  and  permits  the 
crumbling  of  the  excellent  peer  review  system 
in  this  country,”  said  Dr.  Coury. 

If  Congress  allows  the  FTC  to  continue  its 
“harassment,”  then  Congress  “must  accept  the 
responsibility  for  destroying  peer  review  and 
the  quality  of  medical  care  in  this  nation,”  the 
physician  said. 

The  threat  the  FTC  poses  to  the  health  care 
coalition  movement  was  outlined  at  the  news 
conference  by  Dennis  O’Leary,  M.D.,  acting 
medical  director  of  the  George  Washington 
University  Hospital  and  President-Elect  of  the 
Medical  Society  of  the  District  of  Columbia. 

Dr.  O’Leary  said  the  agency  appears  to  be 
“antithetical  to  the  whole  cost  containment 
effort”  embodied  by  the  business-professional- 
public  coalitions.  “The  FTC  is  all  over  us,  like 
a rag,”  he  said,  noting  that  the  agency’s  only 
go-ahead  so  far  to  such  coalitions  has  been 
permission  to  publish  data. 

On  the  eve  of  the  Congressional  visits,  Dr. 
Sammons  appeared  on  the  Public  Broadcast- 
ing TV  show  MacNeil-Lehrer  Report  to  debate 
James  Miller,  FTC  Chairman. 


Dr.  Sammons  said  the  FTC’s  ruling  against 
the  AMA  in  the  case  involving  ethical  codes  on 
advertising  “has  made  it  virtually  impossible 
for  the  profession  to  root  out  fraud  and 
deception." 

The  AMA  official  pointed  out  that  the 
Justice  Department  traditionally  has  had 
jurisdiction  over  the  professions  and  that  not 
until  seven  years  ago  did  the  FTC  take  action 
against  professionals.  “There  has  not  been  one 
scintilla  of  evidence  that  Congress  intended 
for  the  FTC  to  enter  this  area.” 

Miller,  a Reagan  Administration  appoint- 
ment, told  the  PBS  network  audience  the  anti- 
FTC  legislation  would  provide  a privileged 
class  under  antitrust  laws  and  would  make  the 
professions  immune  from  laws  against  fraud 
and  deception.  He  said  many  health  and 
business  groups  as  well  as  the  Justice  Depart- 
ment and  most  state  attorneys  general  have 
opposed  the  legislation  restricting  the  FTC’s 
scope. 

Dr.  Sammons  said  it  is  “totally  inaccurate” 
to  suggest  that  the  AMA  is  seeking  to  exempt 
physicians  from  the  anti-trust  laws.  He  noted 
the  Justice  Department’s  long  history  of 
actions  involving  professionals  in  antitrust 
cases,  including  a historic  case  against  the 
AMA  in  the  early  1940’s. 

The  FTC’s  recent  presence  in  the  field  “is 
clearly  expensive  and  duplicative,”  he  said, 
“an  intrusion  into  an  arena  that  is  the  province 
of  the  Justice  Department.” 

The  agency  has  been  carrying  out  “fishing 
expeditions”  for  records  and  documents  that 
have  cost  medical  organizations  “incredible 
sums  of  money”  to  comply  with,  according  to 
the  AMA  official.  Dr.  Sammons  said  the  AMA 
spent  seven  years  and  $5  million  in  fighting  the 
FTC’s  “needless”  complaint  against  the 
AMA’s  ethical  guides  on  advertising. 

Some  provisions  of  the  FTC’s  ruling  against 
the  AMA  would  prevent  the  AMA  and  medical 
societies  from  being  patients’  advocates  in  fee 
disputes  and  hamper  physicians  ability  to 
police  misleading  advertising,  he  said. 

The  FTC  isn’t  equipped  to  deal  with 
professional  ethical  problems  and  insists  on 
treating  medical  practices  as  if  they  were 
simple  commerce,  Dr.  Sammons  said. 
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“We’re  not  selling  widgets  or  electronic 
devices.” 

“There  are  strong  implications  of  disruption 
of  quality  of  care  involved  in  the  FTC’s  actions 
against  the  AMA,”  said  Dr.  Sammons. 

At  the  news  conference,  Dr.  Boyle  told 
reporters  the  public  needs  to  understand  the 
repressive  nature  of  FTC’s  authority  over  the 
professions.  He  cited  the  recent  case  of  the 
Maine  Medical  Association  which  received  a 
sudden  order  from  the  Boston  office  of  the 
FTC  to  turn  over  within  two  weeks  all 
documents  relating  to  physician  reimburse- 
ment dating  back  five  years.  A request  for  a 
two-week  extension  to  comply  with  the  sweep- 
ing request  was  summarily  refused.  “That’s 
what  is  going  on  today,”  Dr.  Boyle  said. 

Since  1977,  there  have  been  17  instances  of 
FTC  actions  against  medical  societies  and  in 
only  one  — the  case  involving  the  AMA  — has 
the  case  finally  gone  to  court.  In  all  others  the 
FTC  obtained  consent  decrees  or  dropped  the 
actions. 

Dr.  Boyle  noted  that  the  California  Medical 
Association,  faced  with  an  FTC  action  on 
relative  value  studies,  spent  $1  million  on  legal 
fees  before  deciding  it  could  not  afford  to  fight 
the  case  further  and  entered  into  a consent 
decree  settlement.  By  contrast,  in  a similar 
case  brought  by  the  Justice  Department 
against  the  Anesthesia  Society,  the  case  went 
to  court  and  was  won  by  the  society  at  a total 
expense  of  less  than  one-third  that  borne  by 
the  California  Association. 

In  the  days  following  the  press  conference 
AMA  President  William  Rial,  M.D.,  in  a letter 
to  the  New7  York  Times,  said  the  American 
people  “do  not  want  a federal  bureaucracy 
interfering  with  the  cost  and  quality  of  their 
personal  medical  care.” 

Dr.  Rial  noted  that  the  AMA  isn't  seeking 
complete  exemption  from  the  antitrust  laws  for 
physicians,  since  the  Justice  Department 
would  continue  to  oversee  the  antitrust  stat- 
utes. “To  add  the  FTC  as  a regulator  and  one 
more  layer  of  government  is  not  in  the  best 
interest  of  either  physicians  or  patients,”  he 
said. 

“We  believe  it  is  in  the  public  interest  . . to 
leave  regulation  of  professionals  under  courts 


of  law  and  not  to  a duplicative  and  costly 
bureaucracy,”  Dr.  Rial  wrote. 

Writing  in  the  new  USA  TODAY  newspaper, 
AMA  Board  Chairman  Boyle  said  medical  care 
in  this  country  is  the  best  in  the  world. 

“This  was  achieved  long  before  the  FTC 
became  involved;  it  has  been  endangered  more 
than  helped  by  FTC  regulation,”  said  Dr. 
Boyle. 

The  AMA  officer  said  the  FTC  has  par- 
alyzed the  staffs  of  medical  societies  with 
subpenas  and  requests  for  documents.  State 
societies  have  been  warned  of  antitrust  impli- 
cations in  deciding  physicians’  qualifications, 
access  to  facilities,  contracts  with  providers 
and  disciplinary  action  against  dishonest  or 
incompetent  physicians. 

“Cost  containment  has  been  seen  by  the 
FTC  as  collusive  price  fixing,”  wrote  Dr.  Boyle. 

In  a letter  to  all  Senators  and  Representa- 
tives, the  AMA  said  “the  FTC’s  intrusion  into 
the  regulation  of  professions  forces  the  pro- 
fessions — those  with  expertise  — to  abandon 
desirable  self-regulation  because  of  the  fear  of 
an  acton  by  an  over-zealous  agency  and  the 
fear  of  financially  debilitating  litigation." 

The  lawmakers  were  told  that  Congress 
never  granted  the  FTC  authority  to  pursue  the 
professions  and  that  in  1977  Congress  rejected 
an  amendment  that  would  have  given  FTC  that 
authority. 

* * * 

An  extraordinary  “lame  duck"  session  of 
Congress  has  been  requested  by  President 
Reagan  to  force  the  lawmakers  to  approve 
separate  appropriations  bills  to  keep  the 
government  operating  this  fiscal  year. 

The  alternate  likely  would  have  been  pas- 
sage of  a continuing  resolution,  a combined 
package  which  would  carry  more  spending 
than  Reagan  wants  and  which  would  have  been 
difficult  to  veto. 

From  the  standpoint  of  health  legislation, 
the  President’s  action  could  mean  less  money 
for  some  health  programs  at  the  Health  and 
Human  Services  Department.  The  extra  ses- 
sion also  brightened  chances  for  passage  of 
health  measures  still  pending  before  Congress. 
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These  include  the  controversial  reauthoriza- 
tion of  the  Federal  Trade  Commission  and  the 
efforts  of  the  professions  to  remove  the 
agency’s  jurisdiction  over  them. 

The  Health  Planning  program  is  up  for 
reauthorization.  The  issue  to  be  settled  is 
whether  the  program  is  killed  outright  or 
allowed  to  continue  on  a severely-reduced 
basis. 

The  authorization  for  the  National  Institutes 
of  Health  is  another  bill  waiting  for  final  action. 
The  key  debate  here  is  on  proposals  to 
establish  a new  institute  on  arthritis. 

Important  drug  bills  are  nearing  final  action. 
One  would  extend  for  seven  years  the  patient- 
life  of  prescription  drugs  and  another  offers 
financial  aid  for  production  of  orphan  drugs. 

Tougher  labeling  for  cigarette  packages  and 
tougher  and  more  uniform  penalties  for  drunk 
driving  are  other  health-related  matters  still 
before  Congress. 

In  his  message  to  Congress,  Reagan  said  he 
feels  strongly  that  “attempting  to  run  the 
federal  government  without  a proper  budget  — 
with  a series  of  temporary  continuing  resolu- 
tions — and  the  associated  overall  budgetary 
uncertainty  — amounts  to  both  bad  economics 
and  bad  management.” 

As  the  situation  now  stands,  Congress  will 
recess  early  in  October  and  come  back  about 
November  29  to  finish  the  money  bills. 
Nothing  precludes  the  lawmakers  during  the 
“lame  duck”  session  from  taking  up  other 
measures. 

* * * 

A drastically-slashed  health  planning  pro- 
gram has  easily  cleared  the  House,  302-14,  but 
the  final  decision  on  the  controversial  program 
may  not  come  until  the  lame  duck  session  of 
Congress  following  the  elections. 

The  bill  authorizes  $65  million  in  grants  over 
two  years  for  states  that  want  funds  for  their 
planning  programs.  Under  the  measure,  states 
could  use  the  federal  money  only  for  certificate- 
of-need  review  for  institutional  health  services 
costing  more  than  $1  million  or  requiring  a 
capital  expenditure  of  more  than  $5  million. 

Exempt  from  any  certificate-of-need  review 


would  be  health  maintenance  organization, 
free-standing  physicians’  offices,  and  equip- 
ment in  independent  clinical  laboratories. 

The  Administration  wanted  to  phase  out 
planning  this  year,  but  the  delay  in  submitting 
a pro-competition  de-regulation  bill  bolstered 
arguments  of  pro-planners  that  the  program 
should  stay  alive  until  something  is  put  in  its 
place. 

The  bill  passed  by  the  House  was  a 
compromise  worked  out  between  Reps.  Henry 
Waxman  (D-CA)  and  Edward  Madigan  (R-IL), 
the  top  members  of  the  House  Commerce 
Subcommittee  on  Health. 

No  planning  bill  has  been  reported  by  the 
Senate  Labor  and  Human  Resources  Com- 
mittee. There  is  a chance  a one-year  extension 
may  be  sought  as  an  amendment  to  other 
legislation  on  the  Senate  floor.  Final  congres- 
sional action  may  not  come  until  the  extra 
session  of  Congress  in  November  or  December. 

* * * 

The  House  has  approved  $317  million  over 
three  years  for  the  federal  government’s 
programs  to  combat  drug  and  alcohol  abuse, 
some  $100  million  more  than  the  Administra- 
tion recommended. 

The  measure  (H.R.  6458)  mandates  a new 
emphasis  on  prevention  and  beefs  up  research 
activities  at  the  National  Institute  on  Alcohol 
Abuse  and  Alcoholism  and  the  National 
Institute  on  Drug  Abuse. 

The  bill  was  passed  by  voice  vote. 

In  another  vote,  the  House  approved  a two- 
year,  $17  million  reauthorization  of  funds  for 
federal  programs  to  foster  research  and  health 
information  and  health  promotion. 

Meantime,  both  House  and  Senate  are 
preparing  to  vote  on  reauthorization  of  the 
National  Institutes  of  Health.  The  bills  call  for 
a modest  increase  in  NIH  funding.  There  is 
strong  support  in  both  chambers  for  establish- 
ing a new  institute  on  arthritis. 

In  the  confused,  end-of-session  rush  to 
complete  legislative  work,  the  Senate  Appro- 
priations Committee  approved  a continuing 
resolution  providing  money  to  keep  the  HHS 
Department  in  business  until  the  end  of  this 
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year.  The  bill  provides  an  increase  of  $210 
million  for  NIH  over  last  year’s  level,  and 
denies  HHS’  proposal  to  cut  by  10  percent 
indirect  overhead  costs  to  universities  and 
medical  schools.  The  bill  provides  $39  million 
for  childhood  immunization  and  $64  million 
for  health  planning. 

* * * 

Tighter  federal  reimbursement  standards 
for  pacemaker  costs  appeared  likely  in  the 
wake  of  three  separate  reports  charging  abuses 
and  over-pricing.  All  of  the  reports  alleged  or 
cited  allegations  that  pacemakers  have  been 
over-prescribed  due  to  high-pressure  sales 
tactics  and  kickbacks  to  physicians  from 
salesmen. 

The  latest  report  came  from  the  staff  of  the 
Senate  Aging  Committee  which  concluded  that 
“the  necessity  or  appropriateness”  of  as  much 
as  half  the  $2  billion  cost  of  pacemaker 
procedures  to  Medicare  “can  be  questioned.” 

Earlier  reports  along  much  the  same  lines 
have  been  issued  by  the  Health  Research 
Group  associated  with  Ralph  Nader,  and  the 
HHS  Department’s  Inspector  General  Office. 
The  FBI  is  conducting  an  investigation. 

At  a hearing  by  the  Senate  Aging  Commit- 
tee, Whitney  McFarlin,  Vice  President  of 
Pacing  Systems  Group  Medtronic,  Inc.,  a 
pacemaker  manufacturer,  defended  the  pricing 
system,  declaring  that  “from  the  earliest  years 
of  the  industry  to  the  present,  pacing  has  been 
a cost-effective  treatment.”  He  said  a recent 
study  of  cardiac  pacing  costs  “show  that  the 
total  cost  of  treating  the  pacemaker  patient 
dropped  43  percent  from  1965  to  1980.” 


McFarlin  said  his  company  “deplores”  ques- 
tionable sales  practices  cited  in  the  staff  report 
and  welcomes  efforts  to  “bring  about  reforms 
in  our  industry.” 

The  Senate  staff  study  said  “the  key  to  the 
abuses  . . . lies  in  the  symbiotic  relationship  of 
the  physicians  and  the  pacemaker  salesman” 
with  “creative  marketing  devices”  to  en- 
courage physicians  to  prescribe  pacemakers. 

Among  such  inducements  mentioned  in  the 
report  were  stock  options  for  consulting 
arrangements,  payments  of  up  to  $25,000  for 
"clinical  evaluations”  of  new  products,  cash 
payments  for  each  pacemaker  implanted, 
vacations,  junkets  and  gifts. 

Publicity  about  serious  Administration  con- 
sideration of  a highly  controversial  means  test 
for  Medicare  appears  to  have  blown  the  plan 
out  of  the  water. 

HHS  Secretary  Richard  Schweiker  told 
Congress  he  personally  opposes  the  idea  and 
believes  that  he  could  prevail  over  the  Office  of 
Management  and  Budget  (OMB)  if  it  comes  to 
a showdown.  “I  would  feel  pretty  confident  I 
can  win  this  argument,”  Schweiker  told  a 
House  Commerce  Subcommittee. 

The  stories  about  a means  test  prompted 
Sen.  Gary  Hart  (D-CO)  and  Rep.  Peter  Peyser 
(D-NY)  to  introduce  a resolution  warning  the 
Administration  that  Congress  considers  a 
means  test  “a  breach  of  faith  with  the 
American  public.” 

There  is  no  question,  however,  that  a means 
test  to  limit  benefits  available  to  older  people 
with  ample  financial  resources  has  been  one  of 
many  cost-saving  proposals  being  studied  by 
the  Administration. 
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Picture 

Gallery 

1982  NMA  FALL  SESSION 


(More  photos  next  month) 


Stanley  M.  Truhlsen,  M.D.  presiding  at  the  Board 
of  Councilors  meeting. 


Harry  W.  McFadden,  M.D.  presiding  at  the  House 
of  Delegates  session. 


Allan  C.  Landers,  M.D.  addressing  the  House  of 
Delegates. 


Board  of  Councilors  meeting 


Board  of  Councilors  meeting 


James  H.  Dunlap,  M.D.  addressing  the  House  of 
Delegates. 


Richard  Meissner,  M.D.  addressing  the  House  of 
Delegates. 
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Alastair  M.  Connell,  M.D.  addressing  the  House  of 
Delegates. 


House  of  Delegates  Reference  Committee. 


House  of  Delegates  Reference  Committee. 


House  of  Delegates  Reference  Committee. 


House  of  Delegates  Reference  Committee. 


House  of  Delegates  Reference  Committee 


House  of  Delegates  Reference  Committee. 


William  Doering,  M.D.  presenting  Reference 
Committee  report. 
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A Single-Entity  Pain  Reliever 
As-Good-As  or  Better-Than  Codeine 
Combinations 


“...particularly  effective  in  soft  tissue  disorders 
including  sports  injuries,”1  Rufen  stops  pain  at  the 
site  of  injury  and  inflammation,  not  at  the  level  of 
central  perception.  There  is  no  dulled  sensorium, 
no  special  need  for  warnings  about  driving  or  cau- 
tions about  use  of  machinery.  Your  patient  gets  fast, 
effective  pain  relief. . .potent  anti-inflammatory 
action. . .excellent  tolerance. . .plus  the  exceptional 
economy  that  only  Rufen  offers.  Next  time  one  of 
your  patients  asks  for  pain  relief,  let  Rufen  show 
you  how  it  measures  up. 

e Boots  Pharmaceuticals,  Inc. 

Shreveport,  LA  71 106 

Pioneers  in  medicine  for  the  family 


When  mild 
to  moderate  pain 
is  a side  effect 
of  “Fitness” 

RUFEN 

(ibuprofen) 

measures  up... 
at  a reasonable 
cost! 
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See  next  page  for  brief  summary  of  prescribing 
information. 


Measure 

RUFEN 

(ibuprofen) 

against  “standard” 
mild  to  moderate  pain 


Measure 


RUFEN 


(ibuprofen) 

against  any 
mild  to  moderate  pain 


Dental  pain  and  episiotomy  pain  are  predictable,  repro- 
ducible “standards”  that  make  possible  objective  com- 
parisons of  effectiveness  of  different  analgesic  agents. 

• Measured  against  15,  30  and  60  mg  doses  of  codeine 
phosphate  in  a double-blind  study  of  287  patients, 
400-mg  doses  of  ibuprofen  proved  "significantly  better 
than  codeine  on  almost  all  pain  intensity,  degree  of 
relief  and  duration  of  analgesia  parameters.”2 

• Measured  against  a propoxyphene-acetaminophen 
combination  for  pain  relief  after  3rd  molar  extractions, 
ibuprofen  proved  equally  effective  and  caused 

fewer  side  effects.  Ibuprofen  was  associated 
with  faster  recovery,  evidenced  by  more 
rapid  reduction  of  trismus  and  return  to 
normal  function.3 

• Measured  against  post-episiotomy  pain  in  30 
patients,  “ibuprofen  was  effective  in  treating 
the  swelling  as  well  as  pain... during  the 
first  and  worst  days.  Therefore,  it  is  not 
only  the  analgesic  but  also  the  anti- 
inflammatory effect  of  ibuprofen  that  are 
the  beneficial  factors. . .”4 


RUFEN 

Acetaminophen  + codeine  combinations 

• single-entity,  peripheral- 
acting analgesia 

• combined  drugs  act  partly  through 
central  opioid  pathways 

• powerful  treatment  of  both 
pain  and  inflammation 

• virtually  no  treatment  of  the  inflam- 
matory component 

• better  tolerated  than 
aspirin 

• combined  side  effects  of  two  drugs  — 
warning  required  about  driving  or 
operating  machinery  ; possible  respira- 
tory depression  with  alcohol,  tranquil- 
izers, other  common  medications 

• no  narcotic  risk,  red  tape, 
records 

• narcotic  precautions  required 

• matchless  economy  in  a 
modern  NSAID 

References: 

1.  Hart  FD,  Huskisson  EC,  Ansell  BM  in  Hart  FD  (editor):  Drug 

Treatment  of  the  Rheumatic  Diseases,  2nd  Ed,  Adis  Press,  Balgowlah, 
Australia,  1982,  p.  30. 
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Boots  Pharmaceuticals,  Inc. 

Shreveport,  LA  71 106 

Pioneers  in  medicine  for  the  family 


And  Ruferi  Measures  Up  Best 


RUFEN1'  ( ibuprofen ) Tkblets 

INDICATIONS  AND  USAGE:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis  and  osteoarthritis  during  acute  flares  and  in  the  long-term  management  of  these  diseases.  Safety  and  effectiveness  have  not 
been  established  for  Functional  Class  IV  rheumatoid  arthritis 

Relief  of  mild  to  moderate  pain  Treatment  of  primary  dysmenorrhea 

CONTRAINDICATIONS:  Patients  hypersensitive  to  ibuprofen,  or  with  the  syndrome  of  nasal  polyps,  angio-edema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal  anti-inflammatory  drugs  (see  WARNINGS). 
WARNINGS  Anaphylactoid  reactions  have  occurred  in  patients  hypersensitive  to  aspirin  (see  CONTRAINDICATIONS)  Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been  reported  Peptic 
ulceration,  perforation,  or  gastrointestinal  bleeding  can  end  fatally,  however,  an  association  has  not  been  established,  Rufen  should  be  given  under  close  supervision  to  patients  with  a history  of  upper  gastro- 
intestinal tract  disease,  and  only  after  consulting  the  ADVERSE  REACTIONS 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic  drugs,  such  as  gold,  should  be  attempted.  If  Rufen  must  be  given,  the  patient  should  be  under  close  supervision  for  signs  of  ulcer 
perforation  or  gastrointestinal  bleeding 

PRECAUTIONS:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color  vision  have  been  reported.  If  developed,  discontinue  Rufen  and  administer  an  ophthalmologic  examination 
Fluid  retention  and  edema  have  been  associated  with  Rufen:  caution  should  be  used  in  patients  with  a history  of  cardiac  decompensation. 

Rufen  can  inhibit  platelet  aggregation  and  prolong  bleeding  time  Use  with  caution  in  patients  with  intrinsic  coagulation  defects  and  those  taking  anticoagulants 
Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding,  blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gam  or  edema 
To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged  corticosteroid  therapy,  this  therapy  should  be  tapered  slowly  when  adding  Rufen. 

DRUG  INTERACTION:  Coumarm-type  anticoagulants  The  physician  should  be  cautious  when  administering  Rufen  to  patients  on  anticoagulants 
Aspirin  Concomitant  use  may  decrease  Rufen  blood  levels. 

PREGNANCY  AND  NURSING  MOTHERS:  Rufen  should  not  be  taken  during  pregnancy  nor  by  nursing  mothers 

ADVERSE  REACTIONS:  Incidence  greater  than  1%.  Gastrointestinal:  The  most  frequent  adverse  reaction  is  gastrointestinal  (4  to  16%).  Includes  nausea*,  epigastric  pain’,  heartburn*,  diarrhea,  abdominal  distress, 
nausea  and  vomiting,  indigestion,  constipation,  abdominal  cramps  or  pain,  fullness  of  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System  dizziness*,  headache,  nervousness.  Dermatologic:  rash* 

(including  maculopapular  type),  pruritus.  Special  Senses:  tinnitus.  Metabolic:  decreased  appetite,  edema,  fluid  retention.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see  PRECAUTIONS). 
‘Incidence  3%  to  9% 

Incidence  less  than  1 1n  100  Gastrointestinal:  gastric  or  duodenal  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena.  Central  Nervous  System:  depression,  insomnia,  confusion,  emotional  lability,  som- 
nolence, aseptic  meningitis  with  fever  and  coma  Dermatologic:  vesiculobullous  eruptions,  urticaria,  erythema  multiforme,  Stevens-Johnson  syndrome  and  alopecia  Special  Senses:  hearing  loss,  amblyopia 
blurred  and/or  diminished  vision,  scotomata  and/or  changes  In  color  vision)  [see  PRECAUTIONS],  Hematologic:  neutropenia,  agranulocytosis,  aplastic  anemia,  hemolytic  anemia  (sometimes  Coombs  positive), 
thrombocytopenia  with  or  without  purpura  eosinophilia.  decreases  in  hemoglobin  and  hematocrit.  Cardiovascular:  congestive  heart  failure  in  patients  with  marginal  cardiac  function,  elevated  blood  pressure  Allergic: 
syndrome  of  abdominal  pain,  fever,  chills,  nausea  and  vomiting,  anaphylaxis,  bronchospasms  (see  CONTRAINDICATIONS).  Renal:  acute  renal  failure  in  patients  with  preexisting  significantly  impaired  renal  function, 
decreased  creatinine  clearance,  polyuria,  azotemia,  cystitis,  hematuria.  Miscellaneous  dry  eyes  and  mouth,  gingival  ulcers,  rhinitis. 

Causal  relationship  unknown.  Gastrointestinal:  pancreatitis.  Central  Nervous  System:  paresthesias,  hallucinations,  dream  abnormalities,  pseudotumor  cerebri.  Dermatologic  toxic  epidermal  necrolysis,  photo- 
allergic  skin  reactions.  Special  Senses:  conjunctivitis,  diplopia,  optic  neuritis.  Hematologic:  bleeding  episodes.  Allergic:  serum  sickness,  lupus  erythematosus  syndrome,  Henoch-Schonleln  vasculitis.  Endocrine 
gynecomastia,  hypoglycemia.  Cardiovascular:  arrhythmias  (sinus  tachycardia,  bradycardia,  and  palpitations).  Renal:  renal  papillary  necrosis, 

OVERDOSAGE:  Acute  overdosage,  the  stomach  should  be  emptied.  Rufen  is  acidic  and  excreted  in  the  urine,  alkaline  diuresis  may  benefit, 

DOSAGE  AND  ADMINISTRATION:  Rheumatoid  arthritis  and  osteoarthritis,  including  flareups  of  chronic  disease:  Suggested  dosage  400  mg  t.i.d.  or  q i d 
Dysmenorrhea:  400  mg  every  4 hours  as  necessary 

Mild  to  moderate  pain  400  mg  every  4 to  6 hours  as  necessary  for  the  relief  of  pain.  Do  not  exceed  2,400  mg  per  Pay. 

CAUTION  Federal  law  prohibits  dispensing  without  prescription. 
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Improve  Cash  Flow 

and  control  paperwork  with 

MEDICAL 
PRACTICE 
ACCOUNTING 
SYSTEM 


Now  you  can  organize  your  medical  practice  for  greater  efficiency 
and  productivity.  Using  the  IBM  Datamaster,  MPAS  can  lighten 
the  workload  for  clerical  personnel,  while  organizing  all  the 

functions  of  the  office. 

Benefits  of  the  Medical  Practice  Accounting  System: 

O Improved  patient  service 
O Stores  31  consecutive  visits  plus  patient’s  history 
Accepts  and  posts  from  other  systems 
Ends  need  for  duplicate  records 
O Periodic  analysis  to  increase  profits  and  production 
O Easy  installation  and  in-office  training 
O Option  to  buy  or  lease 


Call  today  for  a free  Medical  Practice  Accounting 

System  brochure  (402)  474-1040  or  write 
Miller  & Moore,  PC.,  Suite  600,  The  Atrium,  Lincoln,  NE  68508. 
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tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


In  anxious  depression, 


SPECIFIC  FOR  THE  NONPSYCHOTIC  PATIENT 


Fits  the  picture  of 

anxiety/depression 

correlation 

Most  patients  with  a mood  disorder  have  a 
mixture  ot  anxiety  and  depression.  One 
clinician’  found  a correlation  of  0.7  in 
anxiety  and  depression  scores;  another2  has 
estimated  that  7 of  10  nonpsychotic 
depressed  patients  are  also  anxious.  For  the 
dual  symptomatology  of  anxious  depression, 
Limbitrol  provides  dual  medication. 


Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Relief  of  moderate  to  severe  depression 
associated  with  moderate  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzo- 
diazepines or  tricyclic  antidepressants.  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitors  or  within 
14  days  following  discontinuation  of  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use,  then 
initiate  cautiously,  gradually  increasing  dosage  until 
optimal  response  is  achieved  Contraindicated 
during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  his- 
tory of  urinary  retention  or  angle-closure  glaucoma 
Severe  constipation  may  occur  in  patients  taking  tri- 
cyclic antidepressants  and  anticholinergic-type 
drugs  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antide- 
pressants, especially  high  doses  Myocardial  infarc- 
tion and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  and 
against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 
Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  the  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to 
chlordiazepoxide  have  been  reported  rarely,  use  cau- 
tion in  administering  Limbitrol  to  addiction-prone  indi- 
viduals or  those  who  might  increase  dosage,  with- 
drawal symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  head- 
ache and  malaise  for  amitriptyline,  symptoms  [includ- 
ing convulsions]  similar  to  those  of  barbiturate  with- 
drawal for  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a his- 
tory of  seizures,  in  hyperthyroid  patients  or  those  on 
thyroid  medication,  and  in  patients  with  impaired 
renal  or  hepatic  function.  Because  of  the  possibility  of 


More  appropriate 
for  the  nonpsychotic 
depressed  and 
anxious  patient 

Limbitrol  contains  both  amitriptyline,  specific 
for  symptoms  of  depression,  and  a 
benzodiazepine,  specific  for  the  symptoms  of 
anxiety.  Thus  it  is  a better  choice  than  other 
dual  agents  for  anxious  depression  that 
contain  a phenothiazine,  a class  of 
antipsychotic  drugs  less  specific  for  anxiety 
and  now  generally  avoided  in  nonpsychotic 
patients.23 


Avoids  the  risk  of  tardive 
dyskinesia  carried 
by  the  phenothiazine 
combinations 

The  causal  relationship  between  the 
phenothiazines  and  other  extrapyramidal 
side  effects,  including  tardive  dyskinesia,  is 
well  established.  In  contrast,  the  reported 
incidence  of  these  adverse  reactions  with 
Limbitrol  or  either  of  its  components  is  rare. 

References:  1.  Claghom  J:  Psychosomatics  1 1 438-441, 
Sept-Oct  1970.  2.  Rickels  K:  Drug  treatment  of  anxiety,  in 
Psychopharmacology  in  the  Practice  of  Medicine,  edited  by 
Jarvik  ME  New  York,  Appleton-Century-Crofts,  1977,  p 316 
3.  Baldessarini  RJ,  Tarsy  D*  Tardive  dyskinesia,  in 
Psychopharmacology  A Generation  of  Progress,  edited  by 
Lipton  MA,  DiMascio  A,  Killam  KF,  New  York,  Raven  Press 
1978,  p 999 


suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients.  Periodic 
liver  function  tests  and  blood  counts  are  recom- 
mended during  prolonged  treatment  Amitriptyline 
component  may  block  action  of  guanethidine  or  simi- 
lar antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative 
effects  may  be  additive  Discontinue  several  days 
before  surgery  Limit  concomitant  administration  of 
ECT  to  essential  treatment.  See  Warnings  for  precau- 
tions about  pregnancy.  Limbitrol  should  not  be  taken 
during  the  nursing  period.  Not  recommended  in  chil- 
dren under  12  In  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  ataxia,  overse- 
dation, confusion  or  anticholinergic  effects. 

Adverse  Reactions:  Most  frequently  reported  are 
those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating.  Less  frequently  occurring 
reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion.  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness, 
restlessness  and  lethargy  have  been  reported  as 
side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  |aundice  and  hepatic  dysfunc- 
tion have  been  observed  rarely 
The  following  list  includes  adverse  reactions  not 
reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  tachy- 
cardia. palpitations,  myocardial  infarction,  arrhyth- 
mias, heart  block,  stroke 

Psychiatric:  Euphoria,  apprehension,  poor  concentra- 
tion, delusions,  hallucinations,  hypomania  and 
increased  or  decreased  libido 
Neurologic  Incoordination,  ataxia,  numbness, 
tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG 
patterns 

Anticholinergic.  Disturbance  of  accommodation,  para- 
lytic ileus,  urinary  retention,  dilatation  of  urinary  tract 
Allergic  Skin  rash,  urticaria,  photosensitization, 
edema  of  tace  and  tongue,  pruritus 
Hematologic.  Bone  marrow  depression  including 
agranulocytosis,  eosinophilia.  purpura, 
thrombocytopenia 

Gastrointestinal:  Nausea,  epigastric  distress,  vomit- 


ing, anorexia,  stomatitis,  peculiar  taste,  diarrhea, 
black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in 
the  male,  breast  enlargement,  galactorrhea  and 
minor  menstrual  irregularities  in  the  female  and  eleva- 
tion and  lowering  of  blood  sugar  levels. 

Other  Headache,  weight  gain  or  loss,  increased 
perspiration,  urinary  frequency,  mydriasis,  jaundice, 
alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  sus- 
pected of  having  taken  an  overdose  Treatment  is 
symptomatic  and  supportive.  I V administration  of 
1 to  3 mg  physostigmine  salicylate  has  been  reported 
to  reverse  the  symptoms  ot  amitriptyline  poisoning 
See  complete  product  information  for  manifestation 
and  treatment 

Dosage:  Individualize  according  to  symptom  severity 
and  patient  response  Reduce  to  smallest  effective 
dosage  when  satisfactory  response  is  obtained 
Larger  portion  of  daily  dose  may  be  taken  at  bed- 
time Single  h.s  dose  may  suffice  for  some  patients. 
Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets 
daily  in  divided  doses,  increased  to  six  tablets  or 
decreased  to  two  tablets  daily  as  required  Limbitrol 
5-12  5,  initial  dosage  of  three  to  four  tablets  daily  in 
divided  doses,  for  patients  who  do  not  tolerate  higher 
doses 

How  Supplied:  White,  film-coated  tablets,  each  con 
taming  10  mg  chlordiazepoxide  and  25  mg  amitripty- 
line (as  the  hydrochloride  salt)  and  blue,  film-coated 
tablets,  each  containing  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)— 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100, 
Prescription  Paks  of  50 


ROCHE  PRODUCTS  INC 
Manati,  Puerto  Rico  00701 


MORE  DEPRESSION 
MEANS  MORE  ANXIETY 


The  graph  illustrates  the  close  correlation 
between  depression  and  anxiety  derived 
through  the  MMPI  and  the  Taylor  Manifest 
Anxiety  Scale  in  100  nonpsychotic  psychi- 
atric patients.  The  Coefficient  of  Correlation  is 
0.7.  As  depression  increased,  so  did  the 
anxiety  levels. 
—Adapted  from  Claghom  J' 


A key  reason 

MORE 


why 


PHYSICIANS  ARE  CHOOSING 
LIMBITROC 


Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


1 Claghom  J:  Psychosomatics  77  438-441.  Sept-Oct  1970 

Please  see  summary  ot  product  information  on  inside  cover. 


Copyright  C1  1982  by  Roche  Products  Inc  All  rights  reserved 
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Famous 

Pcrim 


They  work  so 

well  together. 


One  of  man's  most  amazing  explo- 
rations and  scientific  adventures,  the 
successful  Gemini  flight  program 
was  a triumph  of  imagination  and— 
teamwork.  Two  men  learned  to 
operate  in  space,  to  rendezvous,  to 
dock,  and  to  work  outside  their 
spacecraft  in  the  hard  vacuum  of 
outer  space.  Not  only  did  they  coor- 
dinate their  efforts  with  ground 
backup,  they  also  complemented 
each  other's  activities  within  the 
close  confines  of  the  space  capsule. 


- 
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ANUSOL  HC " Suppositories/ 
ANUSOL-HC"  Cream 

Before  prescribing,  please  see  full  prescribing  information 
A Brief  Summary  follows. 
Indications  and  Usage:  Anusol-HC  Suppositories  and 
Anusol-HC  Cream  are  adiunctive  therapy  for  the 
symptomatic  relief  of  pain,  itching  and  discomfort  in 
external  and  internal  hemorrhoids,  proctitis,  papillitis, 
cryptitis,  and  fissures,  incomplete  fistulas,  pruritus  ani  and 
relief  of  local  pain  and  discomfort  following  anorectal 
surgery. 

Anusol-HC  is  especially  Indicated  when  inflammation  is 
present  After  acute  symptoms  subside,  most  patients  can 
be  maintained  on  regular  Anusol'”  Suppositories  or 
Ointment 
CONTRAINDICATIONS 
Anusol-HC  Suppositories  and  Anusol-HC  Cream  are 
contraindicated  in  those  patients  with  a history  of 
hypersensitivity  to  any  of  the  components  of  the 
preparations. 
WARNINGS 

The  sale  use  of  topical  steroids  during  pregnancy  has  not 
been  lully  established.  Therefore,  during  pregnancy,  they 
should  not  be  used  unnecessarily  on  extensive  areas,  in 
large  amounts  or  for  prolonged  periods  of  time 

PRECAUTIONS 

General 

Symptomatic  relief  should  not  delay  definitive  diagnoses  or 

treatment 

Prolonged  or  excessive  use  of  corticosteroids  might 
produce  systemic  effects 


Anusol-HC* 

Suppositories  / Cream 
with  Hydrocortisone  Acetate 
The  # 1 physician-prescribed  product  for  hemor- 
rhoids and  other  common  anorectal  disorders ** 

□ Antiinflammatory,  to  relieve  edema,  burning, 
itching,  pain 

□ Astringent,  to  help  promote  healing 

□ Emollient,  for  easier  bowel  movements  and 
soothing  relief  of  local  trauma 

And,  when  pain  is  a special  problem,  Anusol 
Ointment  otters  the  benefits  of  the  anesthetic, 
pramoxine  HCI. 


...another  well-known  pair  that 
works  so  well  together!  Ninety- 
five  percent  of  colon  /rectal 
surgeons  surveyed*  added 
Tucks  pads  concomi- 
tantly to  hemorrhoidal 
treatment  programs 
they  recommended. 


TUCKS " 

Pre-Moistened  Hemorrhoidal  /Vaginal  Pads 
The  # 1 hemorrhoidal  pad*  for  added  external  relief 
and  gentle  cleansing  of  fecal  residue 
□ Soothes,  cools,  comforts  the  irritation  and  itch  of 
hemorrhoids  and  other  common  anorectal  dis- 
orders 


If  irritation  develops,  Anusol-HC  Suppositories  and  Anusol- 
HC  Cream  should  be  discontinued  and  appropriate  therapy 

instituted 

In  the  presence  of  an  infection  the  use  ol  an  appropriate 
antifungal  or  antibacterial  agent  should  be  instituted  If  a 
favorable  response  does  not  occur  promptly,  the 
corticosteroid  should  be  discontinued  until  the  infection  has 
been  adequately  controlled 
Anusol-HC  is  not  for  ophthalmic  use 
Pregnancy 
See  "WARNINGS" 
Pediatric  Use 


□ Hygienic  rectal  wipe— an  integral  part  of  the 
anorectal  regimen 

Once  pain  and  inflammation  subside,  for  dual 
action  recommend  regular  ANUSOL'— to  maintain 
patient  comfort  —and  TUCKS'— to  maintain  patient 
anorectal  hygiene. 

PARKE-DAVIS  Meeting  of  Am  Soc  Colon /Rectal  Surgeons,  May  1980 

* Based  on  total  prescriptions  filled  for  hemorrhoidal  preparations  during  the 

Warner-Lambert  Company  first  three  quarters  of  1981  The  National  Prescription  Audit.  IMS  America  Ltd 

Morris  Plains,  NJ  07950  Sept  1981 

* 1981  data  from  leading  marketing  research  organization 
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Care  should  be  taken  when  using  the  corticosteroid 
hydrocortisone  acetate  in  children  and  infants 
DOSAGE  AND  ADMINISTRATION 
Anusol-HC  Suppositories— Adults  Remove  foil  wrapper  and 
insert  suppository  into  the  anus.  Insert  one  suppository  in 
the  morning  and  one  at  bedtime  for  3 to  6 days  or  until 
inflammation  subsides.  Then  maintain  comfort  with  regular 
Anusol  Suppositories 
Anusol-HC  Cream-Adults:  After  gentle  bathing  and  drying 
of  the  anal  area,  remove  tube  cap  and  apply  to  the  exterior 
surface  and  gently  rub  in  For  internal  use,  attach  the 
plastic  applicator  and  insert  into  the  anus  by  applying 
gentle  continuous  pressure.  Then  squeeze  the  tube  to 
deliver  medication.  Cream  should  be  applied  3 or  4 times  a 
day  for  3 to  6 days  until  inflammation  subsides.  Then 
maintain  comfort  with  regular  Anusol  Ointment. 
NOTE:  If  staining  from  either  of  the  above  products  occurs, 
the  stain  may  be  removed  from  fabric  by  hand  or  machine 
washing  with  household  detergent 
Store  between  59°-86°F(l5°-30°C| 
1089G010 


MedicamentPredicament. 


Dorsey  needs  your 
help  locating  some 
of  our  old  products. 

For  our  seventy-fifth  anniversary,  we’re 
putting  together  a display  of  Smith-Dorsey 
and  Dorsey  Laboratories  products  from 
1908  on. 

We  need  your  help  in  collecting  them. 
Perhaps  in  your  office... basement... closet 
...storage  area... there’s  an  old  product  we 
can  use. 

What’s  in  it  for  you? 

If  you  find  anything,  give  us  a call  and 
we'll  talk  about  your  lending,  giving  or 
selling  it  to  us  for  our  display.  We’ll  need  it 
through  all  of  1983.  You’ll  be  recognized  for 
your  contribution  in  the  written  material 
that  accompanies  the  display. 


If  you  have  any  old 
Smith-Dorsey  or 
Dorsey  Laboratories 
products,  contact: 

Lon  Lowrey,  R.  Ph. 

Dorsey  Laboratories 
P.O.Box  83288 
Lincoln,  NE  68501 
Call  toll  free  800-228-4 1 72 
In  Nebraska,  call  collect 
(402)464-6311 


Thank  you  for  helping  us  out  of  our  dilemma! 

Dor/ev 


LABORATORIES 
Division  of  Sandoz,  Inc. 
LINCOLN,  NEBRASKA  68501 


4-A 


Nebraska  Medical  Journal 


December  1 982 


The  Nebraska  Medical  Journal 


EDITOR  — 

ALAN  D.  FORKER,  M.D. 
5505  Ellendale  Road, 
Lincoln,  NE  68510 


DECEMBER,  1982 


EDITORIAL  — 

Nebraska’s  Unique  Opportunity 
For  Physician  Well-Being 


ORIGINAL  ARTICLES  — 


VOL.  67,  NO.  12 


329 


Associate  Editors: 

Deepak  M.  Gangahar,  M.D.,  Lincoln 
Charles  S.  Wilson,  M.D.,  Lincoln 

Editorial  Board: 

John  F.  Aita,  M.D.,  Omaha 
Rodney  S.  W.  Basler,  M.D,,  Lincoln 
Paul  E.  Col  I icott,  M.D.,  Lincoln 
John  F.  Connolly,  M.D.,  Omaha 
Douglass  A.  Decker,  Jr„  M.D.,  Lincoln 
Donald  A.  Dynek,  M.D.,  Lincoln 
Robert  E.  Ecklund,  M D , Omaha 
Wendell  Fairbanks,  M.D,  Alliance 
Robert  W.  Gillespie,  M.D.,  Lincoln 
Robert  C.  Goodlin,  M.D.,  Omaha 
Klemens  E.  Gustafson,  M D.,  Beatrice 
Bruce  D.  Gutnik,  M.D.,  Omaha 
Roger  K.  Harned,  M.D.,  Omaha 
Edward  A.  Holyoke,  M.D.,  Ogallala 
Mark  R Hutchins,  M.D.,  Lincoln 
Sushil  S.  Lacy,  M.D.,  Lincoln 
Matilda  S.  Mclntire,  M.D.,  Omaha 
Walter  J.  O'Donohue,  M.D  , Omaha 
Jerald  R.  Schenken,  M.D.,  Omaha 
Harlan  C.  Shriner,  Jr.,  M.D.,  Lincoln 
Patricia  Cole  Stivrins,  M.D.,  Lincoln 
William  M.  Vosik,  M.D.,  Kearney 
Arthur  L.  Weaver,  M.D  , Lincoln 


SUBSCRIPTION  RATE 

$15.00  Per  Year  U.S. 

$15.00  Per  Year  Foreign  Country 
Single  Copies  $1.00  Each 


Updated  Approach  to  Diffuse  Lung 
Disease;  Emphasis  on  Sarcoidosis 

and  Idiopathic  Pulmonary  Fibrosis 331 

Louis  W.  Burgher,  M.D. 

Stephen  B.  Smith,  M.D. 

Thomas  C.  Tinstman,  M.D. 

Lon  W.  Keim,  M.D. 


Accidental  Use  of  Superglue  in  the  Eye 335 

J.  Kemper  Campbell,  M.D. 

Malignant  Degeneration  in  a Presacral 

Squamous  Cyst 336 


Garnet  J.  Blatchford 
S.  Jerome  Oliverius 
F.  William  Karrer,  M.D 
Jerald  R.  Schenken,  M.D. 
Burdette  J.  Moor,  M.D 
Scott  G.  Rose,  M.D. 

SPECIAL  ARTICLE  — 


The  Physician:  Provider,  Producer,  Or  Professional? 340 

Alastair  M.  Connell,  M.D. 

BRIEF  COMMUNICATION  — 

Idealism  and  Medical  School 343 


Vincent  L.  Hoellerich 

PERINATIAL  PAGE  — 

Perinatal  Asphyxia  and  Multiple 


Organ  Defects 344 

Dr.  R.  Nelson 

LETTERS  TO  THE  EDITOR 345 


• 

Address  all  correspondence  relating  to 
subscriptions,  ud\crtising  01  address 
changes  to  Mr.  Ken  Neff,  business 
Manager.  1512  First  National  Bank 
Building,  Lincoln,  Nebraska  68.508 
Phone:  (402)  474-4472. 


FEATURES  — 

Letters  to  the  Editor 345 

Medical  Auxiliary 345 

President’s  Page 347 

Picture  Gallery 348 

Coming  Meetings 349 

Welcome  New  Members 349 


Copyright  1‘J.SJ  Nebraska  Medical  Asso- 
ciation. Information  concerning  reprints  of 
the  articles  in  this  .Journal  and  concerning 
obtaining  permission  foi  the  repi eduction 
of  any  portion  ol  this  .Journal  may  be 
obtained  from  the  Kditoi. 

Published  monthly  and  Second-Class 
Postage  paid  at  Lincoln,  Nebraska  and  at 
additional  mailing  offices.  (ISSN  0091- 
6730) 


REPORTS  — 

Reports  of  Officers,  Delegates 

and  Commissions 351 

Report  of  Board  of  Councilors 363 

Report  of  House  of  Delegates 364 

INDEX  to  Volume  67  371 


December  1 982 


Nebraska  Medical  Journal 


5-A 


WashingtoNotes 


Physicians  should  advise  pregnant  women 
the  safest  course  to  protect  the  fetus  from 
damage  due  to  alcohol  is  to  abstain  from 
drinking,  witnesses  for  the  American  Medical 
Association  told  Congress. 

LeClair  Bissell,  M.D.,  a member  of  the 
AMA's  Panel  on  Alcoholism,  told  the  Senate 
Labor  and  Human  Resources  Subcommittee 
on  Alcohol  and  Drug  Abuse  that  “research 
clearly  indicates  that  excessive  use  of  alcohol 
during  pregnancy  can  negatively  affect  the 
fetus.” 

Dr.  Bissell  said  some  research  “suggests  that 
even  moderate  use  of  alcohol”  may  be 
damaging. 

In  advising  their  patients,  “physicians 
should  be  explicit  in  reinforcing  the  concept 
that,  even  with  several  aspects  of  the  issue  still 
in  doubt,  in  view  of  the  possibility  of  serious 


damage  to  the  brain  and  body  of  the  unborn 
the  safest  course  is  abstinence.”  Dr.  Bissell 
noted  that  this  policy  was  adopted  by  the  AMA 
House  of  Delegates  last  June  in  connection 
with  the  adoption  of  a major  report  entitled 
“Fetal  Effects  of  Maternal  Alcohol  Use.” 

Jokichi  Takamine,  M.D.,  also  a member  of 
AMA’s  Panel  on  Alcoholism,  said  the  AMA 
strongly  supports  public  education  efforts  to 
increase  public  awareness  on  fetal  effects  of 
alcohol.  A booklet  on  the  subject  is  being 
prepared  bv  the  AMA.  Dr.  Takamine  noted 
that  the  AMA  supports  a warning  label  on 
alcohol  containers  stating  that  alcohol  “may  be 
injurious  to  your  health  and,  if  consumed 
during  pregnancy,  to  the  health  of  unborn 
children.” 

* * * 

(Continued  on  page  10A) 
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Everyone’s  talking 
about  helping  patients 
understand  their 
prescription  medication. . . 
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WHAT  IF 

Roche  Laboratories  followed  up  the  production  and  free 
distribution  of  24  million  copies  of  the  Medication  Education 
WHAT  IF  Book  to  patients  via  physicians,  pharmacists  and 
other  health  care  professionals  with  a new  series  of  booklets 
on  important  classes  of  medicines.  The  new  booklets  can 
be  used  with  your  patients  to  supplement  your  directions  on 

HOWTO 

• Use  these  classes  of  medicines  appropriately 

• Ensure  maximum  benefits  from  their  proper  use 

• Avoid  risks  that  can  follow  their  misuse 


Check  below  for  free  supply  of  booklets  desired;  complete  coupon 
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An  added  complication... 
in  the  treatment  of  bacterial  bronchitis* 


Brief  Summary. 

Consult  the  package  literature  for  prescribing  Information. 
Indications  and  Usage:  Ceclor*  (cefaclor,  Lilly)  is  indicated  in 
the  treatment  of  the  following  infections  when  caused  by  susceptible 
strains  of  the  designated  microorganisms 
Lower  respiratory  infections,  including  pneumonia  caused  by 
Streptococcus  pneumoniae  (Diplococcus  pneumoniae), 
Haemophilus  influenzae,  and  S pyogenes  (group  A beta-hemolytic 
streptococci) 

Appropriate  culture  and  susceptibility  studies  should  be  performed 
to  determine  susceptibility  of  the  causative  organism  to  Ceclor 
Contraindication:  Ceclor  is  contraindicated  in  patients  with 
known  allergy  to  the  cephalosporin  group  of  antibiotics 
Warnings:  IN  PENICILLIN-SENSITIVE  PATIENTS,  CEPHALOSPORIN 
ANTIBIOTICS  SHOULD  BE  ADMINISTERED  CAUTIOUSLY  THERE  IS 
CLINICAL  AND  LABORATORY  EVIDENCE  OF  PARTIAL  CROSS- 
ALLERGENICITY OF  THE  PENICILLINS  AND  THE  CEPHALOSPORINS, 
AND  THERE  ARE  INSTANCES  IN  WHICH  PATIENTS  HAVE  HAD 
REACTIONS,  INCLUDING  ANAPHYLAXIS,  TO  BOTH  DRUG  CLASSES 
Antibiotics,  including  Ceclor,  should  be  administered  cautiously 
to  any  patient  who  has  demonstrated  some  form  of  allergy, 
particularly  to  drugs 

Precautions:  If  an  allergic  reaction  to  cefaclor  occurs,  the  drug 
should  be  discontinued,  and,  if  necessary,  the  patient  should  be 
treated  with  appropriate  agents,  e g , pressor  amines,  antihistamines, 
or  corticosteroids 

Prolonged  use  of  cefaclor  may  result  in  the  overgrowth  of 
nonsusceptible  organisms.  Careful  observation  of  the  patient  is 
essential  If  superinfection  occurs  during  therapy,  appropriate 
measures  should  be  taken 

Positive  direct  Coombs  tests  have  been  reported  during 
treatment  with  the  cephalosporin  antibiotics  In  hematologic 
studies  or  in  transfusion  cross-matching  procedures  when 
antiglobulin  tests  are  performed  on  the  minor  side  or  in  Coomb 
testing  of  newborns  whose  mothers  have  received  cephalosporin 
antibiotics  before  parturition,  it  should  be  recognized  that  a 
positive  Coombs  test  may  be  due  to  the  drug 
Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function.  Under  such  a condition,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
because  safe  dosage  may  be  lower  than  that  usually  recommended 
As  a result  of  administration  of  Ceclor,  a false-positive  reaction 
for  glucose  in  the  urine  may  occur  This  has  been  observed  with 
Benedict's  and  Fehling's  solutions  and  also  with  Clinitest’ 
tablets  but  not  with  Tes-Tape®  (Glucose  Enzymatic  Test  Strip, 
USP.  Lilly) 

Usage  in  Pregnancy-  Although  no  teratogenic  or  antifertility 
effects  were  seen  in  reproduction  studies  in  mice  and  rats  receiving 
up  to  12  times  the  maximum  human  dose  or  in  ferrets  given  three 
times  the  maximum  human  dose,  the  safety  of  this  drug  for  use  in 
human  pregnancy  has  not  been  established  The  benefits  of  the 
drug  in  pregnant  women  should  be  weighed  against  a possible 
risk  to  the  fetus 

Usage  in  Infancy  -Safety  of  this  product  for  use  in  infants 
less  than  one  month  of  age  has  not  been  established 
Adverse  Reactions:  Adverse  effects  considered  related  to 
cefaclor  therapy  are  uncommon  and  are  listed  below 
Gastrointestinal  symptoms  occur  in  about  2.5  percent  of 
patients  and  include  diarrhea  (1  in  70)  and  nausea  and  vomiting 
(1  in  90) 

As  with  other  broad-spectrum  antibiotics,  colitis,  including  rare 
instances  of  pseudomembranous  colitis,  has  been  reported  in 
conjunction  with  therapy  with  Ceclor 
Hypersensitivity  reactions  have  been  reported  in  about  1 .5 


percent  of  patients  and  include  morbilliform  eruptions  (1  in  100). 
Pruritus,  urticaria,  and  positive  Coombs  tests  each  occur  in  less 
than  1 in  200  patients  Cases  of  serum-sickness-like  reactions 
(erythema  multiforme  or  the  above  skin  manifestations  accompanied 
by  arthritis/arthralgia  and,  frequently,  fever)  have  been  reported 
These  reactions  are  apparently  due  to  hypersensitivity  and  have 
usually  occurred  during  or  following  a second  course  of  therapy 
with  Ceclor*  (cefaclor)  Such  reactions  have  been  reported  more 
frequently  in  children  than  in  adults  Signs  and  symptoms  usually 
occur  a few  days  after  initiation  of  therapy  and  subside  within  a 
few  days  after  cessation  of  therapy  No  serious  sequelae  have 
been  reported  Antihistamines  and  corticosteroids  appear  to 
enhance  resolution  of  the  syndrome 
Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 
Other  effects  considered  related  to  therapy  included  eosinophilia 
(1  in  50  patients)  and  genital  pruritus  or  vaginitis  (less  than  1 in 
100  patients) 

Causal  Relationship  Uncertain- Transitory  abnormalities  in 
clinical  laboratory  test  results  have  been  reported  Although  they 
were  of  uncertain  etiology,  they  are  listed  below  to  serve  as  alerting 
information  for  the  physician 
Hepatic- Slight  elevations  in  SGOT,  SGPT,  or  alkaline 
phosphatase  values  (1  in  40) 

Hematopoietic- Transient  fluctuations  in  leukocyte  count, 
predominantly  lymphocytosis  occurring  in  infants  and  young 
children  (1  in  40) 

Renal- Slight  elevations  in  BUN  or  serum  creatinine  (less  than 
1 in  500)  or  abnormal  urinalysis  (less  than  1 in  200).  110028IR] 

•Many  authorities  attribute  acute  infectious  exacerbation  of 
chronic  bronchitis  to  either  S pneumoniae  or  H influenzae 8 
Note  Ceclor  is  contraindicated  in  patients  with  known  allergy  to 
the  cephalosporins  and  should  be  given  cautiously  to  penicillin- 
allergic  patients 

Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophylaxis 
of  rheumatic  fever  See  prescribing  information 
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Additional  information  available  to 
the  profession  on  request  from 
Eli  Lilly  and  Company. 
Indianapolis,  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina.  Puerto  Rico  00630 


Some  ampicillin-resistant  strains  of 
Haemophilus  influenzae— a recognized 
complication  of  bacterial  bronchitis*— are 
sensitive  to  treatment  with  Ceclor.^6 

In  clinical  trials,  patients  with  bacterial  bronchitis 
due  to  susceptible  strains  of  Streptococcus 
pneumoniae,  H,  influenzae,  S.  pyogenes 
(group  A beta-hemolytic  streptococci),  or  multiple 
organisms  achieved  a satisfactory  clinical 
response  with  Ceclor.7 
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WashingtoN otes 

(Continued  from  page  6A) 

Russell  Chambers,  President  of  Intermedics, 
Inc.,  another  pacemaker  manufacturer,  told 
the  Committee  that  the  staff  report  was 
“replete  with  errors,  misrepresentation  and 
innuendoes.”  He  said  the  cited  costs  of 
pacemakers  to  the  makers  does  not  include 
expenses  relating  to  research  and  develop- 
ment, selling  costs,  interest  on  bank  borrow- 
ings and  “a  variety  of  other  general  and 
administrative  costs.” 

Brendan  Phibbs,  M.D.,  Chief  of  Medicine  at 
Kino  Hospital,  Tucson,  AZ,  said  studies  have 
shown  that  from  10  to  80  percent  of  implants 
in  Arizona  may  have  been  unnecessary.  How- 
ever, Seymour  Furman,  M.D.,  of  Montefiore 
Hospital,  New  York  City,  questioned  whether 
there  was  a significant  percentage  of  unneces- 
sary implant  procedures. 

Chambers  said  today’s  pacemakers  last  four 
times  as  long  as  earlier  ones,  meaning  that  the 
cost  “has  actually  declined  with  advances  in 
technology.” 

* * * 

The  HHS  Department  is  considering  regula- 
tions that  would  ease  substantially  the  numer- 
ous requirements  hospitals  must  meet  to 
comply  with  Medicare  and  Medicaid  rules. 

One  of  the  provisions  would  broaden  the 
term  “physician”  to  include  for  purposes  of  the 
regulations  dentists,  optometrists,  podiatrists, 
chiropodists  and  chiropractors. 

Another  change  “would  grant  maximum 
flexibility  to  the  hospital  in  granting  privileges 
and  organizing  its  staff.  Nurse  practitioners 
and  nurse-midwives,  for  example  could  be 
granted  staff  privileges.” 

Each  hospital  patient,  under  the  draft 
proposal,  would  have  to  be  under  the  care  of  a 
“physician.”  This  is  a stricter  requirement 
than  the  present  standard  that  hospitals  have 
policies  to  assure  that  patients  are  under  the 
care  of  a physician. 

According  to  the  proposal,  the  changes  are 
“part  of  the  Department’s  regulatory  relief 

(Continued  on  page  12A) 
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PLAN  TO  ATTEND 

1983  ANNUAL  SESSION 
NEBRASKA  MEDICAL  ASSOCIATION 


The  following  organizations  are  participating  in  program  development: 

Lincoln  Area  Heart  Association 
Missouri  Valley  Dermatologic  Society 
Nebraska  Academy  of  Family  Physicians 
Nebraska  Academy  of  Ophthalmology 
Nebraska  Academy  of  Otolaryngology 
Nebraska  Affiliate  — American  Heart  Association 
Nebraska  Allergy  Society 
Nebraska  Association  of  Nuclear  Physicians 
Nebraska  Association  of  Pathologists 

Nebraska  Chapter,  American  College  of  Emergency  Physicians 
Nebraska  Chapter,  American  College  of  Physicians 
Nebraska  Chapter,  American  College  of  Surgeons 
Nebraska  Medical  Association  Physicians’  Advocacy  Committee 
Nebraska  Pediatric  Society 
Nebraska  Perinatal  Organization 
Nebraska  Psychiatric  Society 
Nebraska  Radiological  Society 
Nebraska  Society  of  Anesthesiologists 
Nebraska  Society  of  Internal  Medicine 
Nebraska  State  Obstetric  & Gynecology  Society 
Nebraska  Thoracic  Society 
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American  Society  of  Anesthesiologists 
Mr.  J.  W.  Andes,  Executive  Secretary 
515  Busse  Hwy.,  Park  Ridge,  IL  60068 
American  Society  of  Clinical  Pathologists 
Meryl  H.  Haber,  M.D.,  Exec.  Vice  President 
2100  W.  Harrison  St.,  Chicago,  IL  60612 
American  Society  of  Internal  Medicine 
Mr.  William  R.  Ramsey,  Exec.  Vice  President 
1101  Vermont  N.W.,  Ste.  500,  Washington,  D.C.  20005 
American  Urological  Association,  Inc. 

Mr.  Richard  J.  Hannigan,  Executive  Secretary 
1120  No.  Charles  St.,  Baltimore,  MD  21201 
Arthritis  Foundation 

Clifford  M.  Clarke,  C.A.E.,  President 
340  Peachtree  Rd.,  NE,  Ste.  1101,  Atlanta,  GA  30326 
International  College  of  Surgeons 
Luis  Grana,  M.D.,  Int.  Sec.  General 
1516  North  Lake  Shore  Dr.,  Chicago,  IL  60610 
National  Multiple  Sclerosis  Society 
NEBRASKA-IOWA  MIDLANDS  REGION  CHAPTER 
3524  Leavenworth,  Omaha,  NE  68105 
National  Rehabilitation  Assocation 

633  S.  Washington  St.,  Alexandria,  VA  22314 
Radiological  Society  of  North  America 
Milton  Elkin,  M.D. 

Oak  Brook  Regency  Towers,  1415  W.  22nd  St. 

Ste.  1150,  Oak  Brook,  IL  60521 
South  Central  Section  of  the  American 
Urological  Association,  Inc. 

Henry  Kammandel,  M.D.,  President 
8300  Dodge  St.,  Ste.  407,  Omaha,  NE  68114 
American  Academy  of  Family  Physicians 
Mr.  Roger  A.  Tusken,  Exec.  Vice  President 
1740  West  92nd  St.,  Kansas  City,  MO  64114 


American  Academy  of  Pediatrics 

M.  Harry  Jennison,  M.D.,  Executive  Director 
1801  Hinman  Ave.,  Evanston,  IL  60204 
American  Academy  of  Physicians  Assistants 
Peter  D.  Rosenstein,  Executive  Director 
2341  Jefferson  Davis  Highway,  Suite  700 
Arlington,  VA  22202 

American  College  of  Emergency  Physicians 

Colin  C.  Rorrie,  Jr.,  Ph.D.,  Exec.  Director 
P.O.  Box  61911,  Dallas,  TX  75261 
American  College  of  Legal  Medicine 
Miss  Betty  Hanna,  Executive  Secretary 
213  W.  Institute  Place,  Ste.  412,  Chicago,  IL  60610 
American  College  of  Obstetricians  & Gynecologists 
Warren  H.  Pearse,  M.D.,  Executive  Director 
600  Maryland  Avenue,  SW,  Ste.  300  E, 

Washington,  DC  20024 
American  College  of  Physicians 

Robert  H.  Moser,  M.D.,  F.A.C.P.,  Exec.  Vice  President 
4200  Pine  St.,  Philadelphia,  PA  19104 
American  College  of  Radiology 

Rue  W.  Harris,  Ed.D.,  Executive  Director 
20  North  Wacker  Drive,  Chicago,  IL  60606 
American  College  of  Surgeons 
C.  Rollins  Hanlon,  M.D.,  Director 
55  East  Erie  St.,  Chicago,  IL  60611 
American  Diabetes  Association,  Inc. 

Robert  S.  Bolan,  Exec.  Vice  President 
2 Park  Avenue,  New  York,  NY  10016 
American  Heart  Association  National  Center 
Mr.  Dudley  Hafner,  Exec.  Vice  President 
7320  Greenville  Avenue,  Dallas,  TX  75231 
American  Hospital  Association 

Mr.  J.  Alexander  McMahon,  President 
840  North  Lake  Shore  Dr.,  Chicago,  IL  60611 
American  Medical  Assocation 
James  H.  Sammons,  M.D.,  Exec.  Vice  President 
535  North  Dearborn  St.,  Chicago,  IL  60610 
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BEING  A PHYSICIAN 
AND  A FAMILY  MAN  IS 
LIKE  MAKING  AN  INCISION 
WITH  A PARING  KNIFE... 


it's  very  difficult  to  do.  And  the  fact  that  a physician 
has  medical  as  well  as  business  concerns  to  handle 
makes  for  a loss  of  time  and  money  at  the 
expense  of  the  family 

We  provide  you  with  an  environment  serving  a 
purpose— practicing  medicine  at  regular  working 
hours  No  salesmen  and  attorneys  calling,  no  books 
to  balance,  and  no  late  hours  You  can  concentrate 
on  practicing  medicine  with  a health  care  system 
that's  one  of  the  finest  in  the  world,  and  you'll  get 
home  on  time,  too1  You'll  work  in  modern,  well- 
equipped  hospitals  and  clinics  with  the  most  up-to- 
date  technology 

Also  included  are  excellent  programs  of  compensa- 
tion. opportunities  for  professional  growth  and  spe- 
cialization. 30  days  of  vacation  with  pay  each  year, 
full  medical  and  dental  care  and  more 


With  the  Air  Force,  we  want  you  to  do  one  thing 
practice  medicine.  We  would  like  to  provide  you 
with  more  information  on  Air  Force  medicine 

Contact:  Archie  Summerlin  Call  Collect: 

116  South  42nd  Street  402  221-4319 

Omaha.  Nebraska  68131 

4Wfi  - ^ 

h?ioh 

A gr^at  way  of  We 


Since  1925 

Nebraska’s 

Leading 

Physicians  and 
Surgical 
Supply  House 


Phone  474-3222 


Donley  medical 

SLPPLY  COMPANY 

P.O.  Box  83108.  Lincoln.  NE  68501 
AUTHORIZED  CONTRACT  AGENT 


WashingtoNotes 

(Continued  from  page  10A) 

efforts  . . . designed  to  reduce  federal 
requirements,  simplify  and  clarify  regulations, 
and  provide  maximum  flexibility  in  administra- 
tion while  protecting  patient  health  and 
safety.” 

When  the  new  requirements  are  made 
public,  they  will  be  open  for  comment  and 
recommendations  from  interested  groups  be- 
fore being  made  final. 

Many  of  the  present  requirements  affecting 
hospital  medical  staff  would  be  eliminated  and 
replaced  with  a broad  requirement  that  there 
will  be  a well-organized  medical  staff  ac- 
countable to  the  governing  body  and  headed 
by  an  individual  physician.  Periodic  appraisals 
of  staff  members  would  be  another  condition. 
Clinical  privileges  could  be  granted  only  to 
those  legally  and  professionally  qualified. 

Current  regulations  spelling  out  what  hospi- 
tals have  to  perform  with  their  social  service 
departments  would  be  dropped.  “There  is  no 
indication  that  direct  risks  to  patient  health  or 
safety  may  result  in  the  absence  of  federal 
standards.” 

Similar  reasons  are  given  for  elimination  of  a 
medical  library  requirement  for  hospitals. 

Education  and  experience  requirements  for 
hospital  administrators  are  eliminated  in  the 
draft  recommendation.  All  specific  credential 
requirements  for  medical  records  personnel 
also  would  be  cancelled. 

New  standards  for  radiology  services  make  it 
clear  that  radiologists  do  not  have  to  interpret 
or  reinterpret  every  film  and  that  the  medical 
staff  and  the  chief  of  radiological  services  may 
designate  who  is  qualified  to  use  radiological 
apparatus. 

The  new  regulations  would  make  a distinc- 
tion between  those  laboratory  services  that  can 
be  directed  by  a laboratory  specialist  qualified 
by  a doctorate  degree  and  those  laboratory 
services  that  by  their  nature  must  be  under  the 
direction  of  a physician. 

Specific  current  references  to  adequate  and 
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RU-TUSI 

Dispel  the  Clouds  of  Fall  an< 


RU-TUSS 

TABLETS 

Each  prolonged  action  tablet  contains:  Phenylephrine  Hydrochloride  25  mg 

• Phenylpropanolamine  Hydrochloride  50  mg  • Chlorpheniramine  Maleate  8 mg 

• Hyoscyamine  Sulfate  0.19  mg  • Atropine  Sulfate  0.04  • Scopolamine 
Hydrobromide  0.01  mg  • Each  Ru-Tuss  tablet  acts  continuously  for  10  to  12  hours 

Symptomatic  Relief 
of  Sneezing  and 
Nasal  Congestion 

Comprehensive  decongesting,  antihistaminic 
and  anti-secretory  reliever  for  patients  with 
nasal,  sinus  and  other  upper  respiratory 
irritation. 

• Eases  breathing  • Reduces  sneezing 

• Reduces  tearing  • Dries  the  drip 
One  tablet  b.i.d.  gives  round-the-clock 
relief  to  adults  and  older  children 

(12  years  and  over). 


ELI  EVERS 

/inter  Respiratory  Discomfort 


ru-tuss 

EXPECTORANT 


Each  fluid  ounce  contains:  Codeine  Phosphate  65.8  mg  • (WARNING:  MAY  BE 
HABIT  FORMING)  Phenylephrine  Hydrochloride  30  mg  • Phenylpropanolamine 
Hydrochloride  20  mg  • Pheniramine  Maleate  20  mg  • Pyrilamine 
Maleate  20  mg  • Ammonium  Chloride  200  mg  • Alcohol  5% 


Symptomatic  Relief  of 
Coughing  with  Nasal 
and  Bronchial 
Decongestion 

Full  range  symptom-reliever  for  patients 
with  air  way  congestion  in  the  upper 
chest  as  well  as  the  nose  and  throat. 
• Blocks  the  cough  • Loosens  mucus 
• Reduces  sneezing  • Eases  breathing 
• Tasty  so  it's  easy  to  take 


To  Relieve  the  Symptoms 
of  Winter  Weather  Upper  Respiratory  Distress 

RIHUSS/RIHUSS 

TABLETS  EXPECTORANT 


RU-TUSS® 

Tablets 

DESCRIPTION 

Each  prolonged  action  tablet  contains: 


Phenylephrine  Hydrochloride 

25 

mg 

Phenylpropanolamine  Hydrochloride 

50 

mg 

Chlorpheniramine  Maleate 

8 

mg 

Hyoscyamine  Sulfate 

0.19 

mg 

Atropine  Sulfate 

0.04 

mg 

Scopolamine  Hydrobromide 

001 

mg 

Ru-Tuss  Tablets  act  continuously  for  10  to  12  hours 

Ru-Tuss  Tablets  are  an  oral  antihistaminic.  nasal  decongestant  and  anti-secretory 
preparation 

INDICATIONS  AND  USAGE  Ru-Tuss  Tablets  provide  relief  of  the  symptoms  resulting  from 
irritation  of  sinus,  nasal  and  upper  respiratory  tract  tissues  Phenylephrine  and  phenyl- 
propanolamine combine  to  exert  a vasoconstrictive  and  decongestive  action  while 
chlorpheniramine  maleate  decreases  the  symptoms  of  watering  eyes,  post  nasal  drip 
and  sneezing  which  may  be  associated  with  an  allergic-like  response  The  belladonna 
alkaloids,  hyoscyamine.  atropine  and  scopolamine  further  augment  the  anti-secretory 
activity  of  Ru-Tuss  Tablets 

CONTRAINDICATIONS  Hypersensitivily  to  antihistamines  or  sympathomimetics.  Ru-Tuss 
Tablets  are  contraindicated  in  children  under  12  years  of  age  and  in  patients  with 
glaucoma,  bronchial  asthma  and  women  who  are  pregnant  Concomitant  use  of  MAO 
inhibitors  is  contraindicated. 

WARNINGS  Ru-Tuss  Tablets  may  cause  drowsiness  Patients  should  be  warned  of  the 
possible  additive  effects  caused  by  taking  antihistamines  with  alcohol,  hypnotics,  seda- 
tives or  tranquilizers 

PRECAUTIONS  Ru-Tuss  Tablets  contain  belladonna  alkaloids,  and  must  be  administered 
with  care  to  those  patients  with  glaucoma,  or  urinary  bladder  neck  obstruction.  Caution 
should  be  exercised  when  Ru-Tuss  Tablets  are  given  to  patients  with  hypertension,  cardiac 
or  peripheral  vascular  disease  or  hyperthyroidism  Patients  should  avoid  driving  a motor 
vehicle  or  operating  dangerous  machinery  (See  Warnings) 

OVERDOSAGE  Since  the  action  of  sustained  release  products  may  continue  for  as  long  as 
12  hours,  treatment  of  overdoses  directed  at  reversing  the  effects  of  the  drug  and 
supporting  the  patient  should  be  maintained  for  at  least  that  length  of  time.  Saline 
cathartics  are  useful  for  hastening  evacuation  of  unreleased  medication.  In  children  and 
infants,  antihistamine  overdosage  may  produce  convulsions  and  death 
ADVERSE  REACTIONS  Hypersensitivity  reactions  such  as  rash,  urticaria,  leukopenia, 
agranulocytosis,  and  thrombocytopenia  may  occur  Other  adverse  reactions  to  Ru-Tuss 
tablets  may  be  drowsiness,  lassitude,  giddiness,  dryness  of  the  mucous  membranes,  tight- 
ness of  the  chest,  thickening  of  bronchial  secretions,  urinary  frequency  and  dysuria. 
palpitation,  tachycardia,  hypotension/hypertension,  faintness,  dizziness,  tinnitus,  head- 
ache. incoordination,  visual  disturbances,  mydriasis,  xerotomia,  blurred  vision,  anorexia, 
nausea,  vomiting,  diarrhea,  constipation,  epigastric  distress,  hyperirritability,  nervousness, 
dizziness  and  insomnia.  Large  overdoses  may  cause  tachypnea,  delirium,  fever,  stupor, 
coma  and  respiratory  failure. 

DOSAGE  AND  ADMINISTRATION  Adults  and  children  over  12  years  of  age.  one  tablet 
morning  and  evening  Not  recommended  for  children  under  12  years  of  age.  tablets  are 
to  be  swallowed  whole 

HOW  SUPPLIED 

Bottles  of  100  Tablets  NDC  0524-0058-01 

Bottles  of  500  Tablets  NDC  0524-0058-05 

Federal  law  prohibits  dispensing  without  prescription 


RU-TUSS® 

Expectorant 


DESCRIPTION 

Each  fluid  ounce  of  Ru-Tuss  Expectorant  contains 

Codeine  Phosphate  65.8  mj 

(WARNING  MAY  BE  HABIT  FORMING) 

Phenylephrine  Hydrochloride  30  mu 

Phenylpropanolamine  Hydrochloride  20  rry  | 

Pheniramine  Maleate  20  rr< 

Pyrilamine  Maleate  20  rr^ 

Ammonium  Chloride  200  m; 

Alcohol 


Ru-Tuss  Expectorant  is  an  oral  antitussive,  antihistaminic.  nasal  decongestant  and  expe;  I 
torant  preparation. 

INDICATIONS  AND  USAGE  Ru-Tuss  Expectorant  is  indicated  for  symptomatic  relief  of  upp? , 
respiratory  congestion  associated  with  pharyngitis,  tracheitis,  bronchitis,  and  allergic  rriir 
tis  Also,  for  the  temporary  relief  of  symptoms  associated  with  hay  fever,  allergies,  nos: 
congestion  and  cough  due  to  the  common  cold. 

CONTRAINDICATIONS  Hypersensitivity  to  antihistamines.  Concomitant  use  of  an  or 
hypertensive  or  antidepressant  drug  containing  a monoamine  oxidase  inhibitor 
contraindicated 

Ru-Tuss  Expectorant  is  contraindicated  in  patients  with  glaucoma,  bronchial  asthma  or: 
in  women  who  are  pregnant 

WARNINGS  Ru-Tuss  Expectorant  contains  codeine  phosphate,  therefore,  the  patient  shou  : 
be  warned  of  the  potential  that  this  drug  may  be  habit  forming  Ru-Tuss  Expectorant  me 
cause  drowsiness  Patients  should  be  warned  of  the  possible  additive  effect  caused  t, 
taking  antihistamines  with  alcohol,  hypnotics,  sedatives  and  tranquilizers 
PRECAUTIONS  Patients  taking  Ru-Tuss  Expectorant  should  avoid  driving  a motor  vehicle  : 
operating  dangerous  machinery  (See  Warnings).  Caution  should  be  taken  with  patierT 
having  hypertension,  diabetes,  hyperthyroidism  and  cardiovascular  disease. 

Caution  should  also  be  used  in  patients  with  pulmonary,  hepatic  or  renal  insufficiency 
ADVERSE  REACTIONS  Ru-Tuss  Expectorant  may  cause  drowsiness,  lassitude,  giddiness  | 
dryness  of  mucous  membranes,  tightness  of  the  chest,  thickening  of  bronchial  secretion: 
urinary  frequency  and  dysuria,  palpitation,  tachycardia,  hypotension,  hypertension,  for 
ness,  dizziness,  tinnitus,  headache,  incoordination,  visual  disturbances,  mydriasis,  xerc 
stomia,  blurred  vision,  anorexia,  nausea,  vomiting,  diarrhea,  constipation,  epigastric  pis  | 
tress,  hyperirritability,  nervousness,  and  insomnia  Overdoses  may  cause  restlessness 
excitation,  delirium,  tremors,  euphoria,  metabolic  acidosis,  stupor,  tachycardia  and  eve' 
convulsions. 

DOSAGE  AND  ADMINISTRATION  Adults:  1 or  2 teaspoonfuls,  orally,  every  4 hours,  nol ' 
exceed  10  teaspoonfuls  in  any  24-hour  period 
Children  6 to  12  years  of  age:  M the  adult  dose,  not  to  exceed  6 teaspoonfuls  in  an\ 
24-hour  period.  Children  2 to  6 years  of  age:  teaspoonful  every  4 hours,  not  nc  | 

exceed  3 teaspoonfuls  in  any  24-hour  period.  Children  under  2 years  of  age:  Use  os  j 
directed  by  a physician 
HOW  SUPPLIED.  (16  fl  oz.) 

Pint  Bottles  NDC  0524-1010-ie 

Federal  law  prohibits  dispensing  without  prescription 


DISTRIBUTED  BY: 

Boots  Pharmaceuticals,  Inc. 
Shreveport,  Louisiana  71106 


MANUFACTURED  BY: 

Vitarine  Company,  Inc. 
Springfield  Gardens,  NewYDiL  11413 


MANUFACTURED  AND  DISTRIBUTED  BY: 

Boots  Pharmaceuticals.  Inc. 
Shreveport,  Louisiana  71106 


Boots  Pharmaceuticals,  Inc. 

Shreveport.  Louisiana  71106 

Pioneers  in  medicine  for  the  family 
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ORGANIZATIONS,  STATE 


American  Cancer  Society,  Nebraska  Division,  Inc. 

Don  W.  McClure,  Exec.  Vice  President 
8502  West  Center  Rd.,  Omaha  68124 
American  Diabetes  Association  — Nebraska  Affiliate,  Inc. 

Ron  Van  Ryswyk,  Executive  Director 
7377  Pacific  St.,  Oak  Park  Plaza,  Ste.  216,  Omaha  68114 
American  Heart  Association,  Nebraska  Affiliate 
Mr.  James  R.  Johnson,  Executive  Director 
3624  Farnam  St.,  Omaha  68131 
American  Lung  Association  of  Nebraska 
Mr.  Edward  Carter,  Executive  Director 
8901  Indian  Hills  Dr.,  Ste.  107,  Omaha  68114 
American  Red  Cross 
P.O.  Box  83267 
1701  “E”  St.,  Lincoln  68501 
Arthritis  Foundation,  Nebraska  Chapter,  Inc. 

Mrs.  Ellen  Wright,  Exec.  Director 
120  N.  69th  St.,  Rm.  202,  Omaha  68132 
Blue  Cross  and  Blue  Shield  of  Nebraska 
Wm.  H.  Heavey,  President 
P.O.  Box  3248,  Main  Station,  Omaha  68180 
Creighton  University  School  of  Medicine 
Fr.  James  Hoff,  S.J.,  Acting  Dean 
California  at  24th  Street,  Omaha  68178 
Cystic  Fibrosis  Foundation,  Nebraska  Chapter 
Charles  R.  Bercaw,  Exec.  Director 
5017  Leavenworth  St.,  Omaha  68106 
Dairy  Council  of  Central  States,  Inc. 

Ste.  13,  Hillcrest  Bldg.,  76th  & Main,  Ralston  68127 
Division  of  Rehabilitation  Services 
Nebraska  Department  of  Education 
6th  Floor,  301  Centennial  Mall  South,  Lincoln  68509 
Division  of  Rehabilitation  Services  for  the  Visually  Impaired 
James  S.  Nyman,  Director 
1047  South  Street,  Lincoln  68502 
Easter  Seal  Society  of  Nebraska 

Mr.  Joe  Wilson,  Executive  Director 
12177  Pacific  Street,  Omaha  68154 
Health  Manpower  Referral  Service,  State  of  Nebraska 
6th  Floor,  State  Capitol  Bldg.,  Lincoln  68509 
Kenneth  P.  Wall,  Director 
Lincoln  Council  on  Alcoholism  and  Drugs,  Inc. 

Room  212,  215  Centennial  Mall,  Lincoln  68508 
March  of  Dimes  — Birth  Defects  Foundation 
1620  M Street,  Lincoln  68508 
Missouri  Valley  Dermatologic  Society 
Richard  Q.  Crotty,  M.D.,  Secretary 
634  The  Doctors  Bldg.,  Omaha  68131 
Muscular  Dystrophy  Association 

1912  No.  90th  Street,  Lower  Level,  Omaha  68114 
National  Kidney  Foundation  of  Nebraska 
Karen  Engelsman,  Executive  Director 
8707  West  Center  Road,  Omaha  68124 
National  Multiple  Sclerosis  Society  — 

Nebraska-Iowa  Midlands  Chapter 
3624  Leavenworth,  Omaha  68105 
National  Society  to  Prevent  Blindness,  Nebraska  Affiliate 
4600  Valley  Road,  Lincoln  68510 
Nebraska  Academy  of  Child  Psychiatry 
George  J Lytton,  M.D.,  President 
Regional  Center,  Hastings  68901 
Nebraska  Academy  of  Neurologists  and  Neurosurgeons 
Arnold  Greenhouse,  M.D.,  Dept,  of  Neurology 
601  North  30th  Street,  Omaha  68131 
Nebraska  Academy  of  Ophthalmology 
Howard  A.  Dinsdale,  M.D.,  President 
600  North  Cotner,  Lincoln  68505 
Nebraska  Academy  of  Otolaryngology 
F.  Stivers,  M.D.,  President 
630  North  Cotner,  Lincoln  68505 

Nebraska  Association  of  Home  & Community  Health  Agencies 

Sandra  Klocke,  President 

Craft  State  Office  Bldg.,  200  S.  Silber,  North  Platte  69101 

Nebraska  Association  of  Nuclear  Physicians,  Inc. 

Jack  R Zastera,  M.D  . President 
8617  Douglas  St..  Omaha  68114 

Nebraska  Association  of  Pathologists 

Andrew  G.  Rasmussen,  M.D.,  Secretary-Treasurer,  N.A.P. 

8303  Dodge  Street,  Omaha  68114 

Nebraska  Chapter  — American  Academy  of  Family  Physicians 

K Kon  Arrasmith,  M.D.,  Secretary-Treasurer 
Mrs.  Phyllis  G.  Hansen,  Executive  Secretaiy 
10840  Old  Mill  Rd.,  Ste.  5,  Omaha  68154 
Nebraska  Chapter  — American  College  of  Pediatrics 
Dale  Ebers,  M I).,  Chairman 
4701  Normal  Blvd.,  Lincoln  68506 


Nebraska  Chapter  — American  College  of  Physicians 

Bowen  E.  Taylor,  M.D.,  F.A.C.P.,  Governor 
Box  81009,  Lincoln  68501 

Nebraska  Chapter  — American  College  of  Surgeons 

John  W.  Smith,  M.D.,  President 

8300  Dodge  St.,  #124,  Omaha  68114 

Nebraska  Chapter  of  Myasthenia  Gravis  Foundation 
John  F.  Aita,  M.D.,  Medical  Advisor 
105  South  49th  St.,  Omaha  68132 
Nebraska  Dental  Association 

D.  W.  Edwards,  D.D.S.,  Secretary 
1007  Lincoln  Benefit  Life  Bldg.,  Lincoln  68508 
Nebraska  Dietetic  Association 

Shirley  Johnston,  R.D.,  President 

Mary  Lanning  Hospital,  715  N.  St.  Joseph  St.,  Hastings  68901 
Nebraska  Health  Care  Association 
Mr.  Jim  L.  Brown,  President 
3100  “0”  St.,  Suite  7,  Lincoln  68510 
Nebraska  Hospital  Association 
Stuart  Mount,  President 
Box  94833,  1335  “L”  St.,  Lincoln  68509 
Nebraska  League  for  Nursing 
Ellen  McGovern,  President 

Methodist  Hospital,  8300  Dodge  St.,  Omaha  68114 
NEBRASKA  MASTER  POISON  CONTROL  CENTER 

8301  Dodge  St.,  Omaha  68114 
(402)  390-5400 

Nebraska  Medical  Association 

Kenneth  E.  Neff,  Executive  Director 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Medical  Foundation 

Kenneth  E.  Neff,  Executive  Secretary 
1512  First  National  Bank  Bldg.,  Lincoln  68508 
Nebraska  Nurses  Association 

Darlene  Cording,  Executive  Director 
Suite  26,  10730  Pacific  St.,  Omaha  68114 
Nebraska  Orthopaedic  Society 

David  N.  Kettleson,  M.D.,  Secretary 

Embassy  Plaza,  #290,  90th  & West  Dodge  Rd.,  Omaha  68114 
Nebraska  Perinatal  Organization 

Joy  Jacobs,  R.N.,  Secretary-Treasurer 
No.  322,  2446  Nye  Ave.,  Fremont  68025 
Nebraska  Psychiatric  Association,  District  Branch  of  the 
American  Psychiatric  Association 
T Bulent  Tunakan,  M.D.,  President 
8504  Cass  Street,  Omaha  68114 
Nebraska  Psychiatric  Institute 

Merrill  T.  Eaton,  Jr.,  M.D..  Director 
602  South  45th  St.,  Omaha  68106 
Nebraska  Public  Health  Association 
John  Miner,  R.S.,  President,  N.P.H.A. 

P.O.  Box  94813,  Lincoln  68509 
Nebraska  Radiological  Society 

Roger  K.  Harried,  M.D  , President 
Dept,  of  Radiology,  UNMC,  Omaha  68105 
Nebraska  Rheumatism  Association 
Arthur  L.  Weaver,  M.D..  President 
2121  South  56th  St.,  Lincoln  68506 
Nebraska  Society  of  Anesthesiologists 
Jerry  D.  Edelman,  M.D. 

UNMC,  42nd  & Dewey  Ave.,  Omaha  68105 
Nebraska  Society  of  Internal  Medicine 
Monte  M.  Scott,  M.D.,  President 
120  Wedgewood  Dr.,  Ste.  A,  Lincoln  68510 
The  Nebraska  Society  for  Respiratory  Therapy 
Ken  Draper,  RRT,  President 

Southeast  Community  College,  8800  “O”  Street,  Lincoln  68520 
Nebraska  State  Department  of  Health 

Henry  D.  Smith,  M.D.,  Director  of  Health 
P.O.  Box  95007,  301  Centennial  Mall  South,  Lincoln  68509 
Nebraska  State  Obstetric  and  Gynecology  Society 
Dennis  D.  Beavers,  M.D.,  Secretary-Treasurer 
720  North  87th  St.,  Omaha  68114 
Nebraska  State  Society  of  American  Association  of 
Medical  Assistants 
Chris  Graff,  LPN 
5608  S.  38th  St.,  Lincoln  68516 
Nebraska  Urological  Association 

Charles  F.  Damico,  M.I),  President 
604  W.  6th,  Hastings  68901 
Nebraska  Veterinary  Medical  Association 
Bob  Garey,  Executive  Director 
209  West  9th  St..  Hastings  68901 
Omaha  Mid-West  Clinical  Society 

Ms.  Lorraine  E.  Seibel,  Executive  Secretary 
7363  Pacific  St..  #210-A,  Omaha  68114 
United  Cerebral  Palsy  of  Nebraska 

Mrs.  Carole  Boles,  Executive  Director 
4600  Valley  Road,  Suite  D,  Lincoln  68510 
University  of  Nebraska  .Medical  Center 

James  V Griesen.  Ph.D.,  Interim  Chancellor 
42nd  & Dewey  Ave.,  Omaha  68105 
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Nebraska  Medical  Association  Officers  and  Commissions 


President 

President-Elect 

Secretary-Treasurer 

Executive  Director 

Assistant  Executive  Director 


AMA  Delegates  — C.  J.  Cornelius,  Jr.,  M.D., 
Sidney;  John  D.  Coe,  M.D.,  Omaha.  AMA  Alternate 
Delegates  — Louis  J.  Gogela,  M.D.,  Lincoln;  Blaine 
Y.  Roffman,  M.D.,  Omaha. 


OFFICERS 

Allan  C.  Landers,  M.D.,  Scottsbluff 

Dwaine  J.  Peetz,  M.D.,  Neligh 

Orin  R.  Hayes,  M.D.,  Lincoln 

Kenneth  E.  Neff,  Lincoln 

William  L.  Schellpeper,  Lincoln 


BOARD  OF  DIRECTORS 

Allan  C.  Landers,  M.D.,  Chm Scottsbluff 

Dwaine  J.  Peetz,  M.D.,  Vice-Chm Neligh 

Orin  R.  Hayes,  M.D.,  Secretary Lincoln 

Russell  L.  Gorthey,  M.D Lincoln 

Frederick  F.  Paustian,  M.D Omaha 

Herbert  E.  Reese,  M.D Lincoln 

Hiram  R.  Walker,  M.D Kearney 

Ex-Officio: 

Alvin  A.  Armstrong,  M.D Scottsbluff 

Harry  W.  McFadden,  M.D Omaha 

Stanley  M.  Truhlsen,  M.D Omaha 

COMMISSION  ON  ASSOCIATION  AFFAIRS 

Joel  T.  Johnson,  M.D.,  Chm Kearney 

John  D.  Coe,  M.D Omaha 

Jon  J.  Hinrichs,  M.D Lincoln 

Edward  M.  Malashock,  M.D Omaha 

Donald  F.  Prince.  M.D Minden 

Joseph  C.  S'cott,  M.D Omaha 

Joseph  E.  Stitcher,  M.D Lincoln 

R.  C.  Weldon,  M.D Nebraska  City 

COMMISSION  ON  CLINICAL  MEDICINE 

William  L.  Rumbolz,  M.D.,  Chm Omaha 

John  H.  Bancroft,  M.D Kearney 

Jackson  Bence,  M.D Grand  Island 

James  S.  Carson,  M.D McCook 

Patrick  E.  Clare,  M.D Lincoln 

Robert  G.  Osborne,  M.D Lincoln 

Francis  D.  Donahue,  M.D Omaha 

AD-HOC  COMMITTEE  ON  ATHLETIC  MEDICINE 

Patrick  E.  Clare,  M.D.,  Chm Lincoln 

Stanley  M.  Bach,  M.D Omaha 

Jackson  Bence,  M.D Grand  Island 

S.  I.  Fuenning,  M.D Lincoln 

Jack  K.  Lewis,  M.D Omaha 

Charles  W.  Newman,  M.D Lincoln 

W.  Michael  Walsh,  M.D Omaha 

George  F.  Sullivan,  R.P.T Lincoln 

Wayne  Wagner,  A.T.C Omaha 

AD-HOC  COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICES 

Dean  A.  McGee,  M.D.,  Chm Omaha 

Stephen  W.  Carveth,  M.D Lincoln 

M.  L.  Chaloupka,  M.D Broken  Bow 

Michael  J.  Ginsburg,  M.D Omaha 

Kenneth  F.  Kimball,  M.D Kearney 

Richard  B.  Svehla,  M.D Omaha 

George  P.  Post,  M.D Bridgeport 

Charles  S.  Wilson,  M.D Lincoln 

AD-HOC  COMMITTEEE  ON  MATERNAL  & CHILD  HEALTH 

William  L.  Rumbolz,  M.D.,  Chm Omaha 

Section  on  Maternal  Mortality  Review 

George  M.  Adam,  M.D Hastings 

Charles  A.  Field,  M.D Omaha 

L.  Palmer  Johnson,  M.D Lincoln 

Bruce  E.  Taylor,  M.D Lincoln 

Larry  Wilson,  M.D Gothenburg 

Section  on  Perinatal  Mortality  Review 

Lawrence  C.  Bausch,  M.D Lincoln 

Robert  S.  Grant,  M.D Lincoln 

Robert  Nelson,  M.D Omaha 

Kenton  L.  Shaffer,  M.D Kearney 

AD-HOC  COMMITTEE  ON  PSYCHIATRY 

Robert  Osborne,  M.D.,  Chm Lincoln 

Jehangir  B.  Bastani,  M.D Lincoln 

Harry  C.  Henderson,  Jr.,  M.D Omaha 

Jon  J.  Hinrichs,  M.D Lincoln 

William  B.  Long,  M.D Omaha 

Bulent  Tunaken,  M.D Omaha 

SCIENTIFIC  SESSIONS  COMMITTEE 

Dale  W.  Ebers,  M.D.,  Chm Lincoln 

Paul  E.  Collicott,  M.D Lincoln 

Stuart  P.  Embury,  M.D Holdrege 

Richard  A.  Hranac,  M.D Kearney 

Larry  Roffman,  M.D Omaha 

Robert  M.  Stryker,  M.D Omaha 

Richard  M.  Tempero,  M.D Omaha 

Richard  L.  Tollefson,  M.D Wausa 


COMMISSION  ON  GOVERNMENTAL  AFFAIRS 


Jerald  R.  Schenken,  M.D.,  Chm Omaha 

Christopher  C.  Caudill,  M.D Lincoln 

Monroe  D.  Dowling,  M.D Lincoln 

John  F.  Fitzgibbons,  M.D Omaha 

Robert  Sidner,  M.D Kearney 

Todd  Sorensen,  M.D Scottsbluff 

Ex-Officio: 

Herbert  E.  Reese,  M.D Lincoln 

COMMISSION  ON  LEGISLATION  & LEGAL  AFFAIRS 

Herbert  E.  Reese,  M.D.,  Chm Lincoln 

Michael  A.  Breiner,  M.D Lincoln 

James  H.  Dunlap,  M.D Norfolk 

Darroll  J.  Loschen,  M.D York 

John  T.  McGreer,  III,  M.D Lincoln 

Richard  H.  Meissner,  M.D Omaha 

Bruce  Miller,  M.D Lincoln 

C.  Lee  Retelsdorf,  M.D Omaha 

Blaine  Y.  Roffman,  M.D Omaha 

Robert  F.  Shapiro,  M.D Lincoln 

Craig  L.  Urbauer,  M.D Lincoln 

Ex-Officio: 

Jerald  R.  Schenken,  M.D Omaha 

COMMISSION  ON  MEDICAL  EDUCATION 

Robert  D.  Harry,  M.D.,  Chm Lexington 

Robert  L.  Bass,  M.D Omaha 

Warren  G.  Bosley,  M.D Grand  Island 

Charles  F.  Damico,  M.D Hastings 

David  R.  Dyke,  M.D Lincoln 

N.  Patrick  Kenney,  M.D Omaha 

W.  E.  Lundak,  M.D Lincoln 

John  P.  O’Gara,  M.D Omaha 

AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 

Warren  G.  Bosley,  M.D.,  Chm Grand  Island 

S.  I.  Fuenning,  M.D Lincoln 

John  C.  Goldner,  M.D Omaha 

Barbara  Heywood,  M.D Papillion 

Mark  R.  Jones,  M.D Lexington 

Paul  H.  Phillips,  M.D Scottsbluff 

Eileen  C.  Vautravers,  M.D Lincoln 

COMMISSION  ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf,  M.D.,  Chm Omaha 

Edward  E.  Gatz,  M.D Omaha 

Donald  T.  Glow,  M.D Omaha 

John  J.  Hoesing,  M.D Omaha 

Donald  E.  Matthews,  M.D Lincoln 

Craig  R.  Nolte,  M.D Lincoln 

Joseph  M.  Rapoport,  M.D Omaha 

F.  Thomas  Waring,  M.D Fremont 

STUDY  COMMITTEE  ON  COST  AWARENESS 

Clarence  A.  McWhorter,  M.D.,  Chm Omaha 

Stanley  L.  Davis,  M.D Omaha 

H.  Jeoffrey  Deeths,  M.D Omaha 

Allen  D.  Dvorak,  M.D Omaha 

William  T.  Griffin,  M.D Lincoln 

Robert  L.  Haag,  M.D Lincoln 

Theo.  J.  Lemke,  Jr.,  M.D Columbus 

Robert  E.  Lovgren,  M.D Omaha 

Harold  G.  Smith,  M.D Fremont 

COMMITTEE  ON  HEALTH  PLANNING 

C.  J.  Cornelius,  Jr.,  M.D.,  Chm Sidney 

Gordon  Adams,  M.D Norfolk 

Lewiston  W.  Birkman,  M.D Lincoln 

James  Carson,  M.D McCook 

Allen  D.  Dvorak,  M.D Omaha 

Dale  W.  Ebers,  M.D Lincoln 

Louis  J.  Gogela,  Jr.,  M.D Beatrice 

Roger  Jacobs,  M.D Seward 

Duane  Krause,  M.D Fremont 

Morton  H.  Kulesh,  M.D Omaha 

Roger  D.  Mason,  M.D Omaha 

Donald  F.  Prince,  M.D Minden 

C.  Lee  Retelsdorf,  M.D Omaha 

Eugene  Sucha,  M.D West  Point 

Craig  L.  Urbauer,  M.D Lincoln 

Thomas  H.  Wallace,  M.D Gordon 
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NEBRASKA’S  UNIQUE  OPPORTUNITY 
FOR  PHYSICIAN  WELL-BEING 

Presented  at  the  Nebraska  Medical 
Association  meeting,  Omaha,  May  1982. 

Constructive  forces  for  change  coincide  in 
unpredictable  patterns,  and  Nebraska  may 
well  become  such  a focus.  Nebraska’s  program 
for  impaired  physicians  became  clear  to  me 
while  visiting  Omaha  to  address  the  annual 
meeting  of  the  Nebraska  Medical  Association 
on  Physician  Vulnerability. 

Granted,  Nebraska  physicians  may  be  tardy 
in  arriving  on  the  scene  in  caring  for  their 
brothers,  for  Oregon  has  had  a Friends  of 
Medicine  Committee  for  15  years;  and  Geor- 
gia’s program  for  alcohol  and  drug-abusing 
physicians  has  a national  reputation  of  many 
years’  standing.  However,  the  race  does  not 
always  belong  to  the  fast  starters,  particularly 
a long  race,  and  by  learning  from  others’ 
mistakes  while  building  on  existing  strength, 
Nebraska  now  shows  some  surprisingly  strong 
potentials  for  developing  the  outstanding  well- 
being program  for  the  impaired  physician  in 
the  nation. 

Such  a prediction  may  sound  like  pie  in  the 
sky  when  Douglas  County’s  Physician  Ad- 
visory Committee  meets  to  consider  where 
they  are  and  what  they  want  to  do.  Eight  good 
men  sitting  around  wondering  how  they  are 
going  to  grapple  with  the  elephant-sized 
problem  may  leave  them  discouraged,  and  this 
is  just  as  true  for  the  county  committee 
meeting  at  Lincoln.  But  with  a broad  view,  the 
course  ahead  need  not  be  impossible.  For  with 
a measure  of  imagination  and  courage,  Nebra- 
ska physicians  can  carry  their  present  effort 
beyond  other  services  elsewhere  in  the  coun- 
try. 

The  uniqueness  of  Nebraska’s  opportunity 
arises  with  a special  combination  of  timing, 
and  resources,  including  a number  of  con- 
cerned physicians,  a concerned  auxiliary,  a 
relatively  stable  economy,  an  unusually  fine 
working  relationship  between  the  existing 
medical  schools,  and  a social  ambiance, 
variously  described  as  clanish  and/or  caring. 


There  are  four  elements  to  any  statewide 
well-being  program  for  physicians:  the  first  is 
treatment.  This  does  not  call  for  establishing  a 
treatment  facility  for  physicians  in  Nebraska 
so  much  as  having  a sophisticated  consultation 
and  referal  service,  which  is  in  touch  with  local, 
state,  and  national  treatment  facilities;  and 
their  reaching  needy  Nebraska  physicians  and 
their  families  in  a wise  and  acceptable  manner 
as  treatment  is  needed.  In  effect,  the  next  step 
is  an  established,  creditable,  consulting  ser- 
vice, and  it  is  apparently  developing  through 
the  work  of  Nebraska’s  Physician’s  Advocacy 
Committees. 

A successful  consultive  treatment  program 
depends  on  the  active  support  of  all  the 
medical  institutions  in  Nebraska,  the  state  and 
county  medical  societies,  the  medical  schools, 
the  Board  of  Medical  Examiners,  and  the 
hospitals.  All  must  work  to  overcome  the 
institutional  inertia  which  frequently  charac- 
terizes the  medical  profession’s  response  to  an 
impaired  physician  program.  Only  as  a con- 
certed effort  can  colleagues,  hospital  staffs, 
and  faculties  begin  the  hard  work  of  being 
completely  honest  about  their  physical  and 
emotional  health. 

But  consultation  and  treatment  is  not 
enough  for  Nebraska  to  attain  the  best.  In 
evolving  a program  there  are  three  more  legs 
necessary:  education,  research,  and  financing. 
Physicians  need  considerable  education  about 
healthy  life  styles,  for  themselves  and  their 
families.  Continuing  medical  education  cour- 
ses, which  afford  physician  families  the  op- 
portunity to  examine  where  they  are  and  what 
they  want  to  do  with  their  lives,  are  of 
unquestioned  help  in  preventing  impairment, 
while  increasing  the  chance  of  happiness  for 
physician  families.  Education  in  the  techni- 
ques of  confrontation  and  support  are  spec- 
ialized techniques  which  should  be  pursued 
with  the  real  expectation  of  developing  a cadre 
of  Nebraska  physicians  prepared  to  deal 
effectively  with  physician  impairment. 

Presently,  research  is  the  most  neglected 
aspect  of  the  profession’s  response  to  the 
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impaired  physician.  Neither  medical  schools 
nor  the  American  Association  of  Medical 
Colleges  have  shown  leadership  in  researching 
the  pain  and  suffering  which  exists  within  the 
profession.  There  are  courses  given  in  a few 
medical  schools  on  alcoholism,  but  these,  along 
with  occasional  lectures  on  the  stress  medical 
students  experience,  do  not  begin  to  incise  the 
profession's  carbuncle. 

Suicide  is  the  second  most  common  cause  of 
death  in  medical  students.  Women  M.D.’s  kill 
themselves  three  times  as  freqently  as  men;  25 
percent  of  physicians  who  come  to  the 
attention  of  Oregon’s  Board’s  of  Medical 
Licensure  for  illegal  or  poor  practices  are  from 
the  upper  10  percent  of  their  medical  school 
class.  Particular  medical  school  classes  have 
death  rates  from  suicide  that  range  as  high  as 
10  percent.  We  must  know  more  about  this. 
We  remain  blind  to  the  prognosis  of  the 
entering  medical  student  for  productive  ser- 
vice to  patients  and  the  profession.  If  the 
Nebraska  medical  profession  and  medical 
schools  are  willing  to  develop  research  pro- 
grams into  the  dynamics  of  health  and  illness 
of  physicians,  these  questions  can  begin  to  be 
answered. 

Finally,  there  needs  to  be  financial  support 
to  a unified  program  which  can  be  sought  from 
at  least  three  sources:  dues  and  donations,  the 
government  through  its  programs,  and  private 
foundations  through  grants.  The  government’s 
contribution  to  this  effort  at  this  time  appears, 
in  my  judgment,  not  worth  the  postage  to  ask 
for  it,  but  foundations  and  the  profession  are 
possible  sources.  What  is  most  necessary  in 
seeking  financial  support  is  a thought-through 
unified  approach.  The  bits  and  pieces  of 
individual  efforts  should  be  presented  in  the 
context  of  a unified,  comprehensive  state 


effort.  Then  those  that  decide  on  the  disposi- 
tion of  the  funds  can  see  that  raising  the 
standard  of  health  practices  of  physicians 
within  Nebraska,  and  eventually  within  the 
nation,  as  a bonefide  effort  in  raising  the 
quality  of  patient  care. 

Organization: 

Nebraska’s  organization  opportunity  is  unu- 
sual and  can  best  be  met  by  continued  develop- 
ment of  existing  networks,  such  as  the  physician 
advisory  committees  coalesing  into  a group 
devoted  to  unifying  the  study  and  care  of 
Nebraska’s  physicians.  The  basic  requirement 
for  such  an  interdependant  group  is  concerned 
people,  willing  to  give  time  and  thought,  in 
addition  to  their  present  responsible  positions. 

For  such  a group  to  meet,  with  adequate 
staff  preparation,  their  commonality  of  pur- 
pose could  best  determine  how  to  bring  the 
special  assets  of  Nebraska  to  bear  on  the 
diagnoses,  treatment,  education,  research  and 
financing  of  the  medical  profession  in  a 
comprehensive  effort  towards  meeting  the 
challenge  of  a genuinely  healthy  profession 
best  prepared  to  serve  patients.  The  dedi- 
cation and  independence  of  this  group  of 
concerned  leaders  will  insure  the  confiden- 
tiality, credibility,  flexibility  and  follow 
through. 

Conclusion: 

Nebraska  has  the  resources  for  a pioneering, 
comprehensive  program  for  raising  the  quality 
of  physicians’  personal  and  professional  lives.  I 
envy  Nebraska’s  physicians  their  opportunity. 

Ralph  Crawshaw,  M.D. 

2525  N.W.  Love  joy 

Portland,  Oregon  97210 
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ORIGINAL  ARTICLES 


Updated  Approach  to  Diffuse  Lung 
Disease;  Emphasis  on  Sarcoidosis 
and  Idiopathic  Pulmonary  Fibrosis 


ONE  of  the  more  common  clinical 
challenges  confronting  pul- 
monologists and  other  physi- 
cians is  the  patient  with  subtle  symptoms  of 
dyspnea  accompanied  by  an  abnormal  chest  x- 
ray  with  diffuse  infiltrates.  The  diagnostic 
possibilities  are  myriad,  and  although  these 
patients  are  potentially  seriously  ill,  there  is  a 
distinct  tendency  to  overreact  with  an  exten- 
sive battery  of  tests  and  procedures.  In 
addition,  there  has  been  considerable  recent 
progress  in  the  evaluation  and  treatment  of 
several  of  these  conditions,  specifically  sar- 
coidosis and  idiopathic  pulmonary  fibrosis. 
Therefore,  we  thought  it  would  be  useful  to 
review  a systematized  approach  to  this  prob- 
lem with  special  reference  to  newer  diagnostic 
techniques. 

Differential  Diagnosis 

A statistical  review  of  our  practice  and  that 
of  others  suggests  that  the  following  six 
diagnoses  will  comprise  about  90  to  95  percent 
of  those  patients  who  present  with  shortness  of 
breath  and  a diffusely  abnormal  chest  x-ray: 
(1)  Congestive  Heart  Failure,  (2)  Chronic 
Aspiration  Pneumonia,  (3)  Hypersensitivity 
Pneumonitis,  (4)  Lymphangitic  Carcinomato- 
sis, (5)  Sarcoidosis,  and  (6)  Idiopathic  Pul- 
monary Fibrosis  (IPF).1 

When  evaluating  a patient  with  this  differen- 
tial, oftentimes  a complete  history  and  phy- 
sical will  narrow  the  diagnostic  possibilities 
even  further.  However,  the  changes  of  con- 
gestive heart  failure  may  be  quite  subtle  and 
frequently  diagnosed  in  retrospect  only  after 
time  consuming  and  expensive  testing.  Our 
suggestion  is  that  the  first  response  to  this 
symptom  complex  is  to  give  the  patient  a dose 
of  intravenous  furosemide  (Lasix®)  and  repeat 
the  x-ray  the  following  day.  If  left  ventricular 
failure  is  a problem,  significant  and  often 
dramatic  clearing  will  result.  Other  helpful 
noninvasive  evidence  of  value  include  an 
echocardiogram  or  radioisotope  gated  blood 
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pool  scan  to  measure  left  ventricular  ejection 
fraction. 

Patients  who  complain  of  cough  in  associa- 
tion with  their  dyspnea  may  have  clinically 
unrecognized  esophageal  dysfunction  and  as- 
piration into  the  tracheobronchial  tree.  This  is 
seen  particularly  in  the  elderly  and  may  often 
be  unrecognized  for  months  or  years.  This  time 
lag  in  diagnosis  permits  the  slow  development 
of  diffuse  interstitial  scarring,  which  character- 
istically is  accentuated  in  the  basilar  portions 
of  the  lungs.  If  age  and  symptomatology  point 
in  this  direction,  the  initial  workup  should 
include  either  a barium  swallow  or  esophageal 
endoscopy.  However,  one  should  remember 
that  not  all  patients  who  have  reflux  will  have 
aspiration,  and  the  appropriate  symptoma- 
tology must  be  present.  The  diagnosis  may  not 
be  confirmed  until  there  has  been  demon- 
stration of  improvement  after  therapeutic 
manipulation,  i.e.,  elevation  of  the  head  of  the 
bed  and  gastric  neutralization.  This  may  be  an 
appropriate  and  inexpensive  therapeutic  trial 
early  in  the  workup  of  this  group  of  patients. 

The  remaining  four  diagnoses  listed  above 
will  in  general  require  lung  tissue  in  order  to 
accurately  make  a diagnosis.  The  efficacy  of 
transbronchoscopic  lung  biopsy  is  well  estab- 
lished and  is  a very  useful  tool  in  evaluating 
patients  with  diffuse  lung  disease.  Patients 
whose  clinical  symptomatology  and  trans- 
bronchoscopic lung  biopsy  point  toward  a 
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diagnosis  of  hypersensitivity  pneumonitis  will, 
in  most  instances,  have  positive  serum  precipi- 
tins  compatible  with  a Type  III  allergic 
reaction  in  the  lung.  Examples  include  farm- 
er’s lung  with  reactions  to  thermophilic 
actinomyces,  and  office  worker’s  lung  due  to 
contamination  of  an  air  conditioning  system. 
Patients  with  lymphangitic  spread  of  car- 
cinoma should  be  easily  diagnosed  trans- 
bronchoscopically.  Patients  with  sarcoidosis 
will  also  be  diagnosed  about  75  to  80  percent 
of  the  time  with  a transbronchial  lung  biopsy. 
However,  transbronchoscopic  biopsies  reveal- 
ing “nonspecific  interstitial  fibrosis”  may  not 
be  absolutely  diagnostic.  In  our  experience, 
this  form  of  lung  biopsy  is  valid  in  the 
evaluation  of  the  patient  with  suspected  IPF  to 
about  the  75  percent  confidence  level.  How- 
ever, many  pathologists  feel  that  in  order  to 
adequately  assess  the  cellularity  and  the 
degree  of  alveolitis  and  interstitial  fibrosis 
present,  one  should  proceed  if  clinically 
permissible,  to  an  open  lung  biopsy.  Newer 
diagnostic  techniques  have  recently  been 
developed  which  may  provide  this  same 
information  noninvasively. 

Treatment 

Treatment  of  these  conditions  will  obviously 
depend  on  the  diagnosis  and  may  be  straight- 
forward. Patients  with  left  ventricular  failure 
will  respond  well  to  digitalization  and  diuretics. 
Patients  with  chronic  aspiration  should  re- 
spond to  positional  manipulation  during  sleep 
and  neutralization  of  gastric  contents.  Patients 
with  hypersensitivity  pneumonitis  will  improve 
rapidly  with  a short  course  of  high  dose 
steroids,  provided  antigenic  exposure  is  elimi- 
nated. Patients  with  lymphangitic  carcinoma- 
tosis will  respond  only  to  the  degree  that  the 
primary  tumor  can  be  treated. 

The  therapeutic  solutions,  however,  are  not 
so  straightforward  once  a diagnosis  of  sar- 
coidosis or  IPF  is  made.  It  is  difficult  to 
determine  from  the  lung  biopsy  alone  whether 
the  disease  in  these  patients  is  active  (high 
degree  of  alveolitis)  and  responsive  to  therapy, 
or  inactive  (little  alveolitis  and  mostly  fibrosis) 
and  less  likely  to  respond.  Pulmonary  function 
testing,  including  respiratory  stress  testing, 
will  accurately  document  the  degree  of  phy- 
siological impairment  which  these  patients  are 
experiencing,  but  does  little  to  differentiate 
active  from  inactive  disease.  Likewise,  routine 


radiographic  studies  are  notoriously  invalid  in 
assessing  the  degree  of  activity  of  disease.2  For 
this  reason,  much  research  has  been  done 
recently  to  develop  noninvasive  techniques  to 
stage  IPF  and  sarcoidosis.  The  remainder  of 
this  article  will  deal  with  these  latter  two 
diseases. 

Staging  of  Sarcoidosis  and  IPF 

Several  classic  papers  have  appeared  in  the 
pulmonary  literature  over  the  last  four  years 
from  the  Pulmonary  Branch  of  the  National 
Heart,  Lung  and  Blood  Institute  under  the 
direction  of  Doctor  R.  G.  Crystal.3,4  This 
research  has  shown  in  a sequential  and 
stepwise  fashion  the  immunologic  characteris- 
tics of  alveolar  inflammation  (“alveolitis”)  and 
fibrosis,  plus  described  what  appear  to  be 
powerful  tools  in  the  assessment  of  the  activity 
of  this  alveolitis.  The  two  techniques  that  have 
been  studied  the  most  thoroughly  are  bron- 
choalveolar  lavage  (BAL)  and  gallium  scan- 
ning. BAL  is  performed  by  wedging  a fiber- 
optic bronchoscope  into  a segmental  bronchus 
and  using  normal  saline  as  a lavage  of  the 
alveolar  sacs.  The  fluid  is  then  analyzed  for  the 
cellular  components  with  these  returned  cells 
acting  as  a “window”  to  the  degree  of  disease 
activity  in  the  lung  parenchyma.  Gallium 
scanning  is  performed  by  injecting  gallium  into 
a patient  with  48  hour  counts  obtained  over 
the  lungs.  Gallium  is  concentrated  in  cells 
undergoing  active  division,  and  therefore 
would  indicate  the  degree  of  alveolitis  or 
inflammatory  reaction  in  the  alveolar  sacs. 

Basic  science  investigators  have  for  years 
been  frustrated  by  the  absence  of  activity  of 
the  peripheral  cell-mediated  immune  system 
in  sarcoidosis,  since  ordinarily  there  is  a 
general  activation  of  the  peripheral  cell- 
mediated  immune  system  in  other  granuloma- 
tous diseases.  Using  bronchoalveolar  lavage, 
the  NIH  investigators  appear  to  have  shown 
conclusively  that  this  immune  response  in 
sarcoidosis  appears  to  be  anatomically  lo- 
calized to  organs  affected  by  the  disease.  This 
can  be  quantified  by  cellular  analysis  of  the 
fluid  derived  from  bronchoalveolar  lavage  with 
the  finding  of  an  increased  lymphocyte  popu- 
lation, specifically  T lymphocytes  in  those 
patients  with  disease  in  the  inflammatory 
stage.  This  heightened  local  cellular  immune 
response  is  counter  to  the  depression  of  the 
peripheral  cellular  immunity  in  these  patients, 
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as  signified  by  anergy  to  a variety  of  skin  tests 
and  a decrease  in  the  number  of  circulating  T 
lymphocytes  (Table  1).  Sarcoidosis  could  then 
be  defined  as  the  presence  of  noncaseating 
epithelial  cell  granulomas  in  affected  organs 
associated  with  local  activation  of  the  cell- 
mediated  immune  system.  In  contrast,  normal 
patients  and  patients  with  IPF  show  no 
increase  in  lymphocytes. 

Those  patients  with  active  IPF  reveal  BAL 
fluid  characterized  by  an  increase  in  the 
percentage  of  neutrophils  when  compared  to 
normals  and  patients  with  sarcoidosis.  A useful 
stratification  then  evolves  from  these  cellular 
analyses.  The  alveolitis  of  IPF  is  characterized 
by  the  presence  of  large  numbers  of  neutro- 
phils with  normal  lymphocyte  populations, 
whereas  the  alveolitis  of  sarcoid  is  character- 
ized by  the  absence  of  neutrophils  and  the 
presence  of  large  numbers  of  T lymphocytes 
(Table  2).  It  should  be  stressed  that  with 
treatment,  the  presence  of  these  diagnostic 
cells  decreases  in  both  disorders.3 


Table  1 

BAL  -vs-  Blood  Effector  Cells3,4 


T cells 

Normals 

72% 

IPF 

70% 

Sarcoid 

88% 

BAL 

B cells 

10% 

10% 

5% 

T cells 

72% 

72% 

55% 

Blood 

B cells 

10% 

10% 

20% 

Table  2 

BAL  Cellular  Analysis3,4 

Normals 

IPF 

Sarcoid 

Neutrophils  2% 

18% 

2% 

Lymphocytes  10% 

10% 

58% 

Macrophages  90% 

68% 

42% 

Using  quantified  (as  opposed  to  qualitative) 
gallium  67  scanning,  a so-called  gallium  index 
has  been  developed  which  assesses  the  volume, 
intensity  and  texture  of  gallium  uptake  on 
posterior  scans  obtained  in  unprepped  pa- 
tients. Utilizing  this  index,  all  normal  subjects 
and  most  patients  with  a chronic  noninflam- 
matory process  will  have  an  index  less  than  50. 
When  correlated  with  lung  biopsy  results  and 
lavage  cellular  analysis,  the  index  is  greater 


than  50  in  patients  with  active  IPF  or 
sarcoidosis.4 

In  addition,  their  work  has  helped  to  unravel 
the  pathophysiologic  chain  of  events  that 
occurs  with  these  disorders.  The  initial  event, 
antigenic  stimulation,  which  to  date  has  not 
been  defined,  leads  to  an  “alveolitis”  or 
reversible  inflammatory  stage  and  from  there 
to  a fibrotic  or  irreversible  scarring  stage. 
Corticosteroids  would  be  helpful  at  the  alveoli- 
tis stage  to  reduce  the  inflammation  and 
prevent  the  scarring,  but  would  not  be 
expected  to  be  helpful  in  those  patients  who 
had  fibrosis  (low  alveolitis  scores),  as  judged 
by  BAL  and  gallium  scanning. 


Figure  1 


Algorithm  for  Diagnostic-Therapeutic  Approach 


Lung  Biopsy:  Interstitial  Fibrosis  or  Sarcoidosis 


Gallium  Scan  and  BAL  


Gallium  Index  <50 
IPF:  Neutrophils  <10% 

Sarcoid:  Lymphocytes  <15% 


Gallium  Index 
IPF:  Neutrophils 

Sarcoid:  Lymphocytes 


> 50 

> 15% 

> 25% 


No  Therapy 


Gallium  Index  < 50 


Steroid  Therapy^- 
6 weeks 

— Gallium  Scan 


Index 

Unimproved 


Re-evaluate  (see  text) 


Based  on  the  above  work,  we  have  adopted 
the  following  approach.  (Fig.  1)  It  should  be 
noted  that  this  schema  follows  a rather 
idealized  sequence  which  is  not  always  pos- 
sible but  can  be  modified  to  fit  the  clinical 
situation.  Forty-eight  hours  prior  to  admission, 
the  patient  is  injected  with  gallium  as  an 
outpatient  at  the  nearest  community  hospital 
with  a Radiology  Department.  On  the  morning 
of  admission  pulmonary  function  studies  and 
gallium  scanning  are  performed,  along  with 
routine  blood  studies.  A respiratory  stress  test 
is  performed  that  afternoon  to  more  accurately 
quantitate  the  physiologic  abnormalities  noted. 
The  following  morning  a BAL  is  performed 
using  the  technique  described  by  others.3  If  a 
lung  biopsy  has  not  previously  been  obtained. 
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a transbronchoseopic  lung  biopsy  is  performed 
after  the  lavage  procedure  is  completed  at  the 
same  setting.  This  completes  the  actual 
staging  process  unless  the  transbronchoseopic 
lung  biopsy  results  are  nondiagnostic,  as 
discussed  previously. 

Therapeutic  Approach  in  Sarcoidosis  and 
and  IPF 

Patients  with  evidence  of  active  alveolitis 
and  a positive  gallium  index  are  started  on 
therapy  with  adrenocorticosteroids.  In  patients 
with  sarcoid,  we  are  employing  a rather  unique 
approach  recently  reported  by  G.  W.  Hunning- 
hake  from  the  XIH.3  This  approach  involves 
weekly  intravenous  injection  of  30  mg/kg  of 
methylprednisolone  in  a single  intravenous 
dose,  once  per  week  for  six  weeks.  Theoretical- 
ly, an  identical  approach  could  be  used  in  IPF; 
but  in  the  absence  of  supporting  literature  at 
this  time,  we  still  use  the  more  classic  oral 
approach  of  Prednisone  40  to  50  mg.  per  day 
for  six  weeks. 

At  the  conclusion  of  the  six  week  treatment 
program,  a repeat  gallium  scan  is  performed 
and  compared  with  prior  results.  If  the  index  is 
persistently  elevated,  an  additional  six  week 
course  of  therapy  is  recommended.  If  an 
appreciable  decline  into  the  “normal  range”  is 
noted,  therapy  is  tapered  and/or  stopped 
altogether  depending  on  the  clinical  situation. 
In  general,  patients  with  IPF  will  require  some 
form  of  lifelong  treatment  with  corticosteroids, 
whereas  those  with  sarcoidosis  may  be  able  to 
discontinue  treatment  completely.  After  an 
additional  six  weeks  in  either  case,  a repeat 
BAL  is  performed  to  again  assess  the  degree  of 
alveolitis.  One  point  should  be  noted  with 
regard  to  patient  safety:  Gallium  67  does 
appear  to  accumulate  in  body  tissues  and  it  is 
not  felt  appropriate  to  use  the  scanning  for 
each  reassessment.  BAL,  if  properly  per- 
formed, is  ordinarily  well  tolerated  by  the 
patient  but  is,  nevertheless,  an  invasive  pro- 
cedure. For  this  reason,  we  alternate  the  two 
modalities. 

If  therapy  is  felt  to  be  successful,  the  patient 
is  followed  at  six  to  eight  week  intervals  for  a 
period  dictated  by  the  clinical  course.  Patients 
with  evidence  of  persistently  active  alveolitis 
are  retreated  with  a repetition  of  the  above 
sequence  or  treated  with  high  dose  oral 
Prednisone  until  parameters  indicate  that  the 
alveolitis  is  controlled. 


Case  Reports 

(A)  A 69  year  old  male  was  self-referred  for 
evaluation  of  progressive  shortness  of  breath 
for  two  years.  He  was  first  diagnosed  as  having 
interstitial  fibrosis  in  1979  by  open  lung 
biopsy.  Although  he  was  started  on  Predni- 
sone then,  he  discontinued  it  after  one  month 
because  of  side  effects  plus  the  fact  he  was 
relatively  asymptomatic.  He  was  unable  to 
walk  one  block  without  dyspnea. 

Physical  examination  demonstrated  severe 
clubbing  and  diffuse  bibasilar  rales.  Routine 
blood  work  showed  a high  sedimentation  rate, 
but  his  autoimmune  tests  and  other  laboratory 
information  were  not  helpful.  Chest  roentgeno- 
grams revealed  a diffuse  intersitial  infiltrate. 
His  pulmonary  function  studies  demonstrated 
severe  restriction  with  decreased  diffusing 
capacity  and  significant  oxygen  desaturation 
with  exercise  in  one  minute. 

Staging  w’as  compatible  with  active  inflam- 
mation with  a gallium  score  of  110;  BAL 
show’ed  53%  macrophages,  18%  neutrophils 
and  29%  lymphocytes.  He  was  treated  with  50 
mg.  Prednisone  daily  for  two  months  and 
repeat  BAL  showed  78%  macrophages,  9% 
neutrophils  and  13%  lymphocytes.  His  Pred- 
nisone has  been  tapered  to  20  mg.  daily  with 
plans  to  repeat  his  lavage  in  another  two 
months. 

(B)  A 34  year  old  male  wras  referred  for 
evaluation  of  an  abnormal  chest  x-ray  taken 
during  routine  examination. 

Physical  examination  demonstrated  basilar 
rales.  His  routine  laboratory  work  wras  non- 
diagnostic. Pulmonary  function  studies  showed 
moderate  restriction  and  his  exercise  study 
was  compatible  with  pulmonary  limitation  to 
exercise.  Endobronchial  biopsy  demonstrated 
noncaseating  granulomas  consistent  with  sar- 
coid. Initial  gallium  scan  revealed  a score  of 
143  and  his  BAL  showed  45%  lymphocytes 
with  an  absolute  T lymphocyte  count  of  40%, 
both  tests  compatible  with  active  alveolitis. 

He  has  undergone  six  weekly  injections  of 
methylprednisolone.  Repeat  lavage  demon- 
strated marked  improvement  with  23%  lym- 
phocytes (absolute  T lymphocyte  count  w’as 
15%)  His  chest  x-ray  and  pulmonary’  function 
tests  have  shown  no  change.  Currently  he  is 
being  maintained  on  20  mg.  of  Prednisone  on 
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alternate  days  with  plans  to  repeat  his  BAL  in 
three  months. 

Summary 

A systematized  approach  to  the  evaluation 
of  patients  with  diffuse  changes  on  chest 
roentgenograms  is  suggested  based  on  our 
experience  and  recent  reports  in  the  scientific 
literature.  Patients  with  congestive  heart  fail- 
ure and  chronic  aspiration  can  usually  be 
diagnosed  on  clinical  evidence.  Patients  with 
hypersensitivity  pneumonitis  may  or  may  not 
require  transbronchoscopic  lung  biopsy,  while 
patients  with  IPF  and  sarcoidosis  usually 
require  lung  tissue  to  accurately  make  a 
diagnosis.  The  degree  of  alveolitis  and  there- 
fore need  for  therapy  in  the  latter  two  groups 


can  be  assessed  using  gallium  scans  and 
bronchoalveolar  lavage.  Serial  followup  can  be 
achieved  using  objective  standards  heretofore 
not  available. 
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Accidental  Use  of  Superglue  in  the  Eye 


THE  hazards  of  mistaking  similarly 
packaged  ophthalmic  drugs 
have  been  previously  report- 
ed.12 Similar  confusion  with  a nonophthalmic 
compound  is  now  described. 

Case  Report: 

A 35-year-old  man  was  working  outdoors 
April  24,  1982,  when  his  eyes  began  to  itch.  He 
found  a bottle  of  what  he  believed  were  his 
wife’s  eyedrops  on  the  windowsill.  Immediately 
upon  placing  one  drop  into  his  right  eye,  he 
experienced  the  onset  of  severe  pain  in  the  eye 
and  an  inability  to  open  his  eyelids.  Inspection 
of  the  bottle  revealed  that  he  had  mistakenly 
instilled  Superglue  into  the  eye. 

He  was  taken  to  the  local  emergency  room 
where  the  examining  physician  was  unable  to 
visualize  the  cornea  because  of  the  firm  lid 
adhesion  present. 

He  was  seen  at  the  St.  Elizabeth  Community 
Health  Center  emergency  room  approximatley 
three  hours  after  his  initial  injury.  His  right  lids 
and  lashes  were  firmly  bonded  together  by  the 
adhesive.  Under  magnification,  surgical  scis- 
sors were  used  to  carefully  separate  his  lids 
and  remove  all  lashes. 

As  soon  as  the  lids  separated,  a gush  of  tears 
and  debris  which  had  been  trapped  behind  the 
lids  exited.  A large  central  corneal  abrasion 
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was  then  noted.  A clump  of  dehisced  corneal 
epithelium  and  superglue  was  present  in  the 
inferior  conjunctival  fornix. 

Pressure  patching,  topical  antibiotics,  and 
cycloplegic  drops  healed  the  abrasion,  though 
the  patient  continued  to  be  quite  uncom- 
fortable for  the  next  72  hours. 

When  last  seen  May  6,  1982,  the  patient 
again  had  20/20  corrected  vision  acuity  and  his 
cornea  was  completely  clear. 

Discussion: 

Superglue  is  a commonly  used  adhesive 
compound  which  is  found  in  many  households. 
Various  nonprescription  eyedrops  are  pack- 
aged in  similarly  sized  and  shaped  bottles 
which  can  potentially  be  confused  with  Super- 
glue. (Fig.  1) 

As  physicians  we  should  be  aware  of 
potential  environmental  hazards  to  our  pa- 
tients, and  if  we  do  occasionally  recommend 
eyedrops  which  can  be  purchased  over  the 
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Various  nonprescription  eyedrops  with  Superglue 
bottle  on  the  right. 


counter,  we  should  emphasize  that  the  proper 
place  for  these  drops  is  the  medicine  cabinet. 

It  is  also  our  responsibility  to  alert  the 
manufacturers  of  this  possible  confusion  with 
their  product  so  that  a simple  change  in 
packaging  (i.e.  using  a red  label)  may  be 
considered  to  prevent  further  accidents  of  this 
type. 
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Malignant  Degeneration  in  a 
Presacral  Squamous  Cyst 


A WIDE  variety  of  masses,  some 
benign  and  some  malignant, 
arise  in  the  presacral  space. 
Their  diagnosis  and  treatment  is  often  difficult 
because  among  other  things,  the  incidence  is 
very  low.  There  is  also  the  potential  for 
malignant  transformation,  even  in  the  tumors 
generally  regarded  as  benign.  Little  attention 
has  previously  been  given  to  this  complication. 
In  a Mayo  clinic  study  of  20,851  sigmoido- 
scopies, only  3 presacral  tumors  were  recog- 
nized, and  only  one  in  40,000  admissions 
resulted  in  this  diagnosis.1  In  the  case  described 
below  a large  cyst,  which  was  repeatedly 
demonstrated  to  be  histologically  benign, 
followed  a virulent  clinical  course  and  was 
eventually  determined  malignant. 

Case  Report 

A 55  year  old  woman  presented  in  April 
1976  with  a two  month  history  of  pain  and  a 
mass  in  the  left  perirectal  area.  It  had  increased 
in  size  and  degree  of  tenderness.  The  patient 
denied  bowel  and  bladder  symptoms.  She  was 
gravida  5,  para  5,  all  uncomplicated  vaginal 
deliveries.  Vital  signs  were  within  normal 
range.  Physical  exam  revealed  no  other  ab- 
normality with  the  exception  of  a smooth,  firm, 
warm,  slightly  tender  mass  located  in  the  left 
perineal  region  measuring  approximately  6 cm 
by  3 cm. 
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A complete  blood  count  with  differential, 
urinalysis,  and  an  18  test  chemistry  profile 
were  all  within  normal  limits.  Proctoscopy  was 
normal  to  20  cm.  A barium  enema  was 
performed  and  found  to  be  normal  with  the 
exception  of  inversion  of  the  cecum  beneath 
the  liver  edge. 

The  mass  was  initially  felt  to  be  an  abscess. 
Incision  with  drainage  was  attempted.  At 
operation,  the  mass  was  not  typical  of  an 
abscess.  A frozen  section  was  reported  as  a 
squamous  epithelial  inclusion  cyst.  The  area 
was  packed  to  be  excised  at  a later  date.  Gram 
stain  and  culture  were  negative. 

*For  reprints  write:  Garnet  J.  Blatchford,  5017  Underwood  Ave.  #9, 
Omaha.  NE  68152 
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In  May  1976,  the  patient  was  readmitted  for 
excision.  The  cyst  now  measured  3 cm  in 
diameter  and  was  draining  white  purulent 
material.  Physical  exam  was  unchanged  with 
the  exception  of  a palpable  mass  in  the  mid 
superior  aspect  of  the  left  breast.  The  patient 
subsequently  was  found  to  have  a medullary 
carcinoma  and  underwent  left  radical  mastec- 
tomy. There  were  no  positive  lymph  nodes. 
She  also  underwent  excision  and  drainage  of 
the  perirectal  cyst.  The  pathological  interpre- 
tation was  a chronically  inflamed  squamous 
epithelial  cyst.  She  was  treated  with  antibiotics 
and  discharged.  One  month  later  she  began 
experiencing  episodes  of  fever  and  chills  and 
was  treated  on  an  outpatient  basis. 

In  January  1977  she  was  readmitted  with  a 
recurrent  lesion  of  the  perineum  now  felt  to  be 
a presacral  dermoid  cyst.  A wide  excision  of 
the  cyst  and  sinus  tract  with  coccygectomy  was 
performed.  The  depth  and  extent  of  the  sinus 
tract,  together  with  the  extensive  inflammation 
and  previous  biopsies,  suggested  that  this  was 
a dermal  sinus  of  the  presacral  area  extending 
into  the  gluteal  region,  rather  than  a true 
epithelial  inclusion  cyst.  Reexcision  and  drain- 
age of  this  area  was  also  performed  in  March 
and  August  of  1977. 

In  September  1977,  the  patient  experienced 
acute  cholecystitis  with  jaundice,  anorexia, 
fever  and  epigastric  pain;  subsequently  she 
underwent  a cholecystectomy  and  choledo- 
chostomy.  At  this  time  proctoscopy  was 
normal  to  25  cm.  Barium  enema  showed  no 
evidence  of  fistulous  tracts.  Laboratory  studies 
remained  normal. 

In  June  1978,  the  patient  again  underwent 
excision  of  this  recurrent  cyst  and  sinus  tract 
along  with  portions  of  the  sacrum  and  ischium. 
The  pathological  interpretation  was  pseudo- 
epitheliomatous  hyperplasia  with  moderate 
atypia. 

The  patient  was  readmitted  in  November 
1979  with  a recurrance  in  the  left  pelvis  and  a 
vesicovaginal  fistula.  Celiotomy  was  per- 
formed with  exploration  and  closure  of  the 
vesicovaginal  fistula  and  a vesicoperineal 
fistula.  Multiple  pelvic  biopsies  with  frozen 
section  were  obtained.  No  intraabdominal 
involvement  was  apparent.  However,  there  was 
gross  evidence  of  direct  bladder  involvement 
with  granular  neoplastic  tissue  arising  from  the 


left  obturator  area  and  extending  into  the 
retropubic  space  with  invasion  of  the  posterior 
aspect  of  the  pubis.  The  pathological  inter- 
pretation suggested  the  possibility  of  malig- 
nancy. These  specimens  contained  well  dif- 
ferentiated squamous  epithelium  with  mod- 
erate atypia,  but  the  history  of  multiple 
recurrances  and  the  location  of  the  tumor  was 
very  suspicious.  A consultant  pathologist  felt 
that  the  specimen  represented  a low  grade 
squamous  cell  carcinoma,  possibly  represent- 
ing a malignant  degeneration  in  a presacral 
dermoid  cyst  or  in  a congenital  sinus. 

The  patient  underwent  a course  of  radiation 
and  chemotherapy.  In  October  1980  the 
vesicovaginal  fistula  recurred,  making  a supra- 
vesicle  urinary  conduit  necessary.  She  sub- 
sequently underwent  total  cystectomy,  resec- 
tion of  the  pubis  and  ischium,  anterior 
exenteration,  and  formation  of  an  ilealconduit. 
Residual  tumor  was  found  in  the  left  ischium. 
Additional  radiation  therapy  was  planned.  The 
specimens  showed  that  the  squamous  cell 
carcinoma  was  less  well  differentiated  than  in 
previous  biopsies.  Sections  from  the  left 
lateral  vaginal  wall  showed  marked  atypia  of 
the  vaginal  mucosa.  In  some  areas  this 
appeared  to  show  superficial  infiltration  re- 
sembling invasive  carcinoma.  This  raised  the 
possibility  of  a second  primary  squamous  cell 
carcinoma  arising  in  the  vaginal  mucosa. 

The  carcinoma  of  the  perineal  area  recurred 
and  underwent  necrosis  during  the  radiation 
therapy,  complicated  by  massive  bleeding 
from  the  perineal  wound.  The  patient  died  in 
August  1981  from  inanition  and  exsanquina- 
tion. 

Discussion 

I.  Classification 

Many  classifications  of  presacral  masses 
have  been  proposed.  The  most  widely  ac- 
cepted classification  seems  to  be  that  of 
Lovelady  and  Dockerty2  who  divided  them  into 
four  groups: 

I.  Congenital  anomalies 

A.  Dermoid 

B.  Teratoma 

C.  Meningocele 

D.  Pelvic  kidney 

E.  Hamartoma 
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II.  Bone  tumors 

A.  Chordoma 

B.  Osteochondroma 

C.  Sarcoma 

D.  Giant  cell  tumor 

E.  Myeloma 

III.  Neurogenic  tumors 

A.  Neurofibroma 

B.  Ependymoma 

IV.  Miscellaneous  tumors 

A.  Metastasis 

B.  Fibrosarcoma 

C.  Haemangio-endothelioma 

D.  Lipoma 

Sixty-four  cases  of  presacral  masses  were 
reported  from  the  Mayo  clinic  in  which 
histologic  diagnosis  was  available.  These  tu- 
mors were  divided  into  three  almost  equal 
parts:  one-third  were  frankly  malignant  neo- 
plasms, one-third  were  neoplasms  of  doubtful 
benignity  or  those  with  a high  risk  of  malignant 
transformation,  and  the  remainder  comprised 
dermoid  cysts,  sacral  meningoceles,  and  neo- 
plasms which  were  benign,  but  which  by  virtue 
of  their  situation  often  caused  symptoms.3 

II.  Clinical  Diagnosis 

Neoplasms  in  this  area  cause  a variety  of 
symptoms,  usually  related  to  pressure  on 
adjacent  structures.  Fifteen  percent  of  these 
lesions  are  asymptomatic  and  found  only  on 
digital  examination  or  proctoscopy.  Presacral 
cysts  may  become  infected  and  present  with 
fistulous  tracts.  Up  to  60%  of  dermoid  cysts 
may  present  as  infected  sinuses  or  abscesses. 
In  some  cases,  a diagnosis  of  dermoid  cyst 
remains  unsuspected  until  the  patient  has 
undergone  several  operations  for  recurrent 
pararectal  suppuration.3-4  These  cysts  often 
project  externally,  but  clearly  originate  from 
the  presacral  tissues.  Plain  films  of  the 
abdomen  and  pelvis  may  show  a soft  tissue 
mass  with  or  without  calcification.  Barium 
enema  most  often  shows  deviation  of  the 
rectum  anteriorly  and  often  laterally  by  an 
extrinsic  mass.  These  findings  are  usually 
confirmed  by  sigmoidoscopy. 

III.  Pathological  Diagnosis 

The  histologic  structure  of  sebaceous,  epi- 
dermoid and  dermoid  cysts  are  difficult  to 
differentiate;  furthermore,  there  is  a lack  of 
uniformity  among  pathologists  as  to  the  exact 


characteristics  of  these  tumors.  Inclusion 
dermoids  and  epidermoids  are  simple  cysts 
which  develop  along  lines  of  embryonic  fusion. 
These  cysts  are  formed  by  nests  of  displaced 
ectoderm.  They  contain  a stratified  squamous 
epithelial  lining  and  may  contain  any  or  all  of 
the  secondary  skin  appendages.  Epidermoids 
are  similar  to  inclusion  dermoids  with  the 
exception  that  they  contain  none  of  the  dermal 
structures.5  These  two  groups  are  often  clas- 
sified together.  Sebaceous  and  epithelial  cysts 
are  lined  with  stratified  squamous  epithelium 
and  are  reported  to  have  an  incidence  of 
malignant  degeneration  of  approximatley 
2. 2%. 6 Inclusion  dermoid  cysts  should  not  be 
confused  with  dermoid  cysts  of  the  teratoma 
variety.  Teratoma  dermoids  contain  all  three 
germ  layers.4  An  ovarian  dermoid  is  considered 
a benign  cystic  teratoma.  This  ambiguous 
nomenclature  has  caused  a great  deal  of 
unfortunate  confusion.  Sacrococcygeal  tera- 
tomas occur  commonly  in  infancy  and  early 
childhood,  but  are  rare  in  adults.7 

Dermoid  cysts  are  considered  benign  tumors. 
Secondary  malignant  degeneration  has  been 
reported  in  1%.  This  figure  includes  ovarian 
dermoids  which  accounted  for  approximately 
70%  of  all  the  dermoid  cysts.8  Due  to  the 
teratomatous  nature  of  ovarian  dermoids, 
malignant  degeneration  in  these  dermoids 
alone  has  been  reported  to  range  from  1.6-8%. 
No  incidence  of  malignant  degeneration  in 
inclusion  dermoids  alone  was  found  in  the 
literature. 

One  case  reported  by  McColl  is  significant 
in  that  the  patient  had  a discharge  of  pus  from 
the  rectum  beginning  at  the  age  of  6 months, 
which  originated  in  an  infected  presacral 
dermoid  cyst.  After  forty  years  she  developed 
a squamous  cell  carcinoma  in  this  dermoid  cyst 
and  an  abdominoperineal  excision  of  the 
rectum  was  performed.2  Our  case  is  unusual 
due  to  the  repeated  absence  of  cytologic 
evidence  of  malignancy  throughout  the  majori- 
ty of  the  patient’s  course.  The  presenting 
symptoms,  surgical  evidence,  and  pathologic 
findings  are  consistent  with  the  diagnosis  of 
inclusion  dermoid  cyst,  and  we  feel  this  case 
represents  malignant  degeneration  in  such  a 
cyst. 

IV.  Treatment 

The  treatment  of  epithelial  cysts  varies 
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according  to  their  type,  location,  and  size. 
There  are  several  general  principles  which 
need  to  be  observed.  As  a rule,  a cyst  should 
not  be  excised  when  showing  signs  of  inflam- 
mation, but  may  be  incised  to  promote  a rapid 
decrease  in  inflammation.  In  the  absence  of 
inflammation  any  cyst  that  shows  growth  or 
ulceration  should  be  regarded  as  malignant 
and  excised  widely.10  Simple  enucleation  of  a 
recurrent  cyst  should  not  be  done.6  It  is 
important  to  realize  when  dealing  with  der- 
moid cysts  that  cord-like  extensions  from  the 
cyst  may  be  present.  These  must  also  be 
dissected  completely  for  a cure.  Blunt  dis- 
section of  a dermoid  is  often  impossible  due  to 
their  propensity  to  be  fixed  to  surrounding 
tissues. 

It  is  extremely  important  that  all  specimens 
be  subjected  to  careful  microscopic  examina- 
tion to  determine  if  a malignancy  is  present. 
When  a cyst  is  found  to  be  malignant,  the 
important  factors  that  determine  the  ultimate 
prognosis  are  rupture,  adherence  to  adjacent 
organs,  and  distant  metastases.9 

Summary 

A case  is  reported  in  which  a cyst  arising  in 
the  presacral  space  was  shown  to  undergo 


secondary  malignant  degeneration  in  the  form 
of  a well  differentiated  squamous  cell  car- 
cinoma. The  classification,  diagnosis,  path- 
ology and  treatment  of  presacral  masses  are 
reviewed.  Constant  consideration  must  be 
given  to  all  cysts  since  even  the  masses 
generally  held  to  be  benign  may  contain  an 
occult  neoplasm. 
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SPECIAL  ARTICLE 


The  Physician: 

Provider,  Producer,  or  Professional? 


IN  1954,  Herryman  Maurer  wrote 
in  Fortune  Magazine,  “M.D.’s 
are  off  their  pedestal”.  Since 
then,  through  publications  and  by  legal  and 
legislative  actions,  many  individual  groups 
have  been  variously  lamenting  or  celebrating 
this  fall.  A reassessment  of  the  physicians’ 
professional  status  is  taking  place.  The  altered 
status  is  already  reflected  in  our  language.  The 
physician  is  seen  as  a “provider”  and  the 
patient  as  a “consumer”.  In  a recent  article  in 
the  New  England  Journal  of  Medicine  deplor- 
ing the  changing  terms  applied  to  the  phy- 
sician/patient relationship. 

Rashi  Fein  1 said  “whenever  a physician  or 
nurse  is  called  a ‘provider’  or  whenever  a 
patient  is  called  a ‘consumer’,  one  more  angel 
dies”.  Referring  to  expressions  such  as  “loss  of 
revenue”,  “bottom  line”,  “marketing  com- 
mittees”, “sales”  and  “customers”,  and  the 
increasing  adoption  by  doctors  of  the  attitudes 
and  methodology  of  economics,  he  said,  ‘’the 
angels  are  dying,  and  fewer  and  fewer  of  us 
notice  or  care”. 

There  are  five  factors  which  I would  suggest 
have  been  significant  in  promoting  this  change. 

First,  physicians  have  become  more  scien- 
tists than  healers.  Clinical  medicine  is  based 
on  clinical  science  which  is  the  application  of 
the  scientific  method  to  the  study  of  disease  as 
it  occurs  in  man,  aided  by  the  basic  sciences  of 
physiology,  biochemistry,  anatomy,  etc.  It  is 
less  the  study  of  man  than  it  is  the  study  of 
disease.  Inevitably,  the  scientist  restricts  his 
observation  into  an  ever  narrowing  focus 
which,  in  turn,  results  in  an  ever  greater 
specialization. 

The  emergence  of  internal  medicine  reflects 
another  aspect  of  the  loss  of  interest  in  the 
patient  as  a person.  Dr.  William  Bean  noted 
recently  that  internal  medicine,  in  a sense,  was 
the  practicing  physicians’  answer  to  the 
dominance  in  medicine  by  the  pathologists 
headed  by  great  figures  such  as  Virchow  in 
Germany.  “Innere  medizine”  emphasized  the 
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study  of  body  fluids  and  the  internist  meas- 
ured changes  in  these  fluids.  His  “stock  and 
trade”  is  the  complete  blood  count,  the 
measurement  of  body  electrolytes,  the  study  of 
urine,  the  extracellular  fluid,  and  the  CSF.  In 
many  cases,  alterations  in  body  fluids  and 
interpretations  of  alterations  correlate  poorly 
with  the  symptoms  and  discomfort  complained 
of  by  the  patient,  who  is  less  than  satisfied  with 
a scientific  explanation  of  changes  in  body 
fluids  if  the  basic  disease  remains  unhelped. 
Because  of  his  adoption  of  the  scientific 
method,  which  necessarily  deals  with  cate- 
gories, groups  and  norms,  the  physician  bases 
his  practice  on  a pallid  utilitarianism,  which 
may  be  unhelpful  in  dealing  with  the  intense 
and  acute  problems  of  individuals.  The  phy- 
sician himself  is  one  casualty  of  the  dichotomy 
so  created.  He  is  torn  between  his  professed 
dedication  to  the  scientific  method  as  the  basis 
of  his  interventions,  and  the  embarrassment  he 
often  feels  because  of  his  ineffectiveness  as  a 
healer. 

The  second  factor  in  the  decline  of  the 
prestige  and  status  of  the  physician  derives 
directly  from  the  first.  The  modern  physician 
deals  in  a spectrum  of  “health”  and  “disease”. 
The  majority  of  individuals  are  believed  to  be 
“healthy”  in  the  sense  that  they  have  no  known 
pathology  and  no  recognizable  disorders  of 
function  in  the  body  tissues.  Other  individuals, 
to  some  extent,  are  “diseased”  in  the  sense 
that  they  have  a recognizable  or  measurable 
abnormality  of  the  function  or  structure  of  the 
body. 

The  patient,  on  the  other  hand,  perceives 
sensations  of  wellness  or  illness  which  often 
cannot  be  defined  or  measured.  A person  may 
have  a great  deal  of  “pathology”  and  yet  feel 
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remarkably  well.  For  example,  he  may  have 
severe  vascular  disease  but  have  no  symptoms 
and  feel  fine.  In  contrast,  a person  may  have 
“disease”  removed  and  yet  continue  to  feel 
unwell.  He  may,  for  example,  have  had  a peptic 
ulcer  “cured”  by  appropriate  therapy  but 
remain  “unwell”.  Clinicians  are  frequently 
aware  of  the  frustrating  lack  of  relationship  of 
symptoms  to  defined  disease  states.  For  a 
patient,  the  illness/wellness  spectrum  is  more 
important  than  the  health/disease  spectrum. 
Because  the  patient  is  unable  to  find  relief  for 
what  troubles  him  in  his  wellness/illness 
spectrum,  he  is  increasingly  leaving  the  health/ 
disease-oriented  physician  to  seek  help  from 
individuals  more  oriented  to  the  wellness/ 
illness  spectrum.  Hence  the  mushrooming  of 
healing  cults,  nature  medicine,  and  the  de- 
fections of  patients  to  self-care  programs, 
catered  for  by  the  many  publications  in 
bookstores. 

The  third  problem  facing  modern  medicine 
is  the  unreal  expectation  of  patients.  TV 
paragons  such  as  Dr.  Kildare  and  Marcus 
Welby  have  reinforced  the  expectation  of  the 
unattainable.  Moreover,  entertainment  phy- 
sicians are  always  less  than  real,  humorless, 
intense  and  unduly  sensitive.  Admittedly,  it  is 
a better  image  than  that  of  the  19th  century 
physician  who  was  usually  seen  as  shifty, 
incompetent  and  greedy.  More  seriously,  the 
expectations  of  the  public  have  been  par- 
ticularly disappointed  in  those  areas  where 
there  has  been  greatest  hope.  The  application 
of  the  basic  sciences  of  physiology,  bio- 
chemistry, and  microbiology  to  physical  illness 
resulted  in  enormous  gains,  with  the  elimina- 
tion of  many  infections,  decrease  in  childhood 
mortality,  and  the  control  of  many  deficiency 
diseases  of  adult  life.  There  was  hope, 
therefore,  that  ills  with  other  causes  could  be 
similarly  conquered.  Physicians  were  expected 
to  treat  social  disorders  such  as  alcoholism, 
delinquency,  homosexuality,  child  abuse,  and 
become  wise  counselors  in  family  planning, 
abortion  and  the  design  of  cities.  However, 
behavioral  sciences  and  social  sciences  do  not 
have  the  same  scientific  basis  in  fundamental 
observations,  nor  are  their  observations  as 
amenable  to  the  rigorous  application  of  the 
scientific  method  as  the  basic  medical 
sciences.  They  have  failed  to  provide  firm 
guidance  or  direction  for  the  control  of  social 
abuses.  Physicians  have  little  expertise  but 


great  expectations  in  these  areas;  they  have 
been  forced  into  attempting  to  furnish  comfort, 
happiness  and  well-behaved  children  as  well  as 
health.  Their  failures  in  this  area  are  obvious 
and  embarrassing. 

One  of  the  more  serious  causes  of  the  loss  of 
respect  for  the  profession  is  its  failure  to 
exercise  self-discipline.  Medical  politics  and 
medical  etiquette  have  been  much  more 
concerned  with  fiscal  matters  than  with  the 
maintenance  of  professional  standards.  Since 
the  Supreme  Court  decision  of  1943  regarding 
restraint  of  trade  in  medicine,  the  profession 
has  been  increasingly  regarded  as  more  con- 
cerned with  internal  regulation  of  its  fee 
structure  than  the  quality  of  its  practice.  There 
has  been  undue  concentration  on  one  par- 
ticular form  of  remuneration:  fee  for  service. 
There  has  been  resistance  to  alternative  forms 
of  practice,  sometimes  strident  and  even 
dishonest,  on  the  part  of  organized  medicine. 
The  physician  has  come  to  be  seen  as  a small 
businessman  more  interested  in  money  than  in 
his  patients.  This  strikes  at  the  core  of  prof- 
fessionalism,  which  is  pride  in  service  rather 
than  interest  in  profit. 

Behind  the  idea  of  professionalism  lies  the 
sense  of  discipline  and  responsibility.  The 
word  “professional”  derives  from  the  activities 
of  monks  in  the  middle  ages  who  were  not 
ordained  to  conduct  services  or  administer  the 
sacraments.  These  monks  “professed”  skills 
including  law  and  medicine;  since  that  time 
“professional”  has  implied  the  idea  of  com- 
mitment of  service  and,  above  all,  loyalty  to  the 
patient  or  client  who  puts  his  faith  in  special 
training  or  standards.  Because  of  this  special 
trust,  the  professional  has  been  given  a special 
social  status.  Physicians,  to  an  extent,  have 
betrayed  this  trust  and  now  their  social  status 
is  being  eroded.  As  a result,  medicine  in  the 
United  States  is  becoming  one  of  the  most 
regulated  professions  in  the  world,  as  evi- 
denced by  the  existence  of  PSRO’s,  medical 
audit  committees,  restrictions  in  prescribing, 
lay  representation  of  consumers  on  oversight 
committees,  civil  actions  against  physicians, 
and  attempts  to  “liberalize  the  trade”  of 
medicine. 

The  fifth  and  final  area  which  has  resulted  in 
the  change  of  professional  status  is  related  to 
the  change  in  relationship  between  physicians 
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and  hospitals.  Hospitals  in  the  Western  World 
had  their  origin  in  the  alms  houses  where  care 
was  dispensed  to  the  poor.  Secularization  of 
hospitals  occurred  in  later  centuries.  In  the 
United  States,  boards  of  trustees  established 
hospitals,  for  the  most  part  in  the  19th  century, 
primarily  as  a public  health  measure  to  take 
care  of  the  poor  and  prevent  the  spread  of 
disease.  Paying  patients  and  individuals  with 
means  were  treated  at  home.  By  1873,  there 
were  only  173  hospitals  in  the  whole  of  the 
United  States,  a number  which  increased  to 
somewhere  over  4000  by  1907.  Such  features 
of  hospital  life  as  keeping  clinical  records, 
maintaining  a lab,  and  having  staff  conferences 
are  creations  of  the  20th  century.  As  recently 
as  1918,  of  692  hospitals  surveyed  by  the 
American  College  of  Surgeons,  only  13%  met 
the  very  minimum  requirements. 

The  creation  and  development  of  health 
insurance  in  the  first  half  of  this  century 
resulted  in  an  enormous  expansion  of  hospital 
practice.  Until  recently,  health  insurance  has 
administered  for  profit,  flow-through  monies 
so  that  rapidly  increasing  hospital  costs  are 
funded  by  the  ever  increasing  premiums 
imposed  by  insurers.  Added  to  this,  the  great 
majority  of  health  insurance  is  carried  by 
corporate  plans,  so  that  there  has  been  no 
incentive  for  the  hospital,  the  insurance 
intermediary  or  the  insured  to  reduce  costs. 
Given  relatively  unrestrained  revenues,  the 
hospital  industry  has  become  one  of  the 
greatest  in  the  country;  health  care  in  the  U.S. 
is  far  and  away  the  most  expensive  in  the 
world.  Hospitals,  whether  for  profit  or  not  for 
profit,  are  now  essentially  business  operations 
providing  a commodity  to  the  community. 
While  professional  ideals  are  still  acknowl- 
edged to  a greater  or  lesser  extent  in  many 
hospitals  and  hospital  boards,  it  can  no  longer 
be  denied  that  the  commercial  aspect  of  the 
hospital  business  is  often  paramount,  and  the 
influence  of  medical  staffs  correspondingly 
lessened.  The  medical  staff  in  most  hospitals, 
outside  of  teaching  hospitals,  has  lost  authority 
in  administration;  the  chairman  of  the  medical 
staff  has  drifted  into  a titular  role.  The  stage  is 
now  set  where  many  physicians  see  the 
commercial  interest  of  hospitals  at  variance 
with  their  professional  commitment..  There 
may  be  a clasti  between  the  commitments  to 
the  needs  of  the  patient  and  the  cost 
effectiveness  in  commercial  terms  of  medical 


interventions.  Frequently,  the  economic  and 
commercial  concerns  of  a hospital  dictate 
emphasis  on  areas  of  practice,  especially  those 
of  high  technology  which  are  not  necessarily  in 
the  best  interest  of  overall  health  care. 
Physicians  may  have  to  reassess  their  rela- 
tionship to  this  commercial  machine  and 
consider  whether  professional  standards  can 
continue  to  be  upheld  in  an  arena  where  the 
tradition  is  more  that  of  the  tradesman. 

What  then  is  to  be  done?  There  is  no  magic 
formula  which  will  reverse  the  decline  and  fall 
of  quality  medical  practice.  Responsibilities  lie 
with  medical  educators,  with  hospital  ad- 
ministrators, but  most  of  all  with  individual 
practicing  physicians  who  must  reassess  their 
priorities  and  their  loyalty  to  the  traditions  of 
an  old  and  honorable  profession.  The  best 
advice  to  patients  may  not  be  that  which  will 
provide  the  greatest  economic  return  either  to 
the  physician  or  the  hospital  which  he  attends. 
Physicians  need  to  think  in  terms  of  the 
wellness/illness  spectrum  without  rejecting  the 
great  benefits  gained  by  the  health/disease 
approach.  In  those  areas  where  training  in  the 
basic  medical  sciences  or  aspects  of  the 
behavioral  sciences  is  not  adequate  to  give  the 
physician  the  background  expertise  needed,  he 
must  humbly  accept  the  limitations  of  his 
knowledge  and  correspondingly  decrease  his 
interventions.  Physicians  need  collectively  to 
increase  the  self-discipline  and  self-regulation 
so  fundamental  to  professional  practice.  Col- 
leges of  medicine  have  to  review  the  nature  of 
medical  training  which  is  being  provided. 
While  retaining  all  that  is  good  and  necessary 
in  the  basic  and  the  clinical  sciences,  they  need 
to  add  training  in  areas  which  are  under- 
subscribed.  These  include  preventive  medi- 
cine (wellness  medicine),  the  care  of  the 
individual  with  chronic  non-life  threatening 
illness,  and  a professional  approach  to  the 
economics  of  medicine. 

The  alternative  is  for  the  professional  to  be 
reduced  to  a producer.  In  the  Russian  model, 
in  a closely  controlled,  rigid  form  of  practice, 
the  physician  intervenes  according  to  a clearly 
defined  protocol.  His  status  is  little  different  in 
health  care  than  is  that  of  a worker  on  an 
automobile  production  line.  In  such  a situation, 
everyone  loses.  This  is  increasingly  and  sadly 
clear,  as  evidenced  by  the  deterioration  of  all 
indices  of  health  in  the  Soviet  Union.  The 
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United  States  needs  a “profession”  not  a Reference 

group  Of  regulated  “providers”  or  “producers”.  I.  Fein,  R.:  What  is  Wrong  With  the  Language  of 
The  time  is  late  but  hopefully  not  too  late  to  Medicine.  New  Eng.  J.  Med.  306:863,  1982. 
reassert  the  highest  professional  values.  There 
are  still  some  “angels”  alive. 


BRIEF  COMMUNICATION 

Idealism  and  Medical  School 


THAT  medical  students  lose  their 
sense  of  idealism,  compassion, 
and  other  desirable  traits  dur- 
ing their  course  in  medical  school  has  been 
stated  often  in  recent  years.  A survey  of  150 
medical  students  at  all  four  years  of  training  at 
the  University  of  Nebraska  College  of  Medi- 
cine (prepared  to  examine  their  interests  in 
various  medical  specialties,  particularly  with 
respect  to  choosing  a career)  produced  results 


Medical  Students’  Concerns  in  Choosing  a Specialty: 
Income  Potential  and  Service  to  Mankind  Related  to 
Year  in  Training 


Lines  represent  linear  regressions  of  raw  data  (r  = .8262 
for  “Income”,  r = —.9889  for  “Mankind”). 


VINCENT  L.  HOELLERICH 
Fourth  Year  Medical  Student 
University  of  Nebraska 
Medical  Center 


that  indicate  that  students’  values  indeed  may 
change  while  in  medical  school.  We  found  that 
the  more  advanced  students  showed  greater 
interest  in  the  income  earned  in  a specialty  and 
less  interest  in  “how  the  specialty  best  serves 
mankind”  (Figure  1).  Interest  in  income 
steadily  increased  with  the  year  in  school, 
while  service  to  mankind  dropped  significantly, 
from  over  80%  (first  year)  to  45%  (fourth  year). 

The  study  surveyed  a cross  section  of 
classes.  Therefore,  the  results  may  represent 
actual  differences  among  the  classes.  None- 
theless, the  pattern  is  disturbing:  it  suggests  a 
decline  in  the  idealism  of  freshmen  students  as 
they  progress  through  an  M.D.  program. 
Medical  training  may  indeed  “disillusion  and 
render  cynical  even  some  quite  decent  stu- 
dents.”1 Perhaps  the  interest  in  income  at  the 
expense  of  compassion  and  idealism  is  another 
key  issue  in  the  “crisis  of  humane  medicine.” 
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PERINATAL  PAGE 


Perinatal  Asphyxia  and 
Multiple  Organ  Defects 


When  confronted  with  a newborn  who  has 
suffered  perinatal  asphyxia,  most  of  us  focus 
on  the  central  nervous  system  insult.  Less  well 
recognized  is  the  multi-organ  dysfunction 
which  may  result.  Sexson  and  colleagues, 
reviewing  2 years  experience,  noted  that  of  38 
term  patients  with  apgar  scores  at  5 minutes  of 
5 or  less,  the  frequency  of  organ  involvement 
was  as  follows:  pulmonary  39 %,  cardiovascular 
24%;  CNS  24%;  GI  20%;  and  renal  15%, 

Pulmonary  dysfunction  can  usually  be  di- 
vided into  findings  associated  with  alveolar 
(meconium  aspiration,  “Adult"  type  surfactant 
deficiency)  and  interstitial  (pulmonary  edema) 
dysfunction,  or  associated  with  an  increase  in 
pulmonary  vascular  resistance.  The  latter 
category,  generally  referred  to  as  persistent 
fetal  circulation,  may  occur  as  an  isolated 
finding  or  in  association  with  other  pathology. 
It  represents  a major  source  of  morbidity  and 
mortality  in  term  infants  in  most  neonatal 
intensive  care  units. 

Cardiovascular  consequences  of  asphyxia 
have  drawn  increased  attention  in  the  last 
decade.-  The  syndrome  of  transient  tricuspid 
valve  insufficiency  and  myocardial  failure  is 
now  well  described,  as  is  the  pathologic 
findings  of  myocardial  infarcts  in  infants  post 
asphyxia.  Both  systemic  hypertension  and 
hypotension  can  be  seen;  appropriate  recogni- 
tion and  therapy  can  be  life  saving. 

Hepatic  involvement  is  occasionally  seen 
with  marked  elevation  in  liver  enzymes; 


Editor:  Dr.  Robt.  Goodlin 
Author:  Dr.  R.  Nelson 

Neonatologist,  UNMC 

perhaps  abnormalities  in  coagulation  states  in 
these  infants  is  due  to  this. 

The  GI  tract  itself  seems  to  function  poorly 
in  the  first  few  days  post-asphyxia.  It  is  a 
common  finding  that  the  infants  have  in- 
creased gastric  retention  and  evidence  of 
carbohydrate  intolerance. 

Renal  problems  associated  with  asphyxia 
include  oliguric  states,  most  commonly  acute 
tubular  necrosis  but  occasionally  cortical 
necrosis.  Babies  have  also  been  seen  with 
transient  bladder  paralysis,  presumably  re- 
lated to  the  asphvxial  insult.  Obviously  fluid 
management  is  essential  in  such  infants. 

Physicians  who  care  for  newborns  should  be 
aware  of  the  many  organs  that  can  be  involved 
in  asphyxia  and  plan  their  immediate  therapy 
accordingly. 
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LETTER  TO  THE  EDITOR 


On  behalf  of  the  members  of  the  newly 
established  Nebraska  Medical  Association/ 
Medical  Student  Chapter,  I would  like  to 
express  our  sincere  thanks  to  the  House  of 
Delegates  of  the  1982  Fall  Session  for  its 
support  in  this  creation  of  our  new  chapter. 
Adoption  of  the  submitted  constitution  and 
by-laws  of  the  NMA/MSC  hopefully  repre- 
sents the  beginning  of  a productive  and 
prosperous  relationship  between  the  Associ- 
ation and  its  student  members. 

MEDICAL  AUXILIARY  NEWS 

FALL  BOARD  MEETING 

Members  of  the  Nebraska  Medical  Auxiliary 
Board  met  for  the  fall  meeting  on  September 
15  in  North  Platte.  The  meeting,  which  was 
hosted  by  the  Lincoln  County  Auxiliary,  was 
held  at  the  North  Platte  Country  Club.  The 
meeting  was  conducted  by  President  Wanda 
Shoppe. 

Kay  Reed,  reporting  for  the  Health  Gallery, 
proposed  that  the  Health  Gallery  should  be 
named  the  “Nebraska  Medical  Association 
Health  Gallery.”She  also  stressed  the  need  for 
financial  contributions,  explaining  that  more 
funds  are  needed  to  get  the  Health  Gallery  van 
mobilized  and  out  to  Nebraska  schools.  Do- 
nations to  the  Health  Gallery  are  to  be  sent  to 
the  University  of  Nebraska  Foundation,  Ac- 
count #429. 

Desta  Osborne,  Legislation  Chairman,  re- 
ported that  a day  at  the  state  legislature  is 
planned  for  March.  She  also  updated  members 
on  medically  related  bills  pending  in  Congress. 

Reports  were  given  by  county  presidents 
from  Adams,  Buffalo,  Hall,  Lincoln,  Lancaster, 
and  Western  Quad  Counties. 

Money  was  allowed  for  those  attending  the 
1982  Leadership  Confluence  in  October  in 
Chicago. 

Following  the  luncheon,  author  Nellie  Sny- 
der Yost  reviewed  her  latest  book,  Time  on 
Your  Hands.  Report  submitted  by 

Barbara  Spencer 
Corresponding  Secretary 
Nebraska  Medical  Auxiliary 


Certainly  the  many  issues  currently  facing 
organized  medicine  will  have  significant  in- 
fluence upon  the  practice  of  medicine  in  the 
years  to  come.  Student  involvement  today  may 
well  lead  to  more  active  and  informed  phy- 
sician involvement  tomorrow.  We  hope  to 
further  that  goal  in  order  to  preserve  and 
improve  the  quality  of  health  care  enjoyed  by 
the  citizens  of  the  State  of  Nebraska. 

Sincerely, 
Ed  Raines,  President 
NMA/MSC 


Report  On  The  1982  Confluence  AMA 
Auxiliary  in  Chicago,  Oct.  10-12,  1982 

Webster  defines  “confluence”  as  “a  ga- 
thering together.”  For  the  past  seven  years,  the 
national,  state  and  county  officers  of  the 
American  Medical  Association  Auxiliary  have 
gathered  together  during  the  second  week  of 
October  at  Chicago’s  Drake  Hotel.  There, 
participants  hear  top-notch  speakers,  receive 
training  in  leadership  skills,  and  are  introduced 
to  ideas  for  community  projects. 

The  President  of  the  AMA,  Dr.  William  Rial 
of  Pennsylvania,  was  the  keynote  speaker.  A 
jazzercise  class  at  6:30  a.m.  was  proof  of  the 
auxiliary’s  emphasis  on  health  projects.  These 
projects  are  now  grouped  together  under  the 
broad  umbrella  of  the  “Shape  up  for  Life” 
campaign.  Confluence  participants  chose  three 
of  the  six  health  seminars  which  included 
aging,  drug  abuse  prevention,  smoking  among 
children  and  adolescents,  mid-life  problems  in 
the  medical  family,  and  parenting. 

The  seminars  on  leadership  development 
included  parliamentary  procedure,  cooper- 
ation with  medical  societies,  public  relations, 
working  with  other  organizations,  time  man- 
agement, and  legislative  how-tos.  Again,  par- 
ticipants chose  three  of  the  programs  to 
attend. 

One  of  the  highlights  of  this  year’s  con- 
fluence was  the  introduction  of  the  Profession- 
al Skills  Development  Program.  Now,  the  PSD 
program  is  available  to  all  AMA  Auxiliary 
members.  It  involves  establishing  central 
source  for  documentation  of  member  par- 
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ticipation  in  a variety  of  instructional  courses 
and  training  programs. 

It  will  include  educational  programs  offered 
by  medical  auxiliaries,  other  volunteer  or- 
ganizations, business  and  professional  groups, 
and  institutions  of  higher  learning  throughout 
the  nation. 

A formal  report  will  be  sent  upon  request  for 
use  by  the  member  of  the  AMA  Auxiliary  in 
seeking  verification  of  instruction  and  training, 
for  employment,  or  other  purposes.  The  data 
will  then  be  kept  on  file  through  the  PSD 
program,  which  was  introduced  at  this  con- 
fluence. 

All  confluence  sessions  were  recorded  and 
are  available  on  tape.  If  local  auxiliaries  are 

WashingtoNotes 

(Continued  from  page  12A) 

safe  facilities  would  be  replaced  with  a general 
comprehensive  statement,  except  for  areas 
such  as  Nuclear  Medicine  services  and  radi- 
ologic services. 

Rather  than  specifying  credentials  for  many 
hospital  personnel,  the  regulations  “would 
frequently  place  the  responsibility  on  the 
hospital  for  choosing  its  own  staff  and  de- 
lineating staff  responsibilities.” 

Mandatory  committees  and  committee 
meetings  of  hospital  staff  would  be  eliminated 
as  a specific  requirement. 

* * * 

The  Administration  has  asked  Congress  to 
restrict  sharply  the  insanity  defense  in  federal 
cases. 

The  legislation  sent  to  Capitol  Hill  by  the 
Administration  met  a receptive  audience. 
Many  lawmakers  have  introduced  bills  on  the 
insanity  defense  as  a result  of  criticism  of  the 
verdict  in  the  case  of  John  Hinkley,  Jr.,  for  his 
assassination  attempt  on  President  Reagan. 

The  Adminstration  proposal  would  limit 
insanity  as  a defense  to  cases  where  the 
defendant  has  no  understanding  of  what  he  has 
done.  In  the  words  of  Associate  Attorney 
General  Rudolph  Giuliani,  the  defense  would 


interested  in  obtaining  copies,  they  should 
contact  Wanda  Shoppe,  Imperial,  NE  69033, 
or  write  AMA  Auxiliary  Headquarters,  535 
Dearborn  St.,  Chicago,  IL  60610. 

Others  attending  confluence  besides  our 
state  president  were  Elba  Lau  of  Lincoln, 
president-elect;  Helen  Krause  of  Fremont, 
state  membership  chairman;  four  county  presi- 
dents-elect  Sally  Becker  of  Norfolk,  Carole 
Bagby  of  Blair,  Ann  Heasty  of  Scottsbluff,  and 
Kay  Reed  of  Lincoln;  and  Shirley  Johnson  of 
Lincoln,  National  Committee  Member  for 
Health  Projects.  National  Chairman  of  the 
Task  Force  on  Nominations,  Dorothy  Olson, 
gave  her  report  to  two  committee  sessions. 

Report  submitted  by 

Carole  Bagby,  Blair 


be  applicable  to  “someone  who  had  the  mental 
age  of  a two-year-old  or  bleieved  they  were 
shooting  at  a tree  when  in  fact  they  were 
shooting  at  a human  being.” 

The  controversy  concerns  the  verdict  of 
innocent  by  reason  of  insanity.  The  use  of 
insanity  as  a mitigating  factor  in  sentencing  is 
not  at  issue.  Many  bills  in  Congress  would 
restrict  insanity  to  the  “guilty  but  insane” 
defense. 

In  his  message  to  Congress,  President 
Reagan  said  the  present  rule  “permits  the 
introduction  at  trial  of  massive  amounts  of 
conflicting  and  irrelevant  testimony  by  psy- 
chiatric experts,  thereby  complicating  the  trial 
process  and  deflecting  the  attention  of  the  jury 
from  the  critical  issues.” 

“A  confusing  swearing  contest  between  the 
opposing  psychiatrists,  was  how  the  President 
described  the  present  testimony  in  cases 
where  the  sanity  is  an  issue. 

* * * 

The  “lame  duck”  session  of  Congress 
starting  Nov.  29  will  feature  action  on  leg- 
islation to  exempt  the  professions  from  Fed- 
eral Trade  Commission  jurisdiction  and  on 
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Once  again  we  have  entered  the  time  of  year 
that  has  a special  meaning  for  all  of  us, 
regardless  of  our  particular  religious  persua- 
sion. Somehow  the  Holiday  Season  has  a 
special  aura  that  seems  to  bring  all  people 
closer  in  a feeling  of  love  and  caring. 

I truly  hope  Thanksgiving  was  only  one  of 
many  days  that  found  each  of  you  with 
abundant  good  reason  to  be  thankful. 

Now  as  we  approach  Christmas  my  heartfelt 
wish  for  you  and  yours  is  that  it  be  a blessed 
and  meaningful  season  filled  with  joy  and 
peace. 

Merry  Christmas  and  Happy  New  Year!! 
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1982  NMA  FALL  SESSION 


Richard  Cottingham,  M.D.  presenting  Reference 
Committee  report. 


John  F.  Fitzgibbons,  M.D.  presenting  Reference 
Committee  report. 


Robert  Morgan,  M.D.  presenting  Reference  Com- 
mittee report. 


Robert  J.  Buchman,  M.D.  presenting  Reference 
Committee  report. 


Kenneth  Ellis,  M.D.  presenting  Reference  Com- 
mittee report. 


CD 


Allan  C.  Landers,  M.D.,  NMA  President,  Harry  W. 
McFadden,  M.D.,  Speaker,  House  of  Delegates, 
Dwaine  Peetz,  M.D.,  NMA  President-Elect,  Alvin  A. 
Armstrong,  M.D.,  Vice-Speaker,  House  of  Delegates. 
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Coming  Meetings 


RISK  FACTORS  IN  HEALTH  CARE: 
NUTRITION  CONTROL  — December  1-4, 
1982,  Pacific  Beach  Hotel,  Honolulu,  Hawaii. 
Contact  Roxanne  Pankonin,  42nd  & Dewey 
Ave.,  Omaha,  NE  68105. 

29TH  ANNUAL  SCIENTIFIC  SESSION  OF 
THE  NEBRASKA  OBSTETRIC  AND 
GYNECOLOGICAL  SOCIETY  (NOGS)  - 
December  2-4,  1982,  MGM  Grand  Hotel, 
Las  Vegas,  Nevada. 

AMERICAN  MEDICAL  ASSOCIATION 
Interim  Meeting,  December  5-8,  1982, 

Miami  Beach,  Florida. 

UNIVERSITY  OF  NEBRASKA  COLLEGE 
OF  MEDICINE  - ALPHA  OMEGA  ALPHA 
— December  Convocation  — Thursday, 
December  9,  1982,  12:00  noon,  in  the 
Amphitheater  of  the  Center  for  Continuing 
Education,  UNMC  campus.  Speaker:  Robert 


Manley,  Ph.D.,  Curator,  Stuhr  Museum, 
Grand  Island,  Nebraska.  All  AOA  members, 
alumni,  faculty  and  students  are  invited  to 
attend.  Note:  Tbe  annual  AOA  Banquet  will 
be  in  the  spring  of  1983. 

SCIENTIFIC/SKI  MEETING  — The  North- 
western Medical  Association  convenes  for 
its  36th  Annual  Meeting  at  Sun  Valley,  ID, 
from  Feb.  7-11,  1983.  Transplants-implants, 
general  medical  subjects,  ski-injury  pre- 
vention, high-altitude  physiology  and  finan- 
cial planning  will  be  discussed  by  experts. 
Approved  for  10  CME  Category  I credits. 
Registration  3-5  p.m.  on  February  7,  Chall- 
enger Inn,  Sun  Valley.  Non-members  regis- 
tration $100.  For  information,  write  to 
Norman  Christensen,  M.D.,  2456  Buhne 
St,,  Eureka,  CA  95501  or  phone  (707)443- 
2248. 


Welcome  New  Members 

Gary  J.  Klein,  M.D. 

313  W.  38th 
Scottsbluff,  NE  69361 

Donald  A.  Swanson,  M.D. 

Nebraska  Psychiatric  Institute 
602  South  45th  Ave. 

Omaha,  NE  68106 
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(Continued  from  page  346) 

most  of  the  major  appropriations  bills,  in- 
cluding funding  for  the  Health  and  Human 
Sendees  Department. 

Other  major  health  issues  to  be  reseolved 
when  Congress  returns  include  authorizations 
for  the  National  Institutes  of  Health  and 
extension  of  the  health  planning  program. 

The  FTC  showdown  was  postponed  for  a 
number  of  reasons,  including  the  need  for  a 
continuing  resolution  to  keep  the  federal 
government  operating  for  the  first  two  months 
of  the  fiscal  year  that  began  Oct.  1.  The 
resolution  was  necessary  because  Congress 
had  approved  only  two  of  the  13  big  money 
bills  for  the  current  fiscal  year.  The  failure  to 
act  more  swiftly  on  the  appropriations  front 
was  the  reason  for  the  extra,  or  lame  duck 
session  that  was  forced  by  President  Reagan. 

Before  hitting  the  campaign  trail  for  the 
general  elections,  the  House  rejected  the 
Administration’s  proposal  for  a constitutional 
amendment  requiring  a balanced  budget.  The 
vote  was  far  short  of  the  necessary  two-thirds 
margin  of  approval. 

Among  other  hurried  votes,  the  Senate 
adopted  70  to  29  a non-binding  resolution 
opposing  any  “means”  test  for  Medicare 
patients,  knocking  down  a trial  balloon  floated 
by  the  Administration  as  officials  tried  to 
figure  out  ways  to  pare  Medicare  costs  next 
fiscal  year. 

Congress  did  approve  legislation  encour- 
aging states  to  pass  strict  laws  against  drunk 
driving  by  giving  them  more  highway  funds. 

The  House  approved  an  authorization  to 
give  the  National  Institutes  of  Health  1 1 
percent  more  money  this  fiscal  year  and  to  add 
a new  Institute  of  Arthritis.  The  Senate  must 
still  act. 

The  controversial  health  planning  program 
won  a lease  on  life  by  House  adoption  of  a bill 
keeping  the  program  going  for  two  years,  but 
cutting  funding  to  a total  of  $65  million  and 
restricting  federal  funding  for  certificate-of- 
need  to  institutions  involved  with  $1  million  or 
more  of  new  projects.  The  Senate  has  not 
voted  on  this  issue. 


* * 4= 

Congress’  early  Oct.  decision  to  adjourn  and 
postpone  until  at  least  the  end  of  November 
the  showdown  vote  on  exemption  of  the 
professions  from  the  Federal  Trade  Com- 
mission has  given  both  sides  in  the  controversy 
time  to  bolster  their  drives  for  votes. 

The  climate  in  the  lame  duck  session  of 
Congress  will  be  more  relaxed.  Lawmakers  will 
be  under  less  political  pressure  with  the 
elections  well  behind  them.  The  “lame  ducks”- 
-Senators  and  Representatives  defeated  in  the 
general  election-will  be  under  no  pressure  at 
all. 

The  postponement  was  in  part  due  to  the 
belief  by  Congressional  leaders  that  the  issue 
is  a political  hot  potato  that  the  lawmakers 
would  rather  not  handle  until  the  elections  are 
over. 

Since  the  timing  of  the  House  vote  was  in  the 
hands  of  the  Democratic  leadership-which  is 
generally  opposed  to  the  anti-FTC  drive  led  by 
the  American  Medical  Association-there  was 
reason  to  speculate  that  the  leadership  was  not 
confident  its  forces  could  prevail  in  a vote  by 
the  full  House. 

The  Senate  Republican  leadership  pro- 
mised to  take  up  the  measure  in  the  “lame 
duck”  session  after  the  Senate  Appropriations 
Committee  had  approved  13-5  an  amendment 
that  would  prohibit  the  FTC  from  using 
appropriated  funds  to  take  actions  against 
state-regulated  professions  such  as  physicians. 
The  amendment  was  part  of  a continuing 
appropriations  resolution  that  finally  cleared 
Congress.  Amendment  sponsor  Sen.  James 
McClure  (R-ID)  agreed  not  to  press  for  a 
Senate  vote  when  assured  by  leadership  the 
question  will  be  resolved  in  the  special  session. 

The  Senate  Commerce  Committee  earlier 
this  year  approved  a re-authorization  bill  for 
the  FTC  that  included  an  amendment  by  Sen. 
Ted  Stevens  (R-AK)  to  exempt  the  pro- 
fessions. This  measure  is  still  pending  before 
the  Senate,  delayed  in  part  because  of  the 
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REPORTS  OF  OFFICERS, 
DELEGATES  AND  COMMISSIONS 

FALL  SESSION 

SEPTEMBER  9,  10  and  11,  1982 

(These  reports  appear  as  originally  submitted.  For  the 
House  of  Delegates  deliberations,  possible  changes,  and 
final  action,  refer  to  the  minutes  which  follow  these 
reports.) 

REPORT  OF  THE  BOARD  OF  DIRECTORS 

Allan  C.  Landers,  M.D.,  Scottsbluff  - Chairman;  Dwaine  Peetz,  M.D., 
Neligh;  Orin  R.  Hayes,  M.D.,  Lincoln;  Russell  L.  Gorthey,  M.D.,  Lincoln; 
Frederick  F.  Paustian,  M.D.,  Omaha;  Herbert  E.  Reese,  M.D.,  Lincoln; 
Hiram  Walker,  M.D.,  Kearney;  Alvin  A.  Armstrong,  M.D.,  Scottsbluff;  Harry 
W.  McFadden,  M.D.,  Omaha;  Stanley  M.  Truhlsen,  M.D.,  Omaha. 

FINANCIAL  REPORT  — On  several  occasions,  the 
Board  has  received  suggestions  from  delegates  that  a 
more  simplified  form  of  portraying  Association  income 
and  expenditures  be  considered  when  reporting  on  this 
important  element  of  activities.  While  the  Board  does  not 
provide  in-depth  reports  on  Association  finances  at  this 
session,  we  would  like  to  share  with  the  House  a series  of 
charts  depicting  our  financial  standing  as  of  August  of  this 
year.  This  material  was  reviewed  by  the  Board  at  its 
August  meeting  and  it  was  recommended  this  information 
be  provided  at  the  Fall  Session.  If  this  format  assists  in 
better  understanding  of  the  Association  finances,  it  could 
easily  be  adapted  in  future  reports.  It  is  the  intent  of  the 
Board  to  have  these  charts  duplicated  for  the  benefit  and 
information  of  the  membership. 

Through  judicious  expenditure  of  funds  and  the 
expectancy  of  outside  income  from  new  activity  in  1983,  it 
is  the  opinion  of  the  Board  that  a dues  increase  for  1983  is 
not  required.  The  Board  will  continue  to  monitor  the  fiscal 
aspects  of  the  Association  and  bring  to  the  House  its 
recommendations  for  future  financial  needs  as  they  are 
deemed  necessary. 

VOLUNTARY  PEER  REVIEW  — At  the  1982  Annual 
Meeting  of  the  American  Medical  Association  House  of 
Delegates,  the  Council  on  Medical  Services  Report  A, 
titled,  “Voluntary  Peer  Review,”  was  adopted. 

This  matter  was  discussed  by  the  Board  at  considerable 
length.  The  seriousness  and  importance  of  this  issue  must 
be  recognized.  According  to  the  information  received  from 
AMA,  the  basic  purpose  of  the  report  was  to  assist  the 
Federation  in  filling  the  void  left  by  the  demise  of 
federally  mandated  PSRO.  Further  information  indicated 
that  the  Council  felt  it  was  important  for  medicine  to 
demonstrate  a voluntary  effort  in  cost  containment 
through  the  collection  of  U.R.  data.  In  further  pursuit  of 
information  on  this  subject,  several  representatives  of 
third-party  carriers  in  Nebraska  were  contacted.  Each  in 
turn  indicated  this  type  of  program  would  be  most  helpful. 

The  Board  reviewed  the  history  of  House  actions 
regarding  PSRO  beginning  in  1975  and  took  these  actions 
into  consideration  as  part  of  its  discussion. 

Further  discussions  were  held  with  legal  counsel  of  the 
AMA  and  the  NMA.  Both  concurred  that  under  certain 
circumstances  a voluntary  peer  review  program  could  be 
developed  in  Nebraska.  The  basic  foundation  of  such  a 
program  would  contain  three  basic  elements: 

1.  No  utilization  of  a Relative  Value  Study. 

2.  No  prior  agreement  on  fees  in  advance.  Committee 
could  use  profiles  on  fees  provided  by  the  carrier  to 
assist  in  decision  making. 


3.  The  committee  would  have  no  liability,  they  would 
only  recommend. 

At  the  conclusion  of  their  discussion,  the  Board  of 
Directors  recommended  the  subject  of  Voluntary  Peer 
Review  as  revealed  in  the  AMA  report  be  submitted  to  the 
House  of  Delegates  of  the  NMA  for  consideration  and 
recommendation. 

If  the  House  concurs  with  this  concept,  the  Board 
suggests  a program  of  voluntary  peer  review  including  not 
only  utilization  review  but  also  fee  adjudication  to  be 
managed  or  controlled  by  an  entity  of  the  Nebraska 
Medical  Association.  For  the  information  of  the  House, 
the  Association  has  an  active  incorporated  Foundation  for 
Medical  Care. 

The  Board  urges  each  officer,  delegate  and  alternate 
read  the  AMA  report  with  extreme  care  and  that  the 
delegates  and  alternates  make  every  effort  to  obtain 
directions  for  their  county  medical  societies  on  this 
important  issue  prior  to  the  Fall  Meeting. 

COST  AWARENESS  — At  the  Annual  Session,  the 
House  referred  to  the  Board  for  recommendation,  the 
Fall,  1981,  Report  of  the  Ad-Hoc  Committee  on  Cost 
Awareness.  The  Board  has  reviewed  this  report  and  its 
recommendations.  Items  A and  B have  been  referred  to 
the  current  Ad-Hoc  Committee  reponsible  for  this 
subject.  In  addition,  the  Board  has  directed  that  Cost 
Awareness  packet  information  be  obtained  from  the  AMA 
and  distributed  with  a cover  letter  from  the  NMA 
President  to  each  county  medical  society.  Additionally, 
Allan  C.  Landers,  M.D.,  President  of  the  NMA,  will 
address  the  House  on  this  issue  at  the  Fall  Session.  A 
report  of  the  Committee  on  Cost  Awareness  will  be  jnade 
to  the  House  at  this  Session. 

SUPERVISION  AND  REGULATION  OF  PRACTICE 
LAWS  — At  the  Annual  Session,  a request  was  referred 
to  the  Board  regarding  the  supervision  utilized  in  the 
regulation  of  licensed  practitioners. 

In  responding  to  this  request,  the  Board  reviewed  the 
General  Licensure  Law  which  establishes  the  appropriate 
role  of  each  Board  of  Examiners  for  each  of  the  healing 
arts.  In  addition,  the  Board  requested  and  herewith 
enunciates  the  administrative  procedures  of  the  Bureau  of 
Examining  Boards  as  to  the  procedures  for  reviewing 
complaints: 

1.  The  complaint  is  received  in  the  Bureau  office  and 
given  to  the  chief  investigator. 

2.  The  complaint  is  evaluated  and  if  valid,  it  is  then 
assigned  to  field  personnel  for  on-site  investigation. 

3.  Upon  completion  of  investigation,  the  field  report 
along  with  accompanying  data  is  sent  to  the  Director 
of  the  Bureau. 

4.  Upon  receipt  of  the  report,  the  chief  investigator 
reviews  the  report.  If  grounds  for  action  appear 
necesary,  the  case  is  given  to  the  Director  of  the 
Bureau. 

5.  If  the  violation  is  actual,  the  Director  forwards  the 
complaint  to  the  appropriate  Board. 

After  Board  review,  one  of  several  actions  can  be  taken: 

1.  The  practitioner  can  be  called  in  to  meet  with  the 
Board. 

2.  The  Board  can  write  a letter  of  concern  to  the 
practitioner. 

3.  The  Board  can  forward  the  complaint  to  the  Attorney 
General  for  review  and  appropriate  action. 

The  Board  trusts  this  information  will  meet  the  request 
by  the  House. 
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PHYSICIAN  ADVANCED  LIFE  SUPPORT  IN- 
VOLVEMENT CARD  — The  Board  has  reviewed  the 
matter  of  Lancaster  County  Medical  Society  Resolution 
#5  from  the  Annual  Session,  as  referred  by  the  House. 

The  resolution  requested  the  House  endorse  the 
Physician  Advanced  Life  Support  Involvement  Card  and 
encourage  all  pre-hospital  emergency  care  personnel  to 
utilize  the  card  when  physicians  at  the  scene  of  an 
emergency  medical  situation  identify  themselves. 

The  Board  requested  legal  counsel  review  this  matter. 
In  response  to  this  request,  legal  counsel  cautioned  the 
NMA  of  potential  risk  to  the  Association  through 
endorsement  of  this  program  on  a state-wide  level.  The 
point  of  this  letter  questioned  the  differentiation  of 
facilities,  equipment,  training  of  personnel,  policies  and 
procedures  on  a community  to  community  basis.  Counsel 
did  however,  suggest  that  some  modified  form  of  the 
program  might  well  be  adopted  by  an  individual  com- 
munity. 

In  view  of  this  counsel,  the  Board  feels  the  endorsement 
of  this  particular  program  should  be  determined  on  a 
county  by  county  basis,  and  therefore  feels  this  program 
should  not  be  endorsed  on  a state-wide  basis.  The  Board 
did  recommend  this  program  be  provided  to  each  county 
medical  society  in  the  state  for  informational  purposes 
and  individual  consideratoin. 

MEMBERSHIP  BENEFITS  — The  Board  reviewed 
the  various  insurance  programs  currently  endorsed  by  the 
Association  and  offered  to  our  members.  It  was  felt  that  it 
might  be  beneficial  to  consider  offering  additional  types  of 
coverages  and  service  as  benefits  of  membership  and 
initial  review  of  this  matter  has  been  undertaken.  The  five 
state  medical  associations  who  with  the  Nebraska  Medical 
Association  comprise  the  North  Central  Medical  Con- 
ference, were  contacted  for  information  on  the  member- 
ship benefit  programs  each  provide.  The  data  collected 
along  with  information  on  the  American  Medical  Associa- 
tion’s programs  was  presented  to  the  firm  of  Mammel, 
Olsen,  Shropp,  Horn  and  Swartzbaugh  for  review  and 
consultive  advice. 

An  initial  report  has  been  received  from  Mammel, 
Olson  and  specific  details  of  the  various  proposals  being 
recommended  will  be  reviewed  by  a subcommittee  of  the 
Board  in  consultation  with  the  firm.  The  Board  has  also 
initiated  communication  with  a national  organization 
which  provides  capital  accumulation  and  practice  man- 
agement products  and  services  to  participating  members. 
This  matter  is  also  being  explored  in  greater  detail. 

The  Board’s  interest  in  this  subject  of  membership 
benefits  is  focused  on  recommending  or  endorsing  only 
those  coverages  and  services  which  are  beneficial  and 
competitive  to  the  extent  that  they  equal  or  are  more 
attractive  than  the  many  products  and  services  being 
offered  by  national  groups,  specialty  societies,  etc. 
Additional  reports  will  be  presented  to  the  House  as  the 
review  of  existing  programs  and  the  analysis  of  potential 
areas  of  involvement  progress. 


PHYSICIAN  MANPOWER  REPORT  — The  Board 
reviewed  its  physician  manpower  report  which  is  com- 
pleted each  year  and  current  as  of  August  1.  All  physicians 
in  the  state  of  which  the  Association  is  aware,  and 
population  figures  including  the  1980  census  and  the 
estimate  for  1982  are  the  basis  for  the  development  of  the 
study.  As  of  August  1,  we  had  1,953  active  physicians  in 
the  state,  118  retired  physicians,  and  380  residents  in 
training  (including  the  Lincoln  Family  Practice  Program) 


for  a total  of  2,451  physicians.  There  were  18  counties 
having  no  physicians.  The  figures  and  statistics  in  this 
report  to  the  House  will  not  incorporate  the  residents  in 
training.  32.2%  of  the  physicians  in  Nebraska  are  under 
age  40.  In  1975,  the  highest  percentage  of  physicians  were 
between  the  age  40  and  50.  The  average  age  of  Nebraska 
physicians  in  1982  is  47.  There  are  1,589  physicians  in 
private  practice  in  the  state.  The  ratio  of  physicians  to 
population  in  the  state  is  1 to  933  in  1970.  53.3%  of  the 
physicians  in  Nebraska  are  graduates  of  the  University  of 
Nebraska  College  of  Medicine.  15.6%  are  graduates  of 
Creighton  University  School  of  Medicine,  21.5%  are 
graduates  of  other  U.S.  medical  schools,  5.9%  are 
graduates  of  foreign  medical  schools  and  3.7%  are 
physicians  about  whom  we  have  no  information.  There  are 
380  residents  in  training  in  Nebraska  at  the  current  time. 

In  recent  years,  there  has  been  an  increase  in  younger 
physicians  establishing  their  practice  in  the  state.  It  is  also 
interesting  to  note  that  there  were  35  new  physicians  who 
entered  the  outstate  area  after  July  1,  1982.  This  reflects 
to  a degree  the  population  trend  which  seems  to  be 
reversing  itself  in  that  between  1950  and  1970  there  were 
only  23  of  Nebraska's  counties  showing  an  increase  in 
population  and  recent  figures  indicate  that  63  counties  are 
showing  increases  and  only  29  are  showing  a decreasing 
trend. 

In  order  to  obtain  additional  specific  information 
regarding  why  phsyicians  locate  where  they  do,  a 
questionnaire  was  distributed  in  May  of  1982  to  139 
physicians  who  initiated  a practice  within  Nebraska  within 
the  last  three  years.  We  had  a 72.7%  response  to  the 
questionnaire.  The  primary'  question  on  the  survey  form 
asked  the  physicians  to  list  the  reasons  in  priority  he/she 
selected  the  community  in  which  they  are  now  located. 
Over  30  different  items  were  listed  as  being  the  highest 
priority  for  community  selection.  When  combined  by 
general  subject  area,  it  was  evident  that  the  primary 
reason  pertained  to  the  family  and/or  the  fact  that  this 
was  the  individual’s  hometown.  The  second  major 
category  of  reasoning  for  community  selection  was  that 
relating  to  community  attributes  such  as  size,  location,  or 
the  fact  that  the  community  is  progressive.  The  third 
category  selected  as  the  highest  priority  was  that  relating 
to  practice  opportunity  and  the  fact  that  this  was  a good 
medical  community.  We  received  12  responses  from 
Lincoln,  26  from  Omaha  and  63  from  greater  Nebraska. 

MEMBERSHIP  — The  physician  manpower  report  also 
incorporates  a limited  number  of  membership  statistics. 
As  of  August  1,  there  were  2,071  physicians  in  Nebraska, 
excluding  residents,  with  998  in  the  Omaha  area,  332  in 
Lincoln  and  741  in  greater  Nebraska.  We  had  1,651 
members  at  that  point  (including  Life  Members)  which 
reflects  that  80%  of  the  physicians  were  members  of  the 
Association.  There  were  718  members  in  Omaha,  294  in 
Lincoln  and  639  in  outstate  Nebraska.  The  percentage 
figure  will  increase  hopefully  to  the  83-85%  area  by  the 
end  of  1982  as  has  been  the  case  over  the  years.  The 
figure  increased  only  to  81%  at  the  end  of  1981.  72%  of 
our  Nebraska  Medical  Association  dues-paying  members 
are  dues-paying  members  of  the  American  Medical 
Association.  The  specific  number  as  of  August  1,  was 
1,061. 

As  of  August  1,  there  were  14  house  officer  members 
and  130  student  members. 

The  Board  considered  the  need  for  continuous  mem- 
bership solicitation  and  is  formally  requesting  the  Board 
of  Councilors  consider  acceptance  of  responsibility  for 
developing,  implementing  and  carrying  out  a continuous 
membership  solicitation  effort. 
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REPORT  OF  THE  DELEGATE  TO  THE  A.M.A.  — 
ANNUAL  MEETING 

The  address  of  Daniel  T.  Cloud,  M.D.,  AMA  President, 
caught  the  attention  and  imagination  of  the  members  of 
the  House  of  Delegates  when  he  declared  that  “the  cost  of 
medical  care  is  a leading  national  concern  today.”  He 
exhorted  physicians  to  continue  to  exert  leadership  in  the 
area  of  cost  containment  by  promoting  (1)  the  use  of 
alternatives  to  hospitalization  such  as  outpatient  surgery, 

(2)  expansion  of  consumer  choice  philosophy  through  the 
encouragement  of  increased  financial  involvement  of 
patients  in  their  medical  care  by  the  use  of  deductibles 
and  coinsurance,  and  (3)  prevention  of  disease  through 
improved  patterns  of  living.  He  further  expanded  on 
prevention  by  pointing  out  the  following: 

a.  Smoking  accounts  for  350,000  premature  deaths  each 
year,  80%  of  chronic  lung  disease,  83%  of  lung  cancer 
in  males,  43%  of  lung  cancer  in  women,  77  million 
excess  work  loss  days  and  150,000,000  excess  sick  bed 
days  per  year. 

b.  Smoking  is  implicated  in  arteriosclerotic  heart  disease, 
chronic  pulmonary  disease,  cancers  of  the  respiratory 
tract,  bladder,  kidneys,  and  pancreas,  peptic  ulcer, 
retarded  fetal  growth,  spontaneous  abortion,  neonatal 
deaths,  and  retarded  growth  and  child  development. 

c.  In  1977,  there  were  464,000  cases  of  alcoholism  in 
short  stay  hospitals,  over  106,000  cases  of  cirrhosis  of 
the  liver,  and  18,000  cases  of  alcoholic  psychosis  which 
accounted  for  more  than  3,000,000  patient  hospital 
days. 

d.  Drinking  was  involved  in  half  of  the  53,000  vehicular 
accident  deaths,  and  one-fourth  of  the  2,000,000 
disabling  injuries  sustained  in  vehicular  accidents  last 
year. 

e.  Half  of  the  fatal  falls  (falls  cause  60%  of  all  injuries  and 
are  second  only  to  vehicular  accidents  in  accidental 
deaths),  half  of  the  deaths  from  fire,  half  of  the 
drownings,  and  half  of  the  suicides  are  caused  by 
drinking. 

f.  According  to  federal  estimates,  illnesses  and  accidents 
caused  by  damaging  life  patterns  account  for  more 
than  half  of  the  $247,000,000,000  total  health  care 
expenditures  in  this  country. 

“Think  of  it.  We  spent  nearly  125  billion  dollars  last 
year  on  largely  preventable  illnesses  and  accidents. 
Clearly  prevention  could  save  enormous  sums,  far  more 
than  all  other  cost  containment  efforts  combined.” 
William  Y.  Rial,  M.D.  was  inaugurated  as  the  137th 
President  and  Frank  J.  Jirka,  M.D.  of  Berwyn,  Illinois  was 
elected  President-Elect.  John  Coury,  M.D.  of  Michigan 
and  Hugh  Ritter,  M.D.  of  Missouri  were  re-elected  to  the 
Board  of  Trustees  and  F.  William  Dowda,  M.D.  of  Georgia 
and  Rufus  Broadaway,  M.D.  of  Florida  were  elected  to 
first  terms  on  the  Board. 

Significant  actions  of  the  House  of  Delegates  were  as 
follows: 

(1)  Approved  the  convening  of  a special  Task  Force  of 
AMA,  ADA,  AHA,  ANA,  Chamber  of  Commerce, 
Labor,  Business  Round  table,  etc.  to  outline  Health 
Policy  in  the  future. 

(2)  Approved  Report  H of  the  Council  on  Medical 
Service  in  lieu  of  Resolution  #33  (1-81  — Nebraska) 
reaffirming  that  “a  physician  shall,  in  the  provision  of 
appropriate  patient  care,  except  in  emergencies,  be 
free  to  choose  whom  to  serve,  with  whom  to 
associate,  and  the  environment  in  which  to  provide 
medical  services.” 

(3)  Approved  substitute  Resolution  #35  in  lieu  of 


Nebraska  Resolution  #35  “A  Medical  Tax  Penalty” 
and  Report  G of  the  Board  of  Trustees  as  follows: 
“Resolved,  that  it  be  the  policy  of  the  American 
Medical  Association  that  representatives  and  publi- 
cations of  the  AMA  shall  use  precise  language  when 
discussing  socioeconomic  matters  of  concern  to 
medicine,  to  the  extent  feasible  and  to  the  best  of 
each  individual’s  abilities:  and  be  it  further 
“Resolved,  that  the  representatives  and  publications 
shall  strive  to  avoid  the  use  of  terms  such  as  ‘health 
care,’  ‘health  care  costs,’  ‘health  care  providers’  and 
‘malpractice’;  instead,  when  possible,  other  more 
specific  existing  terminology  should  be  used  to 
address  the  exact  issue  to  be  discussed;  and  be  it 
further 

“Resolved,  that  the  AMA  strive  to  avoid  the  use  of 
terms  which  may  be  misleading  or  confusing  in  its 
news  releases,  testimony  and  publications.” 

(4)  Approved  CME  Report  B which  outlines  recom- 
mendations for  “Future  Directions  for  Medical 
Education”  with  amendments  to  Recommendations 
1,  3,  8,  20,  28,  and  32. 

(5)  Filed  Report  L of  CMS  which  reported  that  patient 
signatures  on  hospital  admission  records  will  meet 
signature  requirements  for  all  Medicare  claims  for 
inpatient  physicians  services  and  that  similar  pro- 
cedures apply  to  nursing  homes  and  office  patients. 

(6)  Adopted  substitute  Resolution  #46: 

“Resolved,  that  the  AMA  continue  its  actions  to 
encourage  enactment  of  its  model  state  legislation  to 
provide  compensation  for  immunizations  reactions.” 
I recommend  that  the  NMA  seek  the  approval  of 
the  Nebraska  Legislature  for  this  model  bill  with 
appropriate  amendments  if  necessary. 

(7)  Approved  Report  C of  the  Board  of  Trustees  which 
implements  the  following  dues  levels  for  1983: 
“Regular  Members  $315,  physicians  in  their  second 
year  of  practice  $236,  physicians  in  Military  Service 
$210,  physicians  in  their  first  year  of  practice  $158, 
physicians  in  residency  training  $45,  and  medical 
students  $15.” 

(8)  Approved  substitute  Resolution  #74: 

“Resolved,  that  the  American  Medical  Association 
urge  the  federation  to  support  legislation  such  as 
that  passed  in  many  states  mandating  the  use  of  seat 
belts  for  occupants  of  motor  vehicles;  and  be  it 
further 

“Resolved,  that  the  AMA  urge  the  federation  to 
support  legislation  requiring  the  passive  restraint  of 
infants  and  children  in  motor  vehicles.” 

I recommend  that  the  NMA  seek  enactment  of 
statutes  which  would  implement  these  recommenda- 
tions in  Nebraska. 

(9)  Adopted  the  following  five  recommendations  from 
the  address  of  President  Daniel  T.  Cloud: 

1.  Reaffirm  the  Association’s  past  actions  that 
pertain  to  the  health  hazards  of  tobacco,  alcohol, 
accidental  injuries,  unhealthy  life  styles  and  all 
forms  of  preventable  illness. 

2.  Intensify  the  Association’s  leadership  in  promot- 
ing better  health  for  Americans  through  preven- 
tion. 

3.  Recognize  that  preventable  illness  is  a major 
deterrent  to  good  health  and  accounts  for  a major 
portion  of  our  country’s  total  health  care  and 
expenditures. 
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4.  Actively  initiate  and  support  appropriate  scien- 
tific, educational  and  legislative  activities  that 
have  as  their  goals:  (a)  prevention  of  smoking  and 
its  associated  health  hazards,  (b)  avoidance  of 
alcohol  abuse,  particularly  that  which  leads  to 
accidental  injuries  and  deaths,  (c)  reduction  of 
death  and  injury  from  vehicular  and  other 
accidents,  and  (d)  encouragement  of  healthful  life 
styles  and  personal  living  habits. 

5.  Strongly  emphasize  the  important  opportunity 
for  savings  in  health  care  expenditures  through 
prevention. 

(10)  Approved  representation  of  the  American  Society  of 
Cytology  in  the  AMA  House  and  declared  a 
moratorium  for  specialty  society  representation  in 
the  House  of  Delegates  until  the  House  of  Delegates 
acts  upon  the  Board  of  Trustees  report  on  the  size 
and  composition  of  the  House  of  Delegates. 

(11)  Approved  amended  Resolution  #26: 

“Resolved,  that  the  American  Medical  Association 
oppose  medical  care  legislative  proposals  which, 
under  the  misleading  label  of  pro-competition, 
actually  expand  the  bureaucratic  control  of  medicine 
and  foster  the  lay  corporate  practice  of  medicine; 
and  be  it  further 

“Resolved,  that  the  House  of  Delegates  reaffirm  its 
stand  that  private,  individualized  medical  care, 
financed  through  free  enterprise  mechanisms  and 
allowing  pluralistic  free-choice  options,  offers  the 
highest  quality  of  medical  care  at  the  lowest  possible 
cost.” 

(12)  Approved  Resolution  #79  which  called  on  the  AME 
to  urge  increased  efforts  to  collect  overdue  debts  to 
student  loan  programs  in  a way  that  will  not  interfere 
with  the  availability  of  future  loans  to  medical 
students,  and  to  encourage  medical  school  financial 
aid  officers  to  counsel  individual  students  in  regard 
to  the  status  of  their  loans  and  the  schedule  of 
payment  prior  to  graduation. 

(13)  Adopted  amended  Resolution  #23  as  follows: 
“Resolved,  that  it  be  the  position  of  the  American 
Medical  Association  that  preferential  immigration 
policies  for  foreign  medical  graduates  should  be 
terminated  and  that  existing  immigration  laws  be 
enforced  more  strictly;  and  be  it  further 

“Resolved,  that  reduced  requirements  for  licensure 
should  not  be  applied  to  graduates  of  foreign 
medical  schools  under  any  circumstances.” 

(14)  Adopted  Nebraska  Resolution  #34  which  requested 
that  the  AMA  investigate  the  desirability  and 
feasibility  of  developing  a reference  library  of 
curricula  for  health  economics  courses  to  be  made 
available  to  medical  schools  and  others. 

(15)  Adopted  Resolution  #13  which  proposed  a policy 
statement  that  hospital  accreditation  procedures  be 
utilized  primarily  to  evaluate  and  improve  the 
quality  of  patient  care,  and  opposing  rigid,  uniform, 
mandatory  requirements  for  the  hospital,  its  govern- 
ing board  and  attending  staff  and  committees. 

A Memorial  Resolution  for  John  R.  Schenken,  M.D.  was 
presented  to  the  AMA  House  of  Delegates  as  follows: 

John  R.  Schenken,  M.D.,  departed  this  life  on  March  6, 
1982.  Rudy  was  more  than  an  outstanding  physician, 
dedicated  family  man  and  gifted  teacher.  His  medical 
career  touched  the  lives  of  countless  numbers  of 
physicians  in  his  professional  pursuit  of  excellence  and  in 


his  creative  approaches  to  the  teaching  of  medical 
students  and  residents. 

However,  he  was  not  content  with  imparting  profes- 
sional skills  and  knowledge;  he  found  it  equally  necessary 
to  teach  and  to  live  his  philosophy  of  citizen  responsibility 
in  a democratic  society.  Rudy  demonstrated  his  beliefs 
and  articulated  his  philosophy  in  his  community  and 
professional  activities  at  all  levels.  His  belief  in  individual 
responsibility  and  accountability  and  his  steadfast  op- 
position to  governmental  regulation  and  regimentation  of 
society  and  the  medical  profession  in  particular  is  well 
known  to  all  who  knew  him. 

Rudy  has  been  referred  to  as  the  “conservative 
conscience  of  organized  medicine.”  Rudy  was  an  articu- 
late spokesman  on  issues  involving  fundamental  prin- 
ciples and  ethical  behavior  in  the  deliberations  of  the 
AMA  House  of  Delegates.  John  R.  “Rudy”  Schenken 
served  American  medicine  and  the  American  Medical 
Association  with  distinction  for  many  years;  therefore  be 
it 

RESOLVED,  That  the  Officers  and  members  of  the 
House  of  Delegates  of  the  American  Medical  Association, 
which  he  loved  so  well,  pause  in  their  deliberations  to 
honor  the  memory  of  Rudy  Schenken  and  his  many 
contributions  to  American  medicine;  and  be  it  further 

RESOLVED,  That  the  American  Medical  Association 
convey  its  sympathy  and  appreciation  to  his  family. 

The  American  Medical  Association  continues  to  be  the 
single  most  effective  organization  representing  physicians 
in  this  country  and  is  becoming  increasingly  effective  in 
testimony  on  key  issues  in  the  legislative  arena.  We  are 
currently  seeking  statutory  relief  from  the  jurisdiction  of 
the  FTC  since  the  tie  vote  in  the  Supreme  Court  earlier 
this  year  failed  to  provide  such  relief. 

Your  AMA  delegation  has  been  working  diligently  with 
increasing  success  to  become  an  effective  voice  for 
Nebraska’s  physicians  and  the  specialty  delegates  and 
alternates  (Maurice  D.  Frazer,  M.D.,  Robert  S.  Long, 
M.D.  and  Jerald  R.  Schenken,  M.D.)  provide  additional 
support  and  visibility  to  Nebraska’s  “Red  Coats.” 

Again  it  has  been  our  privilege  to  represent  the  NMA  in 
the  AMA  House  of  Delegates  and  we  welcome  the  counsel 
and  input  from  any  and  all  NMA  members  and  delegates. 

Respectfully  submitted, 

C.  J.  CORNELIUS,  JR.,  M.D. 

Delegate 


REPORT  OF  THE  EDITOR, 
NEBRASKA  MEDICAL  JOURNAL 

Since  I was  appointed  Editor  of  the  Nebraska 
Medical  Journal  on  December  1,  1981,  several  events 
have  occurred,  hopefully  for  the  improvement  of  our  state 
medical  journal. 

1.  Twenty-five  physicians  have  been  selected  as  an 
Editorial  Board,  with  representation  from  Lincoln, 
Omaha,  and  out-state  communities,  both  specialists  and 
family  practitioners. 

2.  A new  cover  has  been  selected  and  will  be  shortly  in 
print. 

3.  A new  Advice  to  Authors  was  created,  with  emphasis 
on  longer,  more  scientific  and  complete  manuscripts 
including  references  and  review  articles.  Individuals  were 
recruited  from  both  medical  schools  for  a liaison 
relationship  in  hopes  to  create  greater  and  more  frequent 
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input  from  the  faculty,  residents,  and  students  of  both 
medical  schools. 

4.  Since  my  tenure  as  Editor,  I have  received  63 
manuscripts  for  review,  a total  of  ten  have  been  rejected, 
usually  after  review  by  two  separate  independent  re- 
viewers; and  nine  manuscripts  are  still  in  the  process  of 
review  by  the  Editorial  Board  and  additional  consultants 
as  needed. 

Respectfully  submitted, 

ALAN  D.  FORKER,  M.D. 

Editor 


REPORT  OF  THE  CREIGHTON  UNIVERSITY 
SCHOOL  OF  MEDICINE 

The  most  significant  event  at  the  Creighton  School  of 
Medicine  since  my  last  report  to  the  House  of  Delegates 
has  been  the  appointment  of  Richard  L.  O’Brien,  M.D.,  as 
Dean  of  the  School  of  Medicine.  Dr.  O’Brien,  an  internist, 
is  professor  of  pathology  at  the  University  of  Southern 
California  School  of  Medicine  and  director  of  the  USC 
Comprehensive  Cancer  Care  Center.  He  will  assume  his 
new  duties  at  Creighton  about  November  1. 

Dr.  O’Brien  earned  his  Master  of  Science  Degree  at 
Creighton  before  graduating  from  the  Creighton  Medical 
School  in  1960.  He  served  his  internship  and  residency  in 
internal  medicine  at  Bellevue  Hospital  in  New  York  City 
and  was  a National  Institutes  of  Health  postdoctoral 
fellow  at  the  University  of  Wisconsin  Institute  for  Enzyme 
Research  where  he  conducted  research  on  mitochondrial 
energy  transduction  and  membrane  transport.  As  a 
captain  in  the  Army  from  1964  to  1966,  Dr.  O’Brien  was 
assistant  chief,  department  of  molecular  biology,  at  the 
Walter  Reed  Army  Institute  of  Research. 

He  is  a nationally  renowned  cancer  researcher  who 
plans  to  remain  active  in  research  after  assuming  the 
Dean’s  post  at  Creighton.  He  has  spent  some  time  on 
campus  since  accepting  the  appointment,  meeting  with 
department  chairmen  and  various  committees.  These 
have  included  search  committees  for  chairmen  of  the 
departments  of  pediatrics  and  surgery.  Dr.  O’Brien  will 
have  a primary  faculty  appointment  as  professor  of 
medicine  and  a secondary  appointment  as  professor  of 
microbiology. 

Total  enrollment  in  the  Creighton  School  of  Medicine 
this  fall  will  be  450  students.  The  freshman  class  will  be 
composed  of  1 10  men  and  women,  including  58  who  have 
received  either  undergraduate  or  graduate  degrees  at 
Creighton  University.  Total  applications  for  this  fall’s 
freshman  class  numbered  5,816,  down  300  from  a year 
ago. 

Eighty-one  of  the  110  School  of  Medicine  graduates 
this  spring  matched  residency  programs  from  among  their 
top  three  choices  throughout  the  country.  Twenty-three 
are  entering  the  Creighton  University  Affiliated  Hospitals 
Residency  program.  Of  the  graduates,  86  are  entering 
primary  care  training  programs. 

During  the  past  academic  year,  seven  School  of 
Medicine  students  participated  in  a senior  rotation  in 
refugee  medicine  at  a relocation  camp  for  Southeast  Asian 
refugees  in  Thailand.  This  experience  is  made  possible 
through  a consortium  composed  of  Creighton,  George- 
town, St.  Louis  and  State  University  of  New  York  at 
Buffalo  medical  schools.  The  program  is  supported  in 
large  part  by  the  National  Catholic  Relief  Services. 

A new  School  of  Medicine  program  instituted  this 
summer  permitted  24  medical  students  to  become 
involved  in  a wide  range  of  research  projects.  The 


purpose  of  this  program  during  the  summer  months  is  to 
stimulate  an  interest  in  research  among  students  who  do 
not  normally  have  a direct  exposure  to  it  and  to  give  them 
an  opportunity  to  work  with  our  faculty  researchers.  The 
program  is  intended  to  provide  a means  whereby  students 
will  get  a taste  for  research,  and  to  motivate  them  to 
continue  these  associations  with  our  researchers  through- 
out the  balance  of  their  education. 

I would  like  to  take  this  opportunity  to  express  my 
appreciation  to  the  Nebraska  Medical  Association,  and  to 
the  House  of  Delegates,  for  the  courtesies  and  coopera- 
tion extended  to  me  during  my  two  years  as  acting  Dean  of 
the  Creighton  School  of  Medicine.  Dr.  O’Brien  is  looking 
forward  to  renewing  old  acquaintances,  making  many  new 
ones  and  working  closely  with  the  NMA  upon  his  arrival  at 
Creighton  this  fall. 

Respectfully  submitted, 

JAMES  E.  HOFF,  S.J.,  Ph.D. 

Acting  Dean 


REPORT  OF  THE  UNIVERSITY  OF  NEBRASKA 
COLLEGE  OF  MEDICINE 

The  academic  year  1981-82  was  one  which  saw  the 
strengthening  of  scholarly  activity  within  the  College  of 
Medicine.  In  spite  of  diminishing  national  funding,  the 
grant  holdings  of  the  College  of  Medicine  obtained  by 
competitive  application  on  a national  basis  increased  by 
approximately  18%.  Approximatley  750  original  papers 
were  accepted  by  quality  medical  journals  for  publication 
which  again  is  a very  gratifying  increase  over  the  number 
of  papers  published  in  previous  years.  Strong,  energetic, 
scholarly  individuals  have  been  recruited  into  clinical 
departments,  particularly  Pathology,  Internal  Medicine 
and  Pediatrics,  and  the  impact  of  their  enthusiasms  and 
interests  is  being  felt  throughout  the  College. 

This  academic  year  sees  our  residency  numbers 
stabilized  at  the  new  base.  Thirty-seven  residency 
positions  have  been  cut  from  state  funding  over  the  past 
three  years.  Twelve  positions  have  been  funded  from 
other  sources  leaving  a net  reduction  of  approximately  25. 
These  reductions  have  been  made  in  specialty  services 
and  primary  care  services  have  been  little  affected;  Family 
Practice  residency  being  affected  not  at  all.  At  the  same 
time,  there  has  been  a diversification  of  our  emergency 
rotations  with  more  emphasis  on  rotations  with  affiliated 
hospitals  allowing  exposure  of  residents  to  a broader 
range  of  clinical  practice.  The  College  is  grateful  for  the 
ongoing  cooperation  and  support  of  our  affiliates  and 
staffs  of  these  hospitals. 

The  Department  of  Family  Practice  has  been  stabilized 
under  the  leadership  of  Dr.  Robert  Bass  and,  thanks  to 
the  support  of  the  Legislature  in  the  past  fiscal  year, 
effective  recruiting  is  bringing  the  faculty  strength  back  to 
the  level  necessary  to  maintain  our  present  resident 
numbers.  The  College  appreciates  greatly  the  efforts  of 
the  Nebraska  Medical  Association  shown  by  their  fine 
support  for  the  request  to  the  Legislature  for  funding  to 
maintain  Family  Practice  as  a strong  department. 

In  the  teaching  of  medical  students,  the  decision  made 
three  years  ago  to  have  a more  strict  grading  system  for 
monitoring  student  performance  is  proving  of  value  with 
resulting  benefit  to  students.  Good  students  are  being 
rewarded  for  their  efforts  and  poorer  students  are  being 
helped  to  recognize  and  correct  deficiencies  at  an  early 
stage.  Curricular  adjustments  are  resulting  in  a more 
effective  use  of  the  clinical  years  allowing  us  to  provide  a 
more  rounded  comprehensive  program  of  clinical  training. 
One  hundred  fifty-three  freshman  students  are  to  be 
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seated  in  August  but  we  continue  to  monitor  closely  the 
various  factors  which  impinge  on  the  decision  about  future 
class  size. 

During  the  past  year,  specific  changes  which  resulted  in 
economies  were  the  consolidation  of  the  dental  program  of 
the  college  of  Medicine  with  those  of  the  College  of 
Dentistry.  This  consolidation  included  the  Section  of  Oral 
Surgery  in  the  College  of  Medicine  and  the  Pediatric 
Dentistry  program  of  the  Department  of  Pediatrics.  Both 
of  these  consolidations  were  effected  without  any  loss  of 
service  or  teaching  capability.  The  Department  of 
Dermatology  was  consolidated  into  the  Department  of 
Internal  Medicine  as  a Section  of  Dermatology.  This 
program  continues  to  be  a joint  program  with  Creighton 
University  under  the  aegis  of  the  Creighton/Nebraska 
Universities  Foundation. 

Clearly,  the  College  of  Medicine  has  experienced  many 
of  the  changes  which  are  being  felt  in  medical  education 
nationally.  However,  we  are  moving  through  these  periods 
of  transition  with  care  and  stability  and  I feel  we  are 
addressing  the  goals  before  us  with  strength  and 
enthusiasm. 

Respectfully  submitted, 

ALASTAIR  M.  CONNELL,  M.D. 

Dean 


REPORT  OF  THE  EXECUTIVE  DIRECTOR 
CONGRESS 

At  this  meeting  last  year,  the  big  story  was  the  “Block 
Grant”  law  passed  by  the  Congress  and  subsequently 
implemented  by  the  several  states. 

This  year  once  again  the  Congress  is  in  the  limelight 
with  the  passage  of  the  massive  tax  bill  in  August  which 
included  many  modifications  in  the  Medicare  and 
Medicaid  programs.  The  bill  will  have  significant  impact 
in  the  coming  years.  Principal  components  of  the  law  are 
contained  in  the  Report  of  the  Commission  on  Govern- 
mental Affairs. 

Another  bill  of  considerable  importance  to  medicine 
deals  with  the  FTC.  Amendments  pending  on  this 
legislation  would  curtail  the  power  of  the  FTC  to  assume 
authority  over  the  regulation  of  professional  organizations 
which  has  traditionally  been  the  right  of  the  individual 
state.  It  appears  a vote  on  this  issue  may  take  place  at 
approximately  the  same  time  as  the  Fall  Session.  The 
Nebraska  Medical  Association  has  been  cognizant  of  and 
active  in  making  their  views  on  these  vital  issues  known  to 
the  Congress. 

MEMBERSHIP 

1982  membership  records  indicate  a continued  upswing 
as  in  recent  years.  This  is  a reflection  of  continued 
strength  of  organized  medicine  in  the  state  with  the 
percentage  of  active  practitioners  showing  a gradual 
increase.  The  distribution  of  new  members  also  demon- 
strates the  growing  number  of  physicians  locating  in 
greater  Nebraska. 

The  Board  of  Councilors  will  be  discussing  membership 
with  the  possibility  of  this  group  assuming  a major 
responsibility  for  recruitment  activity  and  membership 
retention  on  an  on-going  basis.  Efforts  to  increase 
membership  in  all  categories  continues  to  be  an  important 
priority  for  the  Association  if  it  is  to  continue  a strong 
leadership  role  in  our  state. 


NEBRASKA  LEGISLATURE 

The  1983  edition  of  the  Nebraska  Legislature  is  only  a 
few  short  months  away.  With  1982  being  an  election  year, 
we  can  anticipate  a number  of  new  faces  in  this  body. 

Six  Senators  have  completed  their  service  and  chosen 
not  to  run  for  a 1983  term.  Additionally,  several  other 
races  involving  incumbents  could  prove  to  be  nip  and  tuck 
races. 

The  1983  session  will  be  90  days  in  length  and  again  we 
anticipate  a full  complement  of  health  legislation.  The 
growing  role  of  the  Legislature  and  its  impact  on  the  field 
of  health  continues  to  elevate  the  importance  of  this 
legislative  body. 

A legislative  conference  is  contemplated  later  in  the 
year  for  the  purpose  of  outlining  legislative  activity  and 
reviewing  potential  legislation.  Once  again  the  vigilence 
and  support  of  the  profession  will  be  paramount  to  the 
success  of  the  NMA  legislative  program  in  1983. 

OFFICE  UPDATE 

The  Headquarters  has  entered  the  field  of  electronics 
with  the  purchase  of  an  automatic  word  processor 
approved  by  the  Board  of  Directors.  The  new  machine  will 
allow  staff  to  store  information  on  a magnetic  disc,  modify, 
assemble,  retrieve  and  print  stored  information.  It  will 
further  enhance  the  efficiency  and  productivity  of  the 
office. 

Respectfully  submitted, 

KENNETH  NEFF 
Executive  Director 


REPORT  OF  THE  COMMISSION 
ON  PUBLIC  AFFAIRS 

C.  Lee  Retelsdorf,  M.D.,  Omaha  - Chairman;  Edward  E.  Gatz,  M.D., 
Omaha;  Donald  T Glow.  M.D.,  Omaha;  John  J.  Hoesing.  M.D.,  Omaha; 
Donald  E.  Matthews.  M.D..  Lincoln;  Craig  R.  Nolte,  M.D.,  Lincoln;  Joseph 
M.  Rapoport,  M.D.,  Omaha;  F.  Thomas  Waring.  M.D.,  Fremont 

The  Commission  has  several  projects  and  areas  of 
activity  underway  and  presents  this  Report  to  the  House 
of  Delegates. 

1.  The  Commission  completed  its  pilot  project  entitled 
“Health  News  Update,”  which  was  initiated  in  January, 
1982.  This  effort  was  funded  with  a $3,000  appropriation 
from  the  Board  of  Directors.  It  consisted  of  fourteen 
recorded  radio  news  interviews.  Physicians  were  inter- 
viewed on  a current  health  news  subject,  and  the  program 
was  then  electronically  capsulized  into  a two-to-three 
minute  news  item  interview.  The  physician  interviewed 
listened  to  and  approved  the  prepared  program  as  did  two 
members  of  the  Commission  on  Public  Affairs.  If 
alterations  were  needed,  the  taped  program  was  changed. 
Twenty-one  radio  stations  were  then  contacted  every 
other  Friday  and  the  news  department  listened  to  the 
program  following  which  the  tape  was  replayed  into  each 
station’s  recording  equipment  if  the  station  wished.  The 
twenty-one  stations  that  participated  in  the  pilot  project 
were:  KBRB  - Ainsworth;  KCOW,  KFAH  - Alliance; 
KCSR  - Chadron;  KGMT  - Fairbury;  KHUB  - Fremont; 
KMMJ,  KRGI  - Grand  Island;  KGFW,  KRNY  - Kearney; 
KRVN  - Lexington;  KLIN  - Lincoln;  KNEN,  WJAG  - 
Norfolk;  KODY,  KAHL  - North  Platte;  KYNN,  KFAB  - 
Omaha;  KMOR,  KNEB,  KOLT  - Scottsbluff.  All  but  one 
or  two  accepted  and  recorded  each  program  offered  to 
them. 

A survey  of  the  radio  stations  indicated  the  program  is 
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used  and  valued  by  the  news  staff.  The  Nebraska  Medical 
Association  receives  recognition  in  each  program  and  is 
therefore  building  a favorable  public  image  steadily. 

Total  cost  for  the  production  and  distribution  of  the 
programs  has  averaged  approximately  $170.00  per  pro- 
gram. This  amount  included  the  work  of  planning  and 
interviews,  recording  the  interviews,  writing  the  script, 
editing  the  interview  tape  to  conform  to  program  time 
requirements,  having  the  tape  approved  by  the  approval 
team  of  physicians,  and  then  calling  the  programs  out  to 
the  individual  stations  so  they  were  able  to  record  the  tape 
in  the  news  room. 

Following  completion  of  the  project,  the  Commission  on 
Public  Affairs  met  and  reviewed  the  effort.  There  was  a 
general  consensus  by  the  Commission  that  the  program 
should  be  continued  for  a period  of  one  year  based  on 
providing  a program  to  the  stations  every  other  week.  The 
cost  per  program  will  be  reduced  to  $150.00.  The  Board 
of  Directors  has  approved  an  appropriation  of  $3,750  to 
cover  the  cost  of  programming  for  one  year.  The 
Commission  is  in  the  process  of  formulating  the  program 
topics  and  specifications  that  will  direct  the  project. 
Primary  emphasis  will  be  placed  on  utilizing  physicians 
while  they  are  in  attendance  at  an  NMA-sponsored 
Commission  meeting  or  a meeting  of  another  type,  such  as 
a Board  of  Councilors  or  House  of  Delegates  Session.  We 
anticipate  several  interviews  will  be  completed  during  the 
Fall  Session.  Measurement  of  success  and  acceptance  by 
the  public  will  be  built  into  the  program  to  the  extent 
possible. 

2.  A series  of  spot  announcements  for  distribution  to  the 
broadcast  media  will  be  taped  by  Doctor  Allan  Landers, 
President  of  the  Association,  in  the  near  future.  These 
tapes,  which  are  distributed  once  or  twice  per  year,  have 
been  a successful  mechanism  for  distributing  health 
information  to  Nebraskans. 

3.  The  Commission  has  continued  its  interest  in 
initiating  and  augmenting  meetings  between  physicians 
and  business  leaders  in  Nebraska  communities.  Informa- 
tion on  this  activity  was  distributed  to  the  president  of 
each  county  medical  society  several  months  ago.  In  an 
effort  to  determine  interest  in  this  activity,  representa- 
tives of  the  Commission  on  Public  Affairs  will  meet  with 
representatives  of  several  county  medical  societies  during 
the  Fall  Session. 

4.  A detailed  “Report  of  the  State  of  Our  Health  in 
Nebraska,”  covering  several  subject  areas,  will  be 
distributed  to  the  media  in  December,  1982.  This  will  be 
the  third  report  of  this  nature  distributed  by  the 
Association. 

5.  The  Commission  also  continues  to  distribute  a packet 
of  Health  Tips  to  over  200  newspapers,  75  radio  stations, 
and  9 television  stations  each  month.  Statistics  indicate 
that  thus  far  in  1982,  we  are  averaging  40  newspapers, 
producing  an  average  of  89  articles  each  month.  For  the 
year  1981,  we  received  a total  of  1,181  clippings  of  the 
articles  that  appeared  in  Nebraska  newspapers.  In 
December,  we  will  poll  the  radio  stations  and  newspapers, 
requesting  a response  to  the  project  and  soliciting 
recommendations  for  improvement  as  observed  by  the 
media.  Prior  to  that  date,  we  will  personally  contact  the 
television  stations  to  ascertain  the  feeling  regarding  the 
scripts  and  slide  packet  distributed  each  month.  This 
phase  of  the  program  will  be  analyzed  in  the  near  future  to 
determine  whether  the  materials  distributed  to  the 
television  stations  could  be  improved,  altered  or  dis- 
continued. 

Attached  to  this  Report  is  a small  flyer  on  Nebraska 
physician  facts,  which  carries  a few  of  the  statistics 


derived  from  the  in-depth  manpower  study  completed  by 
the  Association  in  July  of  each  year. 

The  Commission  submits  this  Report  to  the  House  of 
Delegates  for  its  consideration. 

REPORT  OF  THE  COMMITTEE 
ON  HEALTH  PLANNING 

C.  J.  Cornelius,  Jr.,  M.D.  Sidney  - Chairman;  Gordon  Adams,  M.D., 
Norfolk;  Lewiston  W.  Birkmann,  M.D  , Lincoln;  James  Carson,  M.D., 
McCook;  Allen  Dvorak,  M.D.,  Omaha,  Dale  Ebers,  M.D.,  Lincoln;  Louis  J 
Gogela,  Jr.,  M.D.,  Beatrice;  Roger  Jacobs,  M.D.,  Seward;  Duane  Krause, 
M.D.,  Fremont,  Morton  H.  Kulesh,  M.D.,  Omaha,  Roger  D.  Mason,  M.D., 
Omaha;  Donald  Prince,  M I)  , Minden;  C.  Lee  Retelsdorf,  M.D.,  Omaha; 
Eugene  Sucha,  M.D  . West  Point;  Craig  Urbauer,  M.D,,  Lincoln;  Thomas  H 
Wallace,  M.D.,  Gordon. 

The  Committee  on  Health  Planning  held  no  formal 
meetings  since  the  Annual  meeting.  However,  we  have 
continued  to  monitor  the  health  planning  progress  of  the 
State  Health  Coordinating  Council  which  now  is  charged 
with  the  planning  for  the  entire  state  under  PL  93-64 1 and 
its  amendments.  Local  Advisory  Committees  have  been 
appointed  by  the  Governor  for  the  former  Nebraska 
portion  of  HPCM,  for  the  former  SENHSA,  and  for  each 
of  the  sub  areas  of  the  former  GNHSA,  namely 
Panhandle,  West  Central,  Central,  and  Northern  Areas. 
These  committees  will  attempt  to  continue  to  provide 
grass-roots  input  plus  review  and  comment  functions  for 
certain  portions  of  the  State  Health  Plan. 

The  current  time  table  anticipates  release  of  the  4th 
(draft)  Edition  of  the  State  Health  Plan  for  review  and 
comment  in  mid-September  with  final  adoption  slated  for 
late  November  of  this  year.  Your  Committee  plans  to 
review  this  document  and  develop  comments  for  review 
by  the  NMA  Board  of  Directors  and  presentation  at  the 
public  hearing.  Two  additional  sections  for  the  NMA 
position  papers  on  health  planning  are  appended  for  your 
consideration. 

Your  Committee  is  currently  considering  the  develop- 
ment of  a paper  concerning  the  relationship  between  the 
NMA  and  Nebraska’s  medical  schools.  This  subject  is 
very  complex  and  will  require  considerable  deliberation.  It 
is  hoped  that  this  paper  will  be  ready  for  your 
consideration  at  the  1983  Annual  meeting. 

The  Committee  would  like  to  thank  all  those  members 
of  the  Association  who  have  responded  when  called  upon 
in  the  development  of  NMA  position  papers  and 
testimony. 

Your  Committee  will  continue  to  be  active  in  all  phases 
of  health  planning  and  welcome  your  suggestions  and 
comments. 

Level  III  Neonatal  Intensive  Care  Services 

Level  III  Neonatal  Intensive  Care  Services  should  be 
available  to  all  Nebraska  residents  requiring  such  services. 
The  level  of  care  requires  specially  trained  Neonatologists 
as  opposed  to  Level  II  care  which  is  usually  provided  by 
general  pediatricians  with  some  special  training  and 
interest  in  neonatology  and  Level  I which  is  provided  in  all 
hospitals,  which  provide  obstetrical  services,  by  general 
and  family  practitioners. 

The  complicated  disease  processes  inherent  in  these 
patients  require  sophisticated  and  complex  technology  for 
their  diagnosis  and  treatment.  In  addition,  many  of  the 
other  pediatric  subspecialties  (cardiology,  genetic,  pul- 
monology, gastroenterology,  surgery,  etc.)  are  also  re- 
quired for  the  care  of  these  patients.  The  need  for  these 
subspecialties  and  for  additional  technical  back-up  serv- 
ices necessitates  that  these  units  be  located  in  urban  areas. 
The  referral  system  for  these  services  is  well  established 
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and  the  ever-improving  methods  of  transport  permit 
transfer  of  patients  to  these  referral  centers  quickly  and 
efficiently. 

Care  must  be  taken  to  ensure  that  the  quality'  of  services 
provided  in  each  Level  III  unit  remains  high.  However,  the 
use  of  fixed-ratio  minimum  unit  size  requirements  and 
minimum  staffing  levels  should  be  avoided  because  of  the 
variability  of  each  community’s  needs  and  the  expertise  of 
the  physicians  involved.  Unit  size  and  services  rendered 
should  be  determined  by  the  medical  staff  and  the 
governing  board  of  each  hospital  offering  this  service 
rather  than  by  governmental  agencies.  A reduction  in  the 
level  of  governmental  regulation  might  well  result  in 
significant  savings  to  those  persons  requiring  Level  HI 
neonatal  intensive  care  services. 

Training  programs  must  strive  to  provide  physicians 
who  are  capable  of  rendering  high  quality  neonatal  services 
to  this  high  risk  group.  Continuing  medical  education  is 
also  essential  for  maintaining  and  updating  the  skills  of  the 
neonatologists  staffing  the  current  Level  HI  units.  New' 
Level  III  units  should  not  be  offered  unless  a definite  need 
can  be  demonstrated  and  a sufficient  number  of  qualified 
physicians  and  support  staff  are  available  to  provide  high 
quality  service. 

Cardiology,  Cardiac  Catheterization  and 
Open  Heart  Surgery 

Cardiology  services  of  high  quality  and  up-to-date 
technology  should  be  available  to  all  citizens  of  Nebraska. 
These  services  include  prevention,  diagnosis,  medical  and 
surgical  treatment,  and  rehabilitation,  and  are  provided 
by  general  and  family  practitioners,  general  internists, 
pediatricians,  cardiologists,  radiologists,  and  cardiovas- 
cular surgeons. 

General  cardiology  services  are  provided  in  all  parts  of 
the  state  by  family  and  general  practitioners,  pediatricians, 
and  general  internists.  These  services  include  both  out- 
patient and  in-patient  services  and  include  for  the  most 
part  non-invasive  diagnostic  services  (including  radi- 
ographic and  ultra-sound  imaging),  cardiac  monitoring 
and  medical  management.  An  efficient  and  effective 
informal  referral  mechanism  exists  for  transferring  car- 
diac patients  to  the  larger  population  centers  for  more 
sophisticated  care  and  to  metropolitan  areas  for  nuclear 
radiographic  imaging  and  for  intensive  diagnostic  and 
surgical  services. 

The  level  and  quality  of  cardiology  services  has 
improved  steadily,  particularly  over  the  past  10  years,  and 
will  continue  to  be  upgraded  in  the  future.  Improved 
services  have  required  steadily  improving  technology  and 
increasing  intensity  of  service  with  a concomitant  increase 
in  cost.  The  results  in  decreasing  morbidity  and  mortality, 
and  increased  longevity  of  cardiac  patients  testifies  to  the 
cost  effectiveness  of  this  continuing  trend.  The  wide- 
spread availability  of  services  such  as  coronary  care 
monitoring,  cardiac  defibrillation  and  cardioversion, 
cardiac  pacing,  treadmill  testing,  remote  EKG  and  Holter 
monitoring,  and  echo  cardiography  permit  most  cardiac 
patients  to  receive  services  close  to  home. 

Coronary  angiographic  services  are  available  in  the 
metropolitan  communities  of  Omaha  and  Lincoln  and  in 
out  of  the  state  centers  such  as  Denver,  Colorado.  These 
facilities  services  are  currently  adequate  to  provide  timely 
services  for  all  needing  some  and  appear  to  have  sufficient 
additional  capacity  to  satisfy  Nebraska  citizens’  needs  for 
the  foreseeable  future.  Current  evidence  suggests  that 
coronary  angiographic  and  open  heart  surgical  services  go 
hand  in  hand  and  the  development  of  angiographic 
capabilities  in  hospitals  not  equipped  and  staffed  for  open 


heart  surgery  should  be  evaluated  very  critically  by  both 
the  medical  staff  and  the  hospital  administration. 

Open  heart  surgery  services  are  available  in  all  but  one 
of  the  metropolitan  hospitals  which  currently  practice 
coronary  angiographic  services.  Current  facilities  are 
adequate  to  provide  for  Nebraska’s  needs  and  can 
accommodate  increased  demands  over  the  next  few  years 
without  overburdening  the  system.  The  use  of  a fixed 
number  of  procedures  per  year,  as  advocated  by  Federal 
and  State  planners,  as  a guarantee  of  cost  effectiveness 
and  of  high  quality  service  is  not  endorsed  by  the 
Nebraska  Medical  Association.  We  believe  that  quality  of 
service  depends  on  the  dedication  of  the  professional  staff 
involved  and  that  the  cost  involved  in  providing  these 
sophisticated  services  demands  cost  effective  programs. 
Relying  on  numbers  of  procedures  alone  guarantees 
neither  high  quality  nor  cost  effectiveness. 

In  summary',  the  Nebraska  Medical  Association  be- 
lieves that  Nebraska’s  citizens  are  receiving  cardiology 
services  of  high  quality  throughout  the  state  and  that 
these  services  are  continually  being  upgraded.  Sophis- 
ticated diagnostic  and  treatment  services  are  adequate  for 
the  foreseeable  future,  particularly  in  the  areas  of  cardiac 
catheterization  and  open  heart  surgery.  The  Nebraska 
Medical  Association  believes  that  the  needs  of  the  State 
of  Nebraska  are  better  served  when  the  quality  and  cost 
effectiveness  of  services  are  determined  by  the  medical 
staff  and  the  governing  boards  of  the  institutions  involved 
than  by  the  establishment  of  arbitrary'  numerical  guide- 
lines. We  further  believe  that  the  promotion  of  a more 
healthy  life  style  (including  cessation  of  smoking,  regular 
exercise,  stress  management,  weight  control,  and  dietary 
management),  early  detection  and  treatment  of  diseases 
associated  with  increased  cardiovascular  complications 
(such  as  hypertension,  diabetes,  hyperlipidemia,  etc.)  and 
the  development  of  improved  diagnostic  screening  tech- 
niques hold  more  promise  for  improved  patient  outcomes 
than  do  improved  surgical  treatment. 

The  Nebraska  Medical  Association  will  continue  to  be 
active  in  monitoring  the  development  of  new  and  exciting 
technology  for  the  provision  of  high  quality  cardiology 
services  in  the  State  of  Nebraska. 


REPORT  OF  THE  COMMISSION  ON 
CLINICAL  MEDICINE 

William  Rumbolz,  M.D.,  Omaha  - Chairman;  John  Bancroft,  M.D., 
Kearney;  Jackson  Bence,  M.D.,  Grand  Island;  James  Carson,  M.D., 
McCook;  Patrick  Clare.  M.D.,  Lincoln;  Robert  Osborne,  M.D.,  Lincoln; 
Francis  Donahue,  M.D.,  Omaha. 

The  Commission  on  Clinical  Medicine  is  made  up  of 
five  on-going  committees.  Interim  reports  are  submitted 
by  three  of  these  committees  for  informational  purposes. 

Ad-Hoc  Committee  on  Maternal  and  Child  Health 

William  Rumbolz,  M.D.,  Omaha  • Chairman;  George  M.  Adam,  M.D., 
Hastings;  Charles  Field,  M.D..  Omaha;  L.  Palmer  Johnson.  M.D.,  Lincoln; 
Bruce  Taylor.  M.D.,  Lincoln;  Larry  Wilson,  M.D.,  Gothenburg;  Lawrence 
Bausch,  M.D.,  Lincoln;  Robert  Grant,  M.D.,  Lincoln;  Robert  Nelson,  M.D., 
Omaha;  Kenton  Shaffer,  M.D.,  Kearney. 

The  Maternal  and  Child  Health  Committee  continues 
to  collect  data  on  neonatal  and  infant  deaths.  This  data  is 
abstracted  and  is  being  input  into  the  computer  of  the 
Nebraska  Department  of  Health.  Since  our  last  report, 
efforts  are  underway  to  extract  desired  information  from 
the  computer.  It  is  hoped  that  a report  can  be  generated 
from  this  information. 


358 


Nebraska  Medical  Journal 


December  1 982 


Ad-Hoc  Committee  on  Athletic  Medicine 

Patrick  Clare,  M.D.,  Lincoln  - Chairman;  Stanley  Bach,  M.D.,  Omaha; 
Jackson  Bence,  M.D.,  Grand  Island;  S.  I.  Fuenning,  M.D.,  Lincoln;  Jack  K. 
Lewis,  M.D.,  Omaha;  Charles  Newman,  M.D.,  Lincoln;  Wm.  Michael  Walsh, 
M.D.,  Omaha;  George  F.  Sullivan,  R.P.T.,  Lincoln;  Wayne  Wagner,  A.T.C., 
Omaha. 

The  Ad-Hoc  Committee  on  Athletic  Injuries  took  part 
in  the  state  meeting,  including  planning  and  arranging  the 
sports  medicine  luncheon.  Francis  Allen,  head  coach  of 
the  University  of  Nebraska  NCAA,  was  the  featured 
speaker.  He  brought  four  of  his  gymnasts  with  him,  which 
added  to  an  excellent  and  well  attended  luncheon 
program. 

An  interesting  sports  medicine  program  followed  the 
luncheon,  in  which  there  were  some  really  excellent 
presentations.  The  attendance  was  rather  poor,  which  was 
somewhat  embarrassing  to  the  committee  and  the 
speakers,  who  had  obviously  put  a lot  of  effort  into  their 
papers.  Based  on  attendance,  I feel  our  committee  should 
not  schedule  an  athletic  medicine  program  on  such  a 
regular  basis. 

Scientific  Sessions  Committee 

Dale  Ebers,  M.D.,  Lincoln  - Chairman;  Paul  Collicott,  M.D.,  Lincoln; 
Stuart  Embury,  M.D.,  Holdrege;  Richard  Hranac,  M.D.,  Kearney;  Larry 
Roffman,  M.D.,  Omaha;  Robert  Stryker,  M.D.,  Omaha;  Richard  Tempero, 
M.D.,  Omaha;  Richard  Tollefson,  M.D.,  Wausa. 

The  Scientific  Sessions  Committee  has  met  on  two 
occasions  since  our  April  30-May  3,  1982  Annual  Session 
in  Omaha.  The  first  meeting  was  mainly  a review  of  the 
specific  details  of  the  1982  Annual  Session,  and  repre- 
sentatives of  each  participating  organization  were  invited 
to  be  present.  Initial  discussion  also  took  place  regarding 
the  1983  Session  scheduled  Friday,  April  29,  through 
Monday,  May  2,  at  the  Hilton  Hotel  in  Lincoln,  Nebraska. 
Prior  to  the  second  meeting  of  the  Committee,  the  NMA 
membership  was  sent  a preference  survey  which  the 
Committee  felt  would  provide  additional  input  regarding 
the  1982  Session  and  provide  preferences  for  desired 
programs  and  format  for  use  by  the  Committee  in 
developing  the  1983  Session.  The  registration  breakdown 
for  the  1982  Session  is  as  follows: 

Physicians 330 

Dentist 1 

Perinatal 65 

Auxiliary 65 

Speakers: 

Physician 131 

Other 18 

Students 25 

Phys.  Assist 1 

Guests 41 

House  Officers 2 

Total 679 

The  Committee  was  pleased  with  the  substantial 
increase  in  attendees  that  was  accomplished  in  part  by  the 
expanded  program  format. 

Nearly  all  of  the  organizational  groups  that  participated 
in  the  1982  Annual  Session  have  indicated  an  intent  to 
take  part  in  1983.  In  addition,  five  additional  groups  have 
expressed  an  interest  in  participating. 

The  previous  participants  and  those  indicating  an 
interest  were  invited  to  the  second  meeting  of  the  Scientific 
Sessions  Committee  which  was  held  on  August  19.  The 
plans  for  the  1983  Session  are  well  underway  and  we  feel 
an  outstanding  array  of  programming  will  be  presented. 
As  specific  details  regarding  general  subject  matter,  and 
then  more  specific  information  is  generated,  it  will  be 


carried  in  membership  Newsletters  and  the  Nebraska 
Medical  Journal.  The  increasing  popularity  of  the 
program  can  be  attributed  to  the  effort  of  the  various 
groups  in  producing  the  overall  Annual  Session  program. 
The  Scientific  Sessions  Committee  recognizes  and  appre- 
ciates the  work  they  have  done.  We  are  optimistic  about 
the  program  being  developed  for  1983  and  hope  to 
increase  attendance  even  further. 


REPORT  OF  THE  COMMISSION 
ON  GOVERNMENTAL  AFFAIRS 

Jerald  R.  Schenken,  M.D.,  Omaha  - Chairman;  Chris  Caudill,  M.D., 
Lincoln;  Monroe  Dowling,  M.D.,  Lincoln;  John  Fitzgibbons,  M.D.,  Omaha; 
Robert  Sidner,  M.D.,  Kearney;  Todd  Sorensen,  M.D.,  Scottsbluff;  Herbert 
Reese,  M.D.,  Lincoln. 

The  Commission  recently  held  a conference  call  to 
discuss  the  scope  and  impact  of  the  recently  passed  tax 
bill  by  Congress. 

The  multitude  of  issues  contained  in  the  bill  involve 
physician  and  hospital  reimbursement  emphasizing  the 
importance  of  the  membership  being  constantly  alert  as  to 
the  results  of  this  far-reaching  legislation.  Further 
assessments  of  the  new  law  will  be  made  as  regulations  are 
released. 

The  following  is  a resume  of  the  law: 

CONFEREES’  DECISIONS  ON  H.R.  4961 
MEDICARE 

Medicare  Payments  Secondary  for  Older  Workers 
Choosing  to  be  Covered  Under  Group  Health  Plans 

— The  conferees  agreed  to  the  Senate  provision  which 
would  require  employers  to  offer  employees  aged  65 
through  69  and  their  dependents  the  same  health  benefit 
plan  offered  to  younger  workers  and  would  make  medicare 
the  secondary  payor  to  those  plans  for  such  employees 
and  their  aged  spouses.  The  decision  whether  to  take  this 
private  coverage  or  select  medicare  as  primary  payor 
would  be  voluntary  for  the  individual.  Medicare  payments 
would  be  reduced  for  any  item  or  service  furnished  to  an 
employee  or  spouse  if  the  combined  payment  under 
medicare  and  the  employer’s  health  plan  would  otherwise 
exceed,  for  items  or  service  reimbursed  on  a cost  basis, 
their  reasonable  cost,  or,  for  items  or  services  reimbursed 
on  a charge  basis,  the  higher  of  medicare’s  reasonable 
charge  or  the  amount  allowable  under  the  employer  health 
benefits  plan.  In  no  case  would  medicare  pay  more  than  it 
would  otherwise  have  paid.  Employers  with  less  than  20 
employees  would  be  exempt  from  the  provision.  The 
measure  would  become  effective  January  1,  1983. 

Reimbursement  for  Inpatient  Radiology  and 
Pathology  Services  — Under  current  law,  medicare  part 
B pays  100  percent  of  the  reasonable  charges  of 
radiologists  and  pathologists  who  furnish  radiology  and 
pathology  services  to  hospital  inpatients  and  who  accept 
assignment  in  all  cases  for  these  services. 

The  conferees  agreed  to  the  Senate  provision  which 
eliminates  the  special  100  percent  reimbursement  rate 
thereby  providing  that  medicare  will  pay  for  such  services 
on  the  same  basis  as  other  physicians’  services,  i.e.,  80 
percent  of  reasonable  charges  after  the  part  B deductible 
has  been  met. 

Reimbursement  of  Provider-Based  Physicians  — 

The  conferees  agreed  to  a Senate  provision,  with  minor 
modifications,  which  directs  the  Secretary  of  Health  and 
Human  Services  to  prescribe  regulations  which  will 
distinguish  between  (1)  professional  medical  services 
which  are  personally  rendered  to  an  individual  patient, 


Physicians 

Omaha 249 

Lincoln 84 

Out-state 113 

Out-of-state 15 

Total 461 
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which  contribute  to  the  patient’s  diagnosis  or  treatment, 
and  are  reimbursable  only  under  Part  B on  a charge  basis; 
and  (2)  professional  medical  services  which  are  of  benefit 
to  patients  generally  and  which  can  be  reimbursed  only  on 
a reasonable  cost  basis.  Reasonable  cost  reimbursement 
for  provider-based  services  could  not  exceed  a reasonable 
compensation  equivalent  established  by  the  Secretary  in 
regulations. 

Medicare  Reimbursement  to  Hospitals  — The 

conferees  agreed  to  hospital  reimbursement  provisions,  as 
follows: 

(a)  Expansion  of  Section  223  Limits  to  Include 
Ancillary  Costs  — 

(i)  The  current  Section  223  limitation  would  be 
extended  to  include  ancillary  costs,  applied  on  an  average 
cost-per-case  basis,  and  adjusted  for  case  mix.  In  no  case 
would  reimbursement  on  a cost-per-case  basis  be  reduced 
below  the  current  allowable  cost-per-case.  The  new 
limitation  would  be  applicable  to  hospital  cost  reporting 
periods  beginning  on  or  after  October  1,  1982.  For  the 
first  year,  the  limitation  would  be  set  at  120  percent  of  the 
mean  for  hospitals  of  the  same  type;  for  the  second  year, 
the  limitation  would  be  115  percent  of  the  mean;  and  for 
the  third  and  subsequent  years,  the  limitation  would  be 
110  percent  of  the  mean. 

(ii)  Appropriate  adjustments  would  be  required  for 
the  special  needs  of  psychiatric  hospitals  and  hospitals 
serving  a significantly  disproportionate  number  of  low- 
income  or  medicare  patients.  Rural  hospitals  with  less 
than  50  beds  would  be  excluded.  Other  appropriate 
exemptions,  exceptions,  and  adjustments  would  be 
required  as  in  the  Senate  provision. 

(b)  Three-vear  Rate  of  Increase  Provision  — 

(i)  A “target”  reimbursement  system  would  be 
established.  The  target  rate  would  be  the  previous  year’s 
allowable  operating  costs  per  case  (or,  after  the  first  year, 
the  previous  year’s  target  amount)  increased  by  the 
percentage  increase  in  the  hospital  wage  and  price  index 
plus  one  percentage  point.  A hospital  with  operating  costs 
below  the  target  rate  would  be  paid  its  costs  plus  a bonus 
of  50  percent  of  the  savings  (not  to  exceed  5 percent  of  the 
target  rate);  a hospital  with  costs  above  the  target  rate 
would  be  allowed  25  percent  of  its  costs  in  excess  of  the 
target  for  the  first  two  years;  none  of  the  excess  would  be 
reimbursed  in  the  third  year.  Provider  payments  under 
the  target  reimbursement  system  could  not  exceed  the 
amount  payable  under  the  new  Section  223  limitations. 

(ii)  The  Secretary  of  HHS  would  be  required  to 
provide  for  appropriate  exemptions,  exceptions,  and 
adjustments  as  in  the  Senate  provision. 

(iii)  The  target  reimbursement  system  would  be 
applicable  to  a hospital’s  first  three  cost-reporting  periods 
beginning  on  or  after  October  1,  1982,  but  cease  upon 
implementation  of  a prospective  payment  system. 

(c)  Prospective  Payments  for  Hospitals  and 
Skilled  Nursing  Facilities  — The  Secretary  would  be 
required  to  develop,  in  consultation  with  the  Senate 
Committee  on  Finance  and  the  House  Committee  on 
Ways  and  Means,  medicare  prospective  reimbursement 
proposals  for  hospitals,  skilled  nursing  facilities  and,  to 
the  extent  feasible,  other  providers,  and  to  report  to  the 
committees  on  the  proposals  within  five  months  of  the 
date  of  enactment. 

(d)  Recognition  of  State  Hospital  Cost  Control 

Systems  — The  Secretary  would  be  authorized  to 
provide,  at  the  request  of  a State,  that  medicare  hospital 
payments  could  be  made  under  a hospital  reimbursement 
control  system  in  the  State  if,  and  so  long  as:  (1)  the 


system  applies  to  substantially  all  non-Federal  hospitals 
and  at  least  75  percent  of  hospital  inpatient  revenues  in 
the  State;  (2)  the  system  treats  payors,  hospital  em- 
ployees, and  patients  equitably;  and  (3)  the  Secretary  is 
satisfied  that  it  will  not  result  in  greater  medicare 
expenditures  over  a three-year  period.  In  making  this 
determination,  the  Secretary  could  recognize  previous 
cost  savings  under  the  system.  With  respect  to  the 
authority  provided  to  the  Secretary  under  current  law  to 
establish  and  continue  medicare  demonstration  projects, 
the  Secretary  would  be  prohibited  from  terminating  a 
project  for  six  months  after  he  notifies  the  State  of  his 
decision  to  terminate. 

Elimination  of  Duplicate  Payments  for  Outpatient 

Services  — The  conferees  agreed  to  the  Senate  provision 
which  requires  the  Secretary  of  Health  and  Human 
Services  to  issue  regulations  that  would  eliminate  the 
duplicate  payment  of  overhead  expenses  from  the  charges 
of  a physician  who  performs  services  in  a hospital’s 
outpatient  department. 

Reimbursement  of  Assistants  at  Surgery  — The 

conferees  agreed  to  the  Senate  provision,  with  minor 
modifications.  The  provision  prohibits  reasonable  charge 
reimbursement  for  an  assistant  at  surgery  in  hospitals 
where  an  approved  training  program  exists  in  the 
specialty,  except  under  the  following  exceptional  cir- 
cumstances: (1)  the  service  is  complex  and  requires 
performance  by  a team  of  physicians;  (2)  the  patient  has 
multiple  conditions  which  require  the  presence  of  and 
active  care  by  a physician  of  another  specialty  during  an 
operation;  (3)  exceptional  medical  circumstances;  and 
(4)  other  exceptional  circumstances  as  determined  by  the 
Secretary. 

Health  Maintenance  Organizations  and  Other 
Competitive  Medical  Plans  — The  conferees  agreed  to 
the  Senate  provision  with  the  following  changes: 

(a)  accept  the  Senate  definition  of  an  eligible  plan, 
except  that  State  licensed  HMO’s  would  not  be  included 
in  the  definition; 

(b)  accept  a provision  with  regard  to  HMO  and  other 
plan  qualification  standards  which  require  the  HMO  to 
pxovide  all  medicare  services,  and  requires  the  Secretary 
to  approve  a minimum  benefit  package; 

(c)  require  the  Secretary  to  establish  guidelines  for 
beneficiary  information; 

(d)  accept  the  Senate  provision  with  regard  to  enroll- 
ment mix  with  a modification  eliminating  the  requirement 
that  medicare  enrollment  in  a plan  not  exceed  50  percent; 

(e)  accept  the  Senate  provision  with  a modification 
requiring  that  participating  HMO’s  or  plans  have  at  least 
5,000  members  (although  the  Secretary  could  waive  the 
requirement  for  rural  HMO’s  and  plans)  and  requiring  the 
Secretary  to  be  satisfied  that  an  HMO  has  the  capacity  to 
bear  the  risk  of  potential  financial  losses; 

(f)  accept  a modification  requiring  enrollment  of  two 
medicare  beneficiaries  who  are  not  members  of  an  HMO 
in  order  to  convert  one  medicare  beneficiary; 

(g)  accept,  with  minor  modification,  the  Senate  pro- 
vision relating  to  the  calculation  of  the  government 
contribution. 

(h)  accept  the  Senate  provision  relating  to  distribution 
of  HMO  and  plan  savings  except  (i)  the  requirement  for 
approval  of  a broader  minimum  benefit  package  by  a 
committee  of  members  and  (ii)  the  requirement  that 
“rebates”  and  dividends”  be  offered  to  beneficiaries. 

Hospice  Care  — The  conference  agreement  follows 
the  Senate  provision  with  the  following  changes: 
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(a)  the  benefit  period  would  consist  of  two  periods  of 
90  days  and  one  period  of  30  days; 

(b)  the  reference  to  “speech  therapy”  would  be 
changed  to  “speech-language  pathology"; 

(c)  the  Senate  provision  would  be  clarified  to  authorize 
the  Secretary  to  eliminate  duplication  where  any  provider 
requirements  under  this  provision  are  identical  to 
requirements  already  met  by  the  provider  under  other 
agreements  with  the  Secretary. 

(d)  there  would  be  no  reimbursement  under  part  B for 
an  individual’s  attending  physician  who  is  employed  by 
the  hospice; 

(e)  counseling  would  be  included  as  a core  service; 

(f)  the  Senate  provision  would  be  clarified  to  provide 
that  non-core  services  could  be  provided,  under  arrange- 
ments, by  others. 

(g)  a five-percent  copayment  on  respite  care  services 
and  a five-percent  copayment  on  drugs  covered  are 
required  under  the  provision. 

The  entire  hospice  provision  expires  on  September  30, 
1986. 

Prohibiting  Recognition  of  Payments  Under  Per- 
centage Arrangements  — The  conferees  agreed  that, 
with  respect  to  all  providers,  no  cost  incurred  under  a 
contract  would  be  considered  reasonable  if  determined  as 
a percentage  (or  other  proportion)  of  the  provider’s 
reimbursement.  The  provision  would  not  apply  where 
costs  incurred  under  a percentage  arrangement  were 
subject  to  the  limitation  on  reimbursement  of  provider- 
based  physicians  established  elsewhere  in  the  conference 
agreement. 

Further,  the  provision  would  not  apply  to  a percentage 
contract  that  is  reasonable  and  where  such  contract  is  a 
customary  commercial  business  practice  or  provides 
incentives  for  the  efficient  and  economical  operation  of 
the  provider  of  services. 

Private  Sector  Utilization  Review  — The  conferees 
agreed  to  a statutory  provision  which  would  require  the 
Secretary  of  HHS  to  undertake  an  initiative  to  improve 
medical  review  by  intermediaries  and  carriers  under 
medicare  and  to  encourage  similar  review  efforts  by 
private  insurers  and  other  private  entities.  The  initiative 
would  include  the  development  of  specific  standards  for 
measuring  the  performance  of  intermediaries  and  carriers 
with  respect  to  the  identification  and  reduction  of 
unnecessary  utilization  of  health  services. 

Establishment  of  Utilization  and  Quality  Control 
Peer  Review  Program  — The  conferees  agreed,  with 
modifications,  to  the  Senate  provision  repealing  the 
existing  Professional  Standards  Review  Organization 
(PSRO)  program  and  requiring  the  Secretary  of  HHS  to 
enter  into  performance  contracts  for  utilization  and 
quality  control  peer  review. 

The  conference  agreement  follows  the  Senate  Provision 
requiring  two-year  contracts  with  peer  review  organiza- 
tions composed  of,  or  having  available,  a substantial 
number  of  licensed  physicians  with  a modification  which 
would: 

(a)  prohibit  contracts  with  provider  or  provider-affiliated 
organizations  (although  subcontracts  for  delegated  review). 

(b)  provide  that  contract  termination  procedures  would 
not  apply  to  contract  nonrenewals. 

The  conferees  agreed  to  the  Senate  provision  exempt- 
ing review  organizations  from  the  Freedom  of  Information 


Act  and  establishing  disclosure  rules  for  such  organiza- 
tions with  a modification  which  would: 

(a)  require  the  review  organization  to  disclose  to  the 
appropriate  State  agency  information  identifying  a par- 
ticular practitioner  or  provider  when,  in  the  organization’s 
judgment,  there  is  reason  to  believe  that  a risk  to  the 
public  health  exists;  and 

(b)  require  the  review  organization  to  disclose  informa- 
tion to  a State  or  Federal  fraud  or  abuse  agency  or  an 
authorized  State  licensure  or  certification  agency,  at  the 
request  of  such  agency  on  a case-by-case  basis.  This 
information  could  include  institution  or  practitioner- 
specific  data. 

The  conference  agreement  follows  the  Senate  provision 
relating  to  the  transition  from  the  existing  PSRO  program 
with  a modification  which  would  prohibit  the  Secretary 
from  terminating  an  operating  PSRO,  until  such  time  as 


the  Secretary  has  entered  into  a contract  with  a review 
organization  under  this  provision. 

The  conferees  agreed  to  the  Senate  provision  requiring 
the  Secretary  to  report  to  the  Congress  annually  with  a 
modification  requiring  the  Secretary  to  provide  informa- 
tion on  the  efficiency  of  payment  methodologies  used  by 
the  Secretary  in  contracting  with  review  organizations. 

MEDICAID 

Medicaid  Optional  Copayments  — The  conferees 
agreed  to  the  Senate  provision  regarding  copayments  with 
the  following  modifications: 

(a)  all  copayments  would  be  nominal,  except  the 
“nominal”  requirement  could  be  waived  by  the  Secretary 
in  the  case  of  nonemergency  services  in  emergency  rooms 
where  certain  conditions  are  met; 

(b)  States  would  be  precluded  from  imposing  copay- 
ments on: 

(1)  children  under  18  (States  at  their  option  could 
exempt  children  up  to  21  from  copayments); 

(2)  services  related  to  pregnancy  (or,  at  State  option, 
all  services  for  pregnant  women); 

(3)  patients  in  skilled  nursing  and  intermediate 
care  facilities; 

(4)  categorically  needy  persons  enrolled  in  an  HMO 
(and  a State  may  elect  to  exclude  all  medicaid 
enrollees  in  an  HMO  from  copayments) 

(5)  emergency  services  and  family  planning  services. 


COMMISSION  ON  MEDICAL  EDUCATION 
Report  of  Ad-Hoc  Committee  on  Health  Education 

Warren  G.  Bosley,  M.D.,  Grand  Island  - Chairman;  S.  I.  Fuenning,  M.D., 
Lincoln;  Mark  Jones,  M.D.,  Lexington,  John  C.  Goldner,  M.D.,  Omaha; 
Eileen  Vautravers,  M.D.,  Lincoln;  Barbara  Heywood,  M.D.,  Papillion;  Paul 
Phillips,  M.D.,  Scottsbluff. 

Although  the  Committee  has  had  no  formal  meetings 
since  its  last  report,  it  continues  to  coordinate  with  and 
relate  to  organizations  concerned  with  health  education.  It 
is  represented  on  the  Health  Education-Risk  Reduction 
Council  of  the  State  Department  of  Health  and  has 
participated  in  planning  for  the  Department’s  exhibit  at 
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the  State  Fair,  where  health  education  will  be  stressed 
this  year.  In  this  same  organization,  the  Committee  has  an 
opportunity  to  study  and  participate  in  recommending 
health  education  projects  in  communities  in  Nebraska. 

Because  of  severe  financial  problems,  the  Mobile 
Health  Program  has  been  suspended,  we  hope  tem- 
porarily. Interest  in  this  project  remains  high  however. 
The  program  has  had  contacts  in  several  schools 
throughout  the  state  asking  when  they  could  expect  a visit 
from  the  Mobile  Gallery.  During  the  time  it  has  been 
operating,  over  6,000  children  have  participated,  repre- 
senting 67  schools  in  18  counties.  There  is  an  impressive 
number  of  letters  of  appreciation  for  this  program.  The 
Committee  believes  that  the  value  of  this  program  is  clear, 
and  that  efforts  should  continue  to  enhance  its  funding. 
To  this  end,  the  Committee  will  continue  to  work  with  the 
University  of  Nebraska  in  efforts  to  continue  this 
educational  resource  to  our  schools. 

The  Committee  continues  to  discuss  its  aims  with  the 
Department  of  Education,  and  will  make  another  attempt 
to  appear  before  the  State  Board  of  Education  at  one  of 
its  meetings,  again  to  discuss  the  aims  of  the  Committee 
and  the  desire  of  the  Nebraska  Medical  Association  to 
cooperate  with  the  Board  and  the  Department  in 
enhancing  health  education  in  Nebraska’s  schools.  The 
Association’s  resolution  suggesting  that  there  be  a 
medical  consultant  to  school  districts  has  been  favorably 
received  by  many  educational  organizations  in  the  state, 
and  the  Committee  will  continue  to  work  with  them  in  the 
further  development  of  this  relationship. 


REPORT  OF  THE  AD-HOC  COMMITTEE 
ON  HOSPITAL  BASED  MEDICAL  CARE 

Warren  G.  Bosley,  M.D.,  Grand  Island  - Chairman;  Clarence  McWhorter, 
M.D.,  Omaha;  Orin  R.  Hayes,  M.D.,  Lincoln;  John  D.  Coe,  M.D.,  Omaha;  W. 
W.  Waddell,  M.D.,  Beatrice;  Edward  Langdon,  M.D.,  Omaha. 

The  Committee  continues  to  gather  data  on  the  use  of 
hospital  based  facilities  in  the  delivery  of  medical  care  in 
Nebraska.  The  State  Department  of  Health  has  reported 
to  the  Committee  that  in  1980,  27  of  Nebraska’s  99  short- 
term community  hospitals  reported  having  an  organized 
outpatient  department.  Seventy-one  of  these  reported 
delivering  outpatient  services  presumably  as  a function  of 
the  emergency  room.  (There  was  no  report  from  Douglas 
County  Hospital  on  the  number  of  patients  seen  in  the 
outpatient  department.)  A total  of  1,780,981  outpatient 
visits  were  reported  in  1980  by  these  hospitals.  Thirty-two 
percent  were  classified  by  the  hospital  as  an  emergency 
visit  and  the  remainder  (68  percent)  were  nonemergency. 
With  some  exceptions,  the  highest  nonemergency  visit 
rates  are  in  hospitals  with  organized  outpatient  services. 
However,  other  hospitals  appear-  to  have  higher  rates  that 
cannot  be  readily  explained.  There  were  734,918  non- 
emergency visits,  although  first  time  and  repeat  visits 
were  not  separately  identified. 

There  were  291,327  visits  in  the  two  hospitals 
associated  with  medical  schools,  (University  Hospital  and 
St.  Joseph).  The  remainder,  787,654,  occurred  in  the 
other  hospitals  included  in  this  report.  Attached  to  this 
report  is  a table  listing  sample  hospitals  and  outpatient 
visits. 

The  Committee  will  continue  to  work  with  the 
Department  of  Health  to  ascertain  what  changes,  if  any, 
have  occurred  since  1980.  Also,  the  Committee  continues 
to  work  with  the  Department  of  Welfare,  which  seems  to 
be  the  best  source  of  determining  comparative  costs  for 
office-based  and  hospital-based  medical  care. 


EMERGENCY  ROOM  AND  OUTPATIENT  FACILITY  UTILIZATION 
IN  NEBRASKA  HOSPITALS  IN  1980  BY  PLANNING  AREA 
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REPORT  OF  THE  STUDY  COMMITTEE 
ON  COST  AWARENESS 

Clarence  A.  McWhorter,  M.D.,  Omaha,  Chairman;  Stanley  L.  Davis,  M.D., 
Omaha;  H Jeoffrey  Deeths,  M.D.,  Omaha;  Allen  D.  Dvorak,  M.D.,  Omaha; 
William  T.  Griffin,  M.D.,  Lincoln;  Robert  Haag,  M.D.,  Lincoln;  Theo.  J. 
Lemke,  Jr.,  M.D.,  Columbus;  Robert  E.  Lovgren,  M.D..  Omaha;  Harold  G. 
Smith,  M.D.,  Fremont. 

This  Study  Committee  again  has  been  reorganized 
since  the  May,  1982  meeting  of  the  House  of  Delegates 
with  some  new  members  being  added  to  the  committee. 
The  committee  met  on  August  31,  1982,  in  Omaha, 
Nebraska  and  discussed  the  previous  reports  and  several 
items  which  are  a part  of  this  report.  This  report  is 
enumerated  but  not  in  necessarily  any  order  of  priority. 

(1)  The  committee  strongly  recommends  that  the  Uni- 
versity of  Nebraska  College  of  Medicine,  the  Creighton 
University  School  of  Medicine  institute  in  the  curriculum 
of  the  respective  medical  schools  an  appropriate  program 
to  make  students  aware  of  the  cost  of  medical  care. 
Similar  recommendations  apply  to  the  house  officers.  We 
urge  that  they  be  made  aware  of  those  procedures  in 
which  we  are  able  to  make  cost  savings  without 
interferring  with  the  quality  of  medical  care  or  of  medical 
education  in  the  respective  institutions.  The  committee 
recommends  that  the  House  of  Delegates  suggest  that 
such  portions  of  the  curriculum  and  educational  programs 
for  medical  students  and  house  officers  be  implemented 
in  the  year  1982.  It  is  suggested  by  the  committee  that 
strong  representation  should  be  made  directly  to  the 
appropriate  officials  and  that  additional  representation  be 
made  to  the  University  of  Nebraska  Medical  Center  via 
the  Liaison  Committee  of  NMA  and  UNMC. 

(2)  The  committee  recommends  that  the  Board  of 
Directors  of  the  Nebraska  Medical  Association  implement 
a “news  letter”  to  be  mailed  periodically  to  the  members 
of  the  Nebraska  Medical  Association  concerning  the  need 
for  an  understanding  of  cost  awareness  and  to  implement 
measures  of  cost  containment  in  their  practice  and  in  their 
association  with  hospitals,  insurance  carriers,  and  others. 
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The  committee  believes  that  there  are  many  specific 
recommendations  that  could  be  made  in  such  a “news 
letter”.  The  committee  studied  in  detail  a communication 
from  C.  J.  Cornelius,  Jr.,  M.D.,  a member  of  the  House  of 
Delegates  and  one  of  the  delegates  to  the  American 
Medical  Association  from  the  NMA  related  to  specific 
suggestions  for  implementation  of  cost  containment 
suggestions  to  the  physicians  of  Nebraska.  Some  of  the 
points  which  could  be  made  in  such  a “news  letter”  to  the 
members  of  the  NMA  are  as  follows: 

a.  The  use  of  a cost  effective  site  for  diagnostic  and 
therapeutic  procedures  such  as  the  Out  Patient 
Department,  Out  Patient  Surgery,  Out  Patient  Ra- 
diology and  Laboratory  needs  to  be  emphasized.  The 
physicians  office  should  be  used  as  a means  of 
reducing  the  amount  of  hospitalization  and  the  length 
of  hospitalization. 

b.  Physicians  should  be  aware  of  the  use  of  equivalent 
drugs  by  generic  names  rather  than  trade  names.  The 
implementation  of  this  in  hospital  pharmacy  would 
require  cooperation  with  hospital  administration. 

c.  Refining  and  streamlining  the  use  of  many  modalities 
which  could  be  more  efficient  and  less  costly. 

1.  The  administration  of  drugs  for  oral  cholescystrog- 
raphy. 

2.  The  use  of  preadmission  orders  for  x-rays,  electro- 
cardiography and  laboratory  procedures. 

3.  The  discontinuance  of  daily  creatinine  studies  on 
patients  receiving  certain  antibiotics. 

4.  The  question  of  the  frequency  of  digoxin  determina- 
tions for  therapeutic  levels  and  toxicity. 

e.  The  understanding  and  the  decrease  in  the  use  of 
regulations  which  mandate  excessive  controls  over  the 
practice  of  medicine  and  which  regulations  also 
increase  the  cost  of  services  to  the  patient  and  to  the 
insurance  carriers. 

f.  Physicians  becoming  aware  of  the  current  charges  for 
hospital  services  and  all  procedures  within  the  hospital 
area  so  that  they  are  aware  of  the  cost  and  can,  where 
possible,  use  this  information  to  reduce  the  cost. 

g.  Physicians  should  be  encouraged  to  forward  copies  of 
patients  records,  consultations,  etc.,  when  a patient  is 
referred  for  consultations  so  that  these  procedures 
need  not  be  repeated  unless  the  consultant  so 
determines. 

h.  Physicians  should  be  aware  of  the  patients  complete 
history  including  the  surgical  history  prior  to  ordering 
diagnostic  tests  which  are  rendered  unnecessary  in  the 
case  of  a patient  having  a previous  procedure  or 
previous  surgery. 

(3)  The  committee  plans  to  implement  the  previously 
described  mechanism  of  subcommittee  meetings  with  the 
Nebraska  Hospital  Association,  Business  and  Industry, 
the  Health  Insurance  Industry  and  Labor  and  Union 
officials.  Meetings  have  been  held  between  the  sub- 
committees of  Business  and  Industry  and  the  Insurance 
committee.  It  is  the  suggestion  of  the  committee  that  the 
Board  of  Directors  appoint  an  ongoing  Ad-Hoc  Commit- 
tee to  have  monthly  or  periodic  meetings  with  the 
Insurance  industry  to  clarify  the  problem  of  the  Insurance 
Industry  and  the  physician’s  role  in  cost  awareness  and 
containment.  The  members  of  the  subcommittee  on  the 
health  insurance  believe  that  there  is  a lack  of  communi- 
cation and  lack  of  knowledge  between  the  two  at  this  time. 
It  is  suggested  that  in  the  area  of  the  health  insurance  that 
other  methods  of  cost  containment  such  as  changes  in  the 
insurance  policies  and  rate  consideration  for  certain 
procedures  be  entertained. 


(4)  The  committee  recommends  that  its  subcommittee 
pursue  the  concept  that  methods  to  schedule  and 
coordinate  all  out  patient  services.  There  needs  to  be 
suggestions  as  to  which  procedures  and  policies  might  be 
instituted  to  serve  as  an  easier  mechanism  of  the  use  of 
out  patient  facilities  and  in  the  care  of  patients  to  prevent 
over  utilization  of  hospitalization. 

(5)  The  committee  should  pursue  mechamisms  in  which 
cost  containment  could  be  implemented  by  an  attempt  to 
allow  most  patients  to  leave  the  hospital  a day  earlier  than 
the  present  pattern.  It  is  the  concensus  of  the  committee 
that  small  savings  over  a broad  base  could  effect  large 
amounts  of  total  savings  to  the  insurance  industry,  the 
hospitals  and  the  patients. 

(6)  It  was  suggested  that  hospitals  develop  a Cost 
Awareness  Committee  on  each  hospital  medical  staff  to 
help  in  educating  both  the  hospital  personnel  and  the 
medical  staff  of  that  hospital  on  the  necessity  and 
methods  of  developing  cost  containment, 

(7)  The  committee  recommends  that  hospitals  be  asked 
to  bill  exactly  for  which  all  services  specifically  are 
performed  and  to  show  on  the  bills  the  itemization  of  each 
charge  for  services  rendered.  In  this  fashion  the  physician 
could  be  made  aware  of  these  services  and  their  cost  while 
the  patient  is  hospitalized. 

(8)  It  has  been  variously  stated  that  the  health  care  as  a 
part  of  the  gross  national  product  is  somewhere  around 
12%.  If  the  present  rate  of  increase  continues  it  is 
estimated  that  in  1990  this  will  account  for  approximately 
20%  of  our  GNP.  To  many  politicians,  economists  and 
bureaucrats  this  is  an  unacceptable  high  portion  of  the 
gross  national  product  being  spent  on  health  care.  While 
this  is  a debatable  point,  nevertheless,  it  is  a part  of  the 
thinking  of  many  individuals  and  groups. 

(9)  The  committee  recognizes  that  the  uncontrollable 
factors  in  health  care  costs  are  the  ever  increasing  higher 
technology  costs. 

(10)  It  seems  to  be  recognizable  that  organized  medi- 
cine’s approach  to  the  containment  of  the  escalation  of 
health  care  costs  is  ineffective.  This  is  not  only  judged  by 
this  committee  but  also  by  both  politicians  and  the  public. 

(11)  There  is  a great  desire  by  many  leaders  in  political 
parties,  in  business  and  in  labor  to  cut  the  costs  of  health 
care  but  not  decrease  the  quality  of  health  care  and  not 
have  it  be  rationed.  At  the  same  time,  these  individuals  on 
a personal  basis  demand  an  increasing  amount  of  health 
care  service.  It  is  indeed  a paradox  to  see  leaders  in 
business  proclaiming  all  of  the  evils  and  badness  of  the 
escalating  health  care  costs  and  yet  to  demand  in  their 
own  personal  situation  the  most  expensive  and  per- 
sonalized health  care  services  possible. 


Board  of  Councilors 

The  Board  of  Councilors  met  at  the  Hilton  Hotel, 
Lincoln,  Nebraska  on  September  9,  1982. 

The  following  members  were  present:  Drs.  Stanley  M. 
Truhlsen,  L.  D.  Cherry,  Myron  E.  Samuelson,  L.  J. 
Chadek,  William  Chleborad,  Thomas  Wallace,  Richard 
Cottingham,  R.  E.  Donaldson,  Robert  Quick,  R.  G. 
Heasty,  Allan  C.  Landers,  Dwaine  J.  Peetz  and  Russell  L. 
Gorthey. 

The  meeting  was  called  to  order  by  the  Chairman,  Dr. 
Truhlsen. 
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Election  of  a Chairman  of  the  Board  of  Councilors  was 
called  for,  and  Dr.  Truhlsen  was  nominated.  There  being 
no  further  nominations.  Dr.  Truhlsen  was  elected  Chair- 
man of  the  Board  of  Councilors. 

Election  of  a Secretary  of  the  Board  of  Councilors  was 
called  for,  and  Dr.  Samuelson  was  nominated.  There  being 
no  further  nominations,  Dr.  Samuelson  was  elected 
Secretary  of  the  Board  of  Councilors. 

Dr.  Truhlsen  called  for  approval  of  the  Annual  Session 
minutes  of  the  Board  of  Councilors  as  printed  in  the  July 
issue  of  the  Nebraska  Medical  Journal.  These  were 
approved  as  printed. 

The  reports  and  resolutions  in  the  Handbook  were 
considered  by  the  Board  of  Councilors. 

The  requests  for  Life  Membership  were  approved  by 
the  Board  of  Councilors. 

Dr.  Truhlsen  discussed  the  Physician  Advocacy  Com- 
mittee and  said  that  the  state  committee  would  be 
working  with  the  Councilors  on  this. 

Mr.  Neff  discussed  membership  recruitment  and  said 
that  the  Board  of  Directors  have  asked  that  the 
Councilors  accept  the  responsibility  of  membership 
recruitment  in  their  Districts.  He  said  that  the  Head- 
quarters Office  would  send  a letter,  along  with  NMA  and 
AMA  brochures  and  an  application  blank  to  all  non- 
members in  the  state.  It  was  thought  that  a telephone  call 
from  the  Councilor  to  these  individuals  in  his  District 
would  be  most  beneficial  in  recruiting  these  non- 
members. 

Following  a review  of  cases,  the  meeting  was  adjourned. 


House  of  Delegates 

FIRST  SESSION 

The  first  session  of  the  Fall  Meeting  of  the  House  of 
Delegates  was  held  at  the  Hilton  Hotel,  Lincoln,  Nebraska 
on  September  10,  1982. 

The  meeting  was  called  to  order  by  the  Speaker,  Dr. 
McFadden.  Roll  call  showed  74  delegates  present,  and  the 
meeting  was  declared  in  session. 

Dr.  McFadden  called  for  approval  of  the  Annual 
Session  minutes  of  the  House  of  Delegates  as  printed  in 
the  July  issue  of  the  Nebraska  Medical  Journal.  These 
were  approved  as  printed. 

The  following  oral  reports  were  presented: 

Dr.  James  Dunlap  reported  on  professional  liability 
insurance. 

Dr.  Richard  Meissner,  Chairman  of  the  Nebraska 
MEDPAC. 

Dr.  Alastair  M.  Connell,  Dean,  University  of  Nebraska 
College  of  Medicine. 

Dr.  Allan  C.  Landers,  President,  Nebraska  Medical 
Association. 

The  Chair  made  the  following  Reference  Committee 
assignments: 

Reference  Committee  #1 

Board  of  Directors  — Financial  Report  and  Charts 
Board  of  Directors  — Membership  Benefits 
Commission  on  Clinical  Medicine 
Resolution  #1  — Metro  Omaha  Medical  Society  - 
Accreditation,  Emergency  Medical  Services 

Reference  Committee  #2 

Board  of  Directors  — Voluntary  Peer  Review  and  AMA 


Report  of  Council  on  Medical  Service,  “Implementa- 
tion of  Voluntary  Peer  Review” 

Commission  on  Governmental  Affairs 

Reference  Committee  #3 

Board  of  Directors  — Supervision  and  Regulation  of 
Practice  Laws 

Creighton  University  School  of  Medicine 
University  of  Nebraska  College  of  Medicine 
Ad-Hoc  Committee  on  Health  Education 
Resolution  #3  — Dr.  C.  J.  Cornelius,  Delegate  — 
Nominating  Committee  for  Councilor  from  each 
Councilor  District 

Reference  Committee  #4 

Board  of  Directors  — Cost  Awareness 
Committee  on  Health  Planning 
Delegate  to  the  AMA 
Study  Committee  on  Cost  Awareness 

Reference  Committee  #5 

Board  of  Directors  — Physician  Advanced  Life  Support 
Involvement  Card 
Editor,  Nebraska  Medical  Journal 
Commission  on  Public  Affairs 

Ad-Hoc  Committee  on  Hospital  Based  Medical  Care 

Reference  Committee  #6 

Board  of  Directors  — Physician  Manpower  Report  and 
Membership 
Executive  Director 

Fifty-Year  Practitioners  and  Life  Membership  Requests 
Resolution  #2  — Metro  Omaha  Medical  Society  — 
Creation  of  NMA-Medical  Student  Chapter 
Minutes,  Board  of  Councilors 

Dr.  McFadden  called  for  resolutions  from  the  floor,  and 
Dr.  Mitchell,  Metro  Omaha  Medical  Society,  presented  a 
resolution  regarding  the  proposal  of  a grant  for  funding  of 
a Podiatrist  for  clinics  at  the  Creighton  University.  Dr. 
McFadden  referred  this  Resolution  #4  to  Reference 
Committee  #3. 

There  being  no  further  business,  the  House  was 
recessed. 


SECOND  SESSION 

The  second  session  of  the  Fall  Meeting  of  the  House  of 
Delegates  was  held  on  September  11,  1982.  The  meeting 
was  called  to  order  by  the  Vice  Speaker,  Dr.  Armstrong. 
Roll  call  showed  64  delegates  present,  and  the  meeting 
was  declared  in  session. 

Dr.  Armstrong  called  for  approval  of  the  minutes  of  the 
first  session,  and  these  were  approved  as  printed. 

Reports  of  the  Reference  Committees  were  called  for 
and  the  following  were  presented: 

Reference  Committee  #1 

Reference  Committee  #1  considered  three  reports  and 
one  resolution.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  FINANCIAL  REPORT  OF  THE  BOARD  OF 
DIRECTORS 

Discussion  centered  around  the  three  graphs  attached 
to  the  report.  It  was  generally  felt  that  these  graphs  were  a 
worthwhile  supplement.  It  was  pointed  out  that  a more 
detailed  report  with  CPA  endorsement  is  rendered  at  the 
Annual  Session.  In  response  to  queries  regarding  the 
investment  account,  Dr.  Hayes  indicated  that  these 
monies  are  directed  by  a Chicago  investment  firm  and  the 
past  year’s  performance  yielded  12-1391  interest. 
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RECOMMENDATION: 

Youi'  Reference  Committee  recommends  adoption  of 
the  financial  report  of  the  Board  of  Directors. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  MEMBERSHIP  BENEFITS  SECTION  OF  THE 
BOARD  OF  DIRECTORS  REPORT 

This  section  precipitated  considerable  discussion  which 
centered  about  the  Board's  current  efforts  to  expand 
member  benefits  through  liaison  with  the  five-state  North 
Central  Medical  Association,  the  AMA,  and  consultation 
with  the  firm  of  Mammel-Olsen.  Our  Association  currently 
offers  three  member-benefits  and  through  these  efforts, 
an  additional  23  member-benefits  have  been  identified. 
Added  member  benefits  could  serve  to  attract  new 
members  as  well  as  minimize  dues.  Nebraska  currently 
ranks  #26  out  of  the  50  state  medical  associations  in  cost 
of  dues. 

RECOMMENDATION: 

Your  Reference  Committee  recommends  adoption  of 
the  membership  benefits  section  of  the  Board  of  Directors 
report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  COMMISSION  ON 
CLINICAL  MEDICINE 

The  Scientific  Sessions  Committee,  formerly  chaired  by 
Dr.  Stryker  and  more  recently  by  Dr.  Ebers,  received 
special  commendation  for  an  excellent  job.  Increased 
attendance  and  enhanced  programs  at  the  last  session 
were  felt  to  be  due  in  large  measure  to  the  participation  of 
the  16  specialty  societies  at  the  1982  Annual  Session. 
Five  additional  specialty  societies  have  indicated  an 
interest.  21  Vi  hours  of  continuing  medical  education  were 
possible  with  no  registration  fee.  The  timing  of  the 
session  (six  months  from  the  Omaha  Midwest  Clinical 
Society)  was  thought  to  be  most  favorable. 

RECOMMENDATION: 

Your  Reference  Committee  recommends  adoption  of 
the  report  of  the  Commission  on  Clinical  Medicine. 

MR.  SPEAKER,  1 MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  RESOLUTION  #1  METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  ACCREDITATION, 
EMERGENCY  MEDICAL  SERVICES 

This  resolution  read  as  follows: 


WHEREAS,  the  Nebraska  Department  of  Health 
EMS  Division  has  proposed  a document  entitled, 
“Hospital  Resources  for  Optimal  Care  of  the  Trauma 
Patient,”  and 

WHEREAS,  the  Omaha  EMS  Council,  after  nearly  a 
decade  of  study,  has  recently  completed  and  is  now 
implementing  a plan  for  the  care  of  the  injured  patient 
by  accredited  trauma  centers  through  a voluntary 
system,  and 

WHEREAS,  the  State  Plan  establishes  rather  arbi- 
trary FIMS  geographic  areas  without  consideration  to 
established  referral  patterns,  and 

WHEREAS,  the  State  Plan  arbitrarily  limits  the 
number  of  accredited  trauma  centers  in  each  EMS  area 
rather  than  permitting  the  number  of  such  centers  to  be 


determined  by  their  capability  to  meet  acceptable, 
established  criteria,  and 

WHEREAS,  the  medical  profession  together  with 
other  parties  vitally  interested  and  involved  in  emer- 
gency medical  care  can  better  organize,  manage  and 
monitor  an  emergency  medical  care  accreditation 
system  without  expense  to  the  State: 

THEREFORE,  BE  IT  RESOLVED,  that  the  Ne- 
braska Medical  Association  not  approve  the  State  Plan, 
and 

BE  IT  FURTHER  RESOLVED,  the  Nebraska 
Medical  Association  develop  a statewide  EMS  volun- 
tary accreditation  system  in  conjunction  with  those  local 
plans  developed  or  developing  so  as  to  better  serve  the 
emergency  medical  care  needs  of  the  people  of  the 
State  of  Nebraska. 

Considerable  discussion  took  place  as  to  the  ramifica- 
tions of  the  State  Plan  and  this  Plan  was  provided  to  your 
Reference  Committee  for  study.  Majority  opinion  felt  that 
two  basic  tenants  of  the  State  Plan  were  fallacious: 

1.  The  six  Westinghouse  Regions  utilized  in  the  State 
Plan  do  not  reflect  established  referral  patterns. 

2.  Limiting  each  region  to  a single  Level  I,  II  or  III 
hospital  is  impractical. 

RECOMMENDATION: 

Your  Reference  Committee  recommends  adoption  of 
Resolution  #1. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER.  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #1 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Charles  Bressman,  M.D.,  Omaha, 
Chairman 

William  Doering,  M.D.,  Franklin 
A.  H.  Bergman,  M.D.,  Fremont 


REFERENCE  COMMITTEE  #2 

Reference  Committee  #2  considered  two  reports.  The 
Reference  Committee  submits  the  following  report  and 
recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS 
REGARDING  IMPLEMENTATION  OF 
VOLUNTARY  PEER  REVIEW 

Extensive  testimony  was  heard  on  this  issue.  It  was  the 
opinion  of  most  of  the  members  present  that  voluntary 
peer  review  exists  in  the  State  of  Nebraska  and  that  there 
are  some  things  regarding  the  AMA  Report  which  seem 
appropriate  and  some  which  do  not. 

Further  testimony  was  received  urging  that  we  not 
accept  a substitute  mechanism  under  the  guise  of  peer 
review  for  a professional  standards  review  organization 
which  has  been  previously  rejected  by  the  Nebraska 
Medical  As  sociation. 

Some  of  the  problems  begin  with  definition  of  peer 
review  as  to  whether  this  refers  to  quality  of  care,  cost 
containment,  hospital  utilization  or  dealing  with  the 
impaired  physician  or  whether  indeed  it  includes  all  of 
these  things.  The  overwhelming  substance  of  the  testi- 
mony was  to  the  effect  that  a number  of  mechanisms 
already  exist  within  the  framework  of  the  Nebraska 
Medical  Association  and  that  the  report  be  referred  to  the 
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appropriate  commission  for  further  study  to  be  reported 
at  the  Annual  Session  of  the  House  of  Delegates. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  Following  discussion,  this 
was  approved  by  the  House. 

(2)  REPORT  OF  THE  COMMISSION  ON  GOVERN- 
MENTAL AFFAIRS 

No  testimony  was  heard  pro  or  con  on  this  issue.  The 
report  was  received  for  informational  purposes. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #2, 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Robert  Buchman,  M.D.,  Lincoln,  Chairman 
James  Dunlap,  M.D.,  Norfolk 
Richard  Meissner,  M.D.,  Omaha 


Reference  Committee  #3 

Reference  Committee  #3  considered  four  reports  and 
two  resolutions.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  BOARD  OF  DIRECTORS  — SUPERVISION  AND 
REGULATION  OF  PRACTICE  LAWS 

Reference  Committee  #3  initially  considered  an  item 
pertaining  to  the  supervision  and  regulation  of  practice 
laws  as  stated  in  the  Board  of  Directors  report.  This 
printed  section  deliniates  the  general  licensure  law 
establishing  the  appropriate  role  of  each  board  of 
examiners  for  each  of  the  healing  arts.  The  administrative 
procedures  of  the  Bureau  of  Examining  Boards  as  to  the 
procedure  for  reviewing  complaints  were  enumerated. 
Three  items  of  action  that  can  be  taken  with  response  to 
the  results  of  the  Board  of  Review  were  cited.  The  Board 
of  Directors  and  your  Reference  Committee  trusts  this 
information  will  meet  the  requests  provided  by  the  House 
at  the  last  Annual  Session. 

Your  Reference  Committee  recommends  adoption  of 
this  report. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  CREIGHTON  UNIVERSITY  SCHOOL  OF 
MEDICINE 

Reference  Committee  #3  next  considered  the  report  of 
the  Creighton  University  School  of  Medicine  as  cited  in 
the  Handbook.  We  are  pleased  that  the  Creighton  School 
of  Medicine  will  obtain  a new  Dean  at  the  medical  school 
about  November  1,  1982.  His  credentials  as  cited  in  the 
report  are  impressive  and  we  shall  welcome  him  in  future 
sessions  in  this  House  of  Delegates.  A number  of  other 
informational  items  in  this  report  are  received  with 
interest. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  UNIVERSITY  OF  NEBRASKA  COLLEGE  OF 
MEDICINE. 

Reference  Committee  #3  next  considered  the  report  of 
the  University  of  Nebraska  College  of  Medicine  presented 
by  Dean  Alastair  Connell  in  the  Handbook  and  as 
presented  verbally  by  Dean  Connell.  The  various  reports 
of  activity  in  academic  year  1981-82  at  the  University  of 


Nebraska  College  of  Medicine  was  received  with  interest 
and  we  are  pleased  to  receive  Dean  Connell’s  thanks  for 
the  assistance  of  the  Nebraska  Medical  Association  at 
obtaining  funding  to  maintain  and  strengthen  the  family 
practice  program  as  a strong  department  and  gaining  the 
assistance  of  the  Legislature  in  this  regard. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  AD-HOC  COMMITTEE  ON  HEALTH  EDUCATION 
The  Reference  Committee  next  considered  the  report 

of  the  Ad-Hoc  Committee  on  Health  Education  as  printed 
in  the  Handbook.  We  should  like  to  thank  the  respective 
members  of  this  committee  for  their  efforts  and  interest  in 
the  ongoing  health  education  area.  We  are  distressed  to 
learn  that  the  mobile  health  program  has  been  suspended 
due  to  a lack  of  adequate  financial  backing.  Testimony 
was  received  reflecting  the  fact  that  funding  for  the 
sustenance  and  maintenance  of  the  health  gallery  itself  in 
Morrill  Hall  on  the  University  campus  is  in  some  question 
at  this  point.  The  sums  of  these  respective  amounts  of 
funding  necessary  to  sustain  the  mobile  unit  and  the 
health  gallery  was  not  obtained  at  the  time  of  preparation 
of  this  report.  It  is  hoped  that  through  further  efforts,  the 
Committee  on  Health  Education  may  be  able  to  heighten 
interest  on  the  part  of  the  University  of  Nebraska  in 
providing  such  maintenance  as  they  may.  Certainly,  due  to 
the  interest  and  efforts  expended  by  numerous  members 
of  the  Nebraska  Medical  Association,  its  Auxiliary  and  a 
number  of  interested  lay  organizations,  a vast  number  of 
people  in  this  state  have  a continuing  interest  in  the 
welfare  of  these  projects. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 

House. 

(5)  RESOLUTION  #3  - C.  J.  CORNELIUS,  JR„ 
DELEGATE  — NOMINATING  COMMITTEE  FOR 
COUNCILOR  FROM  EACH  COUNCILOR 
DISTRICT 

Reference  Committee  #3  next  considered  Resolution 
#3  which  read  as  follows: 

WHEREAS,  the  position  of  Councilor  of  the  Ne- 
braska Medical  Association  requires  mature  judgment 
and  the  respect  of  one’s  professional  peers,  and 

WHEREAS,  the  responsibilities  of  the  District 
Councilor  have  been  and  are  being  expanded,  and 

WHEREAS,  participation  in  the  selection  of  a 
Councilor  has  a more  meaningful  impact  on  the 
physicians  in  each  Councilor  District  and  the  qualifica- 
tions of  a physician  willing  to  serve  are  better 
determined  by  the  physicians  in  the  particular  District 
involved; 

THEREFORE,  BE  IT  RESOLVED,  that  the  Presi- 
dent of  the  Nebraska  Medical  Association  appoint  a 
nominating  committee,  in  each  District  having  an 
opening,  which  will  be  responsible  for  presenting  the 
names  of  one  or  more  physicians  from  their  particular 
District  who  is/are  both  qualified  and  willing  to  serve  in 
this  capacity,  and 

BE  IT  FURTHER  RESOLVED,  that  these  nominees 
be  presented  to  the  official  Nominating  Committee  at 
each  Annual  Session  for  their  consideration  and 
endorsement,  and 

BE  IT  FURTHER  RESOLVED,  that  the  official 
Annual  Session  follow  the  recommendations  of  each 
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Councilor  District  unless  serious  objections  to  their 
selections  be  brought  to  light  during  the  deliberations  of 
the  official  Nominating  Committee. 

Testimony  was  received  before  the  Reference  Com- 
mittee to  the  effect  that  selection  of  a nominating 
committee  at  the  particular  district  level  would  be  difficult 
to  implement  mechanically.  Mention  was  made  both  of  the 
fact  that  in  the  large  county  component  districts,  there  are 
individuals  who  have  no  personal  knowledge  of  other 
qualified  individuals  in  the  district,  and  that  in  some, 
meetings  are  held  at  rather  disparate  intervals.  Further 
testimony  was  received  to  the  fact  that  frequently  the 
councilor  for  a particular  district  is  selected  from  the 
representation  in  the  House  of  Delegates.  It  is  certainly 
possible  that  there  are  talented  and  well-qualified 
members  of  the  Nebraska  Medical  Association  in  these 
districts  who  might  serve  well  as  councilor  without  at  the 
same  time  being  a delegate  to  the  Association.  Testimony 
was  also  received  to  the  effect  that  not  infrequently  the 
name  of  the  particular  individual  placed  in  nomination  for 
councilor  before  the  Nominating  Committee  does  not 
appear  on  any  printed  information  but  occurs  at  the  end  of 
one  session  of  the  House  assembly  and  is  voted  upon  the 
subsequent  day  providing  very  limited  time  for  delegates 
to  consider  and  appropriately  cast  ballots  for  or  against 
the  individual  concerned.  In  view  of  all  the  testimony 
received  by  the  Reference  Committee,  Resolution  #3 
which  provides  for  a direct  review  of  the  individuals 
submitted  to  the  Nominating  Committee  by  peer  groups 
who  are  the  most  familiar  with  such  individual’s  talents 
and  proclivity  for  the  position  bears  merit.  It  was  also 
believed  that  the  slate  of  candidates  might  be  sufficiently 
finalized  so  voting  delegates  might  consider  these 
individuals  throughout  the  deliberations  of  the  House  of 
Delegates  and  thereby  cast  a far  more  informed  ballot. 

Your  Reference  Committee  recommends  adoption  of 
Resolution  #3. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  seconded  and 
discussion  followed.  A motion  was  made  and  seconded 
that  this  be  sent  to  the  Constitution  and  By-Laws 
Committee  for  further  study  and  to  report  at  the  next 
session  of  the  House.  It  was  pointed  out  that  this  would  be 
considered  by  the  Board  of  Directors  to  see  if  By-Law 
changes  would  be  needed,  and  the  motion  was  lost.  The 
House  then  approved  this  section  of  the  report  of 
Reference  Committee  #3. 

(6)  RESOLUTION  #4  — METROPOLITAN  OMAHA 

MEDICAL  SOCIETY  — PROPOSED  UTILIZATION 
OF  PODIATRISTS  IN  CLINICS 
Reference  Committee  #3  next  considered  Resolution 
#4  which  read  as  follows: 

WHEREAS,  Creighton  University  proposes  a grant 
for  funding  of  a Podiatrist  for  their  clinics,  and 

WHEREAS,  we  are  concerned  about 

a.  Status-academic,  privileges 

b.  Legislative 

c.  National  impact 

WHEREAS,  we  recognize  the  difficulty  of  asking  a 
resolution  on  this  issue  that  has  not  first  been  cleared 
by  our  local  society; 

THEREFORE  BE  IT  RESOLVED,  the  Creighton 
grant  to  include  a Podiatrist  in  their  Health  Clinics 
should  be  called  to  the  attention  of  the  Board  of 
Directors  for  prompt  action  consistent  with  past 
policies. 

This  resolution  could  not  be  presented  to  the  Reference 
Committee  in  written  form  at  the  time  of  its  deliberations; 


however,  a number  of  interested  individuals  who  were 
quite  instrumental  in  presenting  this  resolution  appeared 
before  the  Reference  Committee  to  give  testimony.  A 
major  thrust  of  such  testimony  was  mention  of  the  fact 
that  podiatry  has  in  its  long  history  in  this  state  provided 
valuable  assistance  in  the  care  of  its  particular  area  of 
anatomic  interest  to  the  patients  of  Nebraska.  Certainly 
there  is  definite  ongoing  interest  in  maintaining  the 
welfare  of  the  total  patient  in  this  state.  Concern  was 
expressed  about  the  exact  academic  implications  of  the 
proposed  grant.  Concern  was  also  expressed  about  the 
legislative  and  national  impact  of  such  grant  and 
subsequent  function  of  the  individual  receiving  such  grant 
might  promulgate  in  the  future.  A number  of  other  items 
of  ongoing  interest  in  the  continuing  relationship  of 
physicians  and  podiatrists  were  discussed. 

Reference  Committee  #3  requests  adoption  of  Resolu- 
tion #4  and  recommends  it  be  transmitted  forthwith  and 
for  prompt  consideration  by  the  Board  of  Directors  and 
such  action  as  they  may  consider  appropriate. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #3 
AS  A WHOLE.  I should  like  to  take  this  opportunity  to 
thank  Drs.  Asher  and  Blatny  for  their  personal  assistance 
in  the  preparation  of  this  report  and  the  various  members 
of  the  Association  who  appeared  before  this  committee  to 
make  their  wishes  known.  This  was  approved  by  the 
House. 

Respectfully  submitted, 

Richard  Cottingham,  M.D.,  McCook, 
Chairman 

Ronald  Asher,  M.D.,  North  Platte 
R.  A.  Blatny,  M.D.,  Fairbury 

Reference  Committee  #4 

Reference  Committee  #4  considered  four  reports.  The 
Reference  Committee  submits  the  following  report  and 
recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS  — 
ITEM,  COST  AWARENESS 

There  was  no  specific  discussion  on  this  report  and  it 
was  considered  acceptable  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  COMMITTEE  ON 
HEALTH  PLANNING 

There  was  much  discussion  in  support  of  this  report.  It 
was  stressed  that  physicians  must  be  involved  in  the 
planning  of  services,  especially  high  cost  services  within 
institutions.  They  must  take  a leadership  role  even  if  it 
involves  opposition  to  hospital  boards  and  administration 
by  opposing  new  procedures  in  hospitals  that  the  hospital 
or  community  would  not  safely  be  able  to  handle  or  that 
might  be  the  source  of  litigation.  This  is  exemplified  by 
cardiac  catheterization  units  being  set  up  without  ade- 
quate surgical  backup. 

RECOMMENDATIONS: 

1.  It  is  recommended  that  the  Nebraska  Hospital 
Association  be  informed  of  this  posture.  Dr.  Landers 
has  stated  he  will  write  the  Nebraska  Hospital 
Association  regarding  this  posture  of  the  Nebraska 
Medical  Association.  This  would  demonstrate  phy- 
sicians’ interest  in  cost  containment. 
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2.  It  was  recommended  a change  in  wording  in  the  last 
paragraph  of  the  report.  The  sentence  reading, 
“Continuing  medical  education  is  also  essential  for 
maintaining  and  updating  the  skills  of  the  neona- 
tologists  staffing  the  current  Level  III  units”  would  be 
deleted.  It  would  be  replaced  with  the  following 
wording:  “Leadership  in  Level  III  centers  in  continuing 
education  to  all  physicians  who  deliver  neonatal  care  to 
any  and  all  levels  is  essential  for  maintaining  and 
updating  knowledge  and  skills.” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  DELEGATE  TO  THE  AMA 

Much  discussion  was  held  on  this  report.  Several 

recommendations  were  made: 

1.  It  is  recommended  that  all  public  statements  and 
written  documents  use  precise  language  in  medical 
socioeconomic  matters  as  described  in  the  “resolves" 
of  Item  3. 

2.  It  is  recommended  the  Board  of  Directors  consider 
Item  6 regarding  the  model  bill  for  immunization 
compensation. 

3.  The  Committee  recommends  to  the  Board  of  Directors 
the  approval  and  implementation  of  Item  8,  regarding 
seat  belts  and  passive  restraints  of  infants  and  children 
in  motor  vehicles. 

The  Committee  wishes  to  stress  the  fact  that  the  AMA 
dues  are  a very  good  buy  as  described  in  Item  7. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  REPORT  OF  THE  STUDY  COMMITTEE 
ON  COST  AWARENESS 

RECOMMENDATIONS: 

1.  Implementation  of  a curriculum  on  cost  awareness  for 
students  and  house  officers  of  both  schools.  We 
recommend  that  this  be  implemented  in  1982  as 
described  in  Item  1. 

2.  An  ongoing  newsletter  on  cost  awareness  be  mailed  to 
members  of  the  Nebraska  Medical  Association  as 
described  in  Item  2. 

3.  An  ad-hoc  committee  be  formed  to  have  periodic- 
meetings  with  the  insurance  industry  as  described  in 
Item  3. 

4.  Item  10  should  be  changed  to  read,  "It  seems 
recognizeable  that  organized  medicine's  approach  to 
the  containment  of  the  escalation  of  health  care  costs 
has  been  no  more  successful  than  those  of  government, 
business,  labor  and  hospitals  acting  alone.  To  be 
effective,  it  must  be  a combined  effort  on  the  part  of  all 
concerned." 

5.  In  Item  11,  last  sentence,  the  words,  "and  badness” 
should  be  omitted. 

6.  Item  12  should  be  added  and  would  read:  “These 
efforts  where  feasible  should  be  given  high  priority 
with  our  public  relation  committees  and  the  news 
media." 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
YOUR  REFERENCE  COMMITTEE  #4  AS  A WHOLE. 
I wish  to  extend  my  thanks  to  the  other  members  of 
Reference  Committee  #4,  Dr.  Stan  Nabity  of  Grand 
Island  and  Dr.  Craig  Urbauer  of  Lincoln  and  all  the 


participants  that  spoke  so  eloquently  at  the  Reference 
Committee  meeting. 

The  House  approved  the  report  of  the  Reference 
Committee  as  a whole. 

Respectfully  submitted, 

John  Fitzgibbons,  M.D.,  Omaha,  Chairman 
Stanley  Nabity,  M.D.,  Grand  Island 
Craig  Urbauer,  M.D.,  Lincoln 


Reference  Committee  #5 

Reference  Committee  #5  considered  four  reports.  The 
Reference  Committee  submits  the  following  report  and 
recommendations. 

(1)  REPORT  OF  BOARD  OF  DIRECTORS 
REGARDING  PHYSICIAN  ADVANCED  LIFE 
INVOLVEMENT  CARD 

There  was  testimony  given  all  in  support  of  the  Board’s 
direction  to  keep  this  on  a local  basis  with  each 
community  determining  their  own  requirements  and  their 
own  needs  in  this  regard.  We  recommend  that  this  section 
of  the  Board  of  Director’s  report  be  accepted  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  EDITOR 

There  was  no  testimony  and  we  recommend  that  this  be 
filed  as  informational.  The  Reference  Committee  wishes 
the  new  Editor  well  and  will  follow  his  progress  with 
interest. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  REPORT  OF  THE  COMMISSION  ON  PUBLIC 
AFFAIRS 

Dr.  Retelsdorf  commented  extensively  about  this  report 
and  indicated  the  Commission’s  desire  for  input  or 
criticism  about  the  direction  that  their  work  is  going.  The 
Commission  would  welcome  any  new  ideas  both  positive 
or  negative  with  regard  to  the  Commission’s  activities.  He 
stated  that  the  Commission  sent  packets  to  the  President 
of  local  county  medical  societies  on  two  different 
occasions  trying  to  stimulate  dialogue  between  the 
business  community  and  the  medical  community  with 
regard  to  the  cost  of  medical  care  or  any  other  problems 
with  legat'd  to  medical  care  delivery  that  the  business 
community  perceives.  They  received  no  responses  and 
would  again  like  to  encourage  county  societies  to  utilize 
the  Commission  to  help  with  such  meetings.  This  tool  has 
been  found  to  be  extremely  helpful  in  several  communi- 
ties that  have  held  such  meetings.  The  Reference 
Committee  wishes  to  commend  the  Commission  on  Public 
Affairs  for  their  efforts  thus  far  and  to  encourage 
members  to  become  involved  in  a more  active  way  in  order 
to  improve  the  quality  of  information  given  and  under- 
standing between  the  medical  and  business  communities. 
The  Reference  Committee  recommends  acceptance  of 
this  report  as  written. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF 
THIS  SECTION  OF  OUR  REPORT.  This  was  approved 
by  the  House. 

(4)  REPORT  OF  THE  AD-HOC  COMMITTEE  ON 
HOSPITAL  BASED  MEDICAL  CARE 

Testimony  was  given  which  indicated  a desire  for  more 
accurate  information  gathering  and  clarifications  of  such 
items  as  “organized  outpatient  department"  and  what  it 
means,  some  indication  as  to  how  many  patients  went  to 
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the  hospital  for  physician  care  and  who  paid  for  the  visit. 
The  feeling  expressed  was  that  if  the  information  was 
more  specific  and  therefore  more  accurate,  it  would  be 
much  more  meaningful  and  useable  in  terms  of  health 
planning.  An  example  given  was  that  if  the  291,327  visits 
to  the  two  hospitals  associated  with  medical  schools  were 
subtracted  from  the  total  of  1,780,981  outpatient  visits 
reported  in  1980,  the  remaining  visits  would  equal 
approximately  15,000  outpatient  visits  per  hospital  in  the 
State  of  Nebraska.  It  was  felt  highly  unlikely  that  all  of 
these  visits  were  specifically  for  physician  care.  Clarifica- 
tion would  be  extremely  helpful.  Reference  Committee 
#5  recommends  the  acceptance  of  this  report  with  the 
above  comments. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #5 
AS  A WHOLE.  This  was  approved  by  the  House. 

Respectfully  submitted, 

Kenneth  Ellis,  M.D.,  Kearney,  Chairman 
Sushil  Lacy,  M.D.,  Lincoln 
Robert  Kruger,  M.D.,  Omaha 


Reference  Committee  #6 

Reference  Committee  #6  considered  four  reports  and 
one  resolution.  The  Reference  Committee  submits  the 
following  report  and  recommendations. 

(1)  REPORT  OF  THE  BOARD  OF  DIRECTORS 
CONCERNING  PHYSICIAN  MANPOWER 
REPORT  AND  MEMBERSHIP. 

This  part  of  the  report  of  the  Board  of  Directors  was 
reviewed  and  is  for  information  only.  The  committee 
recommends  that  the  report  be  accepted  as  written  and 
your  Reference  Committee  wishes  to  reinforce  and 
support  the  request  of  the  Board  of  Directors  that  the 
Board  of  Councilors  consider  accepting  the  responsibility 
for  developing  and  carrying  out  a continuous  membership 
solicitation  effort. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(2)  REPORT  OF  THE  EXECUTIVE  DIRECTOR 
The  next  item  considered  was  the  report  of  the 

Executive  Director  of  the  Nebraska  Medical  Association. 
The  report  is  accepted  for  information. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(3)  FIFTY-YEAR  PRACTITIONERS  AND  LIFE 
MEMBERSHIP  REQUESTS. 

Your  Reference  Committee  recommends  recognition  of 
the  Fifty-Year  Practitioners  and  approval  of  the  Life 
Membership  requests  as  follows: 

Fifty-Year  Practitioners 

Raymond  R.  Andersen,  M.D.,  Nehawka 
Harry  A.  Jakeman,  M.D.,  Fremont 
M.  A.  Kadel,  M.D.,  Grand  Island 
C.  Fred  Ferciot,  M.D.,  Bonsall,  Calif. 

Samuel  D.  Miller,  M.D.,  Lincoln 
Edwin  D.  Zeman,  M.D.,  Lincoln 
John  W.  Gatewood,  M.D.,  Omaha 
Arthur  M.  Greene,  M.D.,  Omaha 
Walter  J.  Holden,  M.D.,  Omaha 
Gerald  C.  O’Neil,  M.D.,  Omaha 


Thomas  T.  Smith,  M.D.,  Omaha 
Paul  Q.  Baker,  M.D.,  Scottsbluff 

Life  Membership  Requests 

W.  Riley  Kovar,  M.D.,  Omaha 
Leroy  W.  Lee,  M.D.,  Omaha 
John  M.  Thomas,  M.D.,  Omaha 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

(4)  RESOLUTION  #2  — METROPOLITAN  OMAHA 
MEDICAL  SOCIETY  — CREATION  OF 
NEBRASKA  MEDICAL  ASSOCIATION  — 
MEDICAL  STUDENT  CHAPTER 

The  next  item  considered  was  Resolution  #2  and  the 
proposed  Constitution  and  By-Laws  of  the  proposed 
Nebraska  Medical  Association  - University  of  Nebraska 
Medical  Student  Chapter.  The  resolution  read  as  follows: 

WHEREAS,  the  Nebraska  Medical  Association 
House  of  Delegates,  at  its  1982  Annual  spring  session, 
approved  the  concept  of  creating  a student  chapter  of 
the  Nebraska  Medical  Association,  and 

WHEREAS,  a core  group  of  interested  medical 
students  at  the  University  of  Nebraska  Medical  Center 
have  organized  and  initiated  the  creation  of  such  a 
chapter,  and 

WHEREAS,  the  Constitution  and  By-Laws  Commit- 
tee of  that  core  group  has  prepared  a proposed  draft  of 
a Constitution  and  By-Laws  of  the  Nebraska  Medical 
Association-Medical  Student  Chapter,  and 

WHEREAS,  upon  approval  of  the  proposed  Con- 
stitution and  By-Laws  by  the  House  of  Delegates  of  the 
Nebraska  Medical  Association,  the  Chancellor’s  Ad- 
visory Council  on  Student  Services  and  Student  Life  of 
the  University  of  Nebraska  Medical  Center  and  the 
members  of  the  Nebraska  Medical  Association-Medical 
Student  Chapter,  such  Chapter  shall  become  an 
officially  recognized  and  functioning  branch  of  the 
Nebraska  Medical  Association;  therefore  be  it 

RESOLVED,  that  the  House  of  Delegates  of  the 
Nebraska  Medical  Association  approve  the  Constitu- 
tion and  By-Laws  as  proposed  as  a step  to  officially 
establish  the  Nebraska  Medical  Association-Medical 
Student  Chapter. 

After  a great  deal  of  discussion  with  medical  students, 
representatives  of  the  NMA  and  also  one  of  the 
counselors  from  the  medical  school,  the  Committee 
recommended  the  approval  of  the  resolution  and  the 
proposed  Constitution  and  By-Laws  as  amended. 

There  was  a great  deal  of  discussion  at  first  as  to 
whether  this  organization  should  be  called  a student 
chapter  or  a student  section.  It  was  finally  the  consensus 
of  the  group  that  the  word  chapter  would  be  the  best 
designation  for  the  organization.  So  this  was  left  as  written 
in  the  document  that  your  have  in  your  papers. 

In  the  fourth  “Whereas”  of  the  resolution,  the  words, 
“the  Chancellor’s  Advisory  Council  on  Student  Services 
and  Student  Life”  should  be  changed  to,  “the  Council  for 
Student  Services  and  Student  Life.” 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House.  The  amended  copy  of  this  Constitution  and  By- 
Laws  is  on  file  in  the  Nebraska  Medical  Association 
Headquarters  Office. 

(5)  MINUTES  OF  THE  BOARD  OF  COUNCILORS 
The  next  item  considered  was  the  report  of  the  minutes 

of  the  Board  of  Councilors.  This  was  not  discussed  to  any 


December  1 982 


Nebraska  Medical  Journal 


369 


extent  and  we  recommend  its  approval  as  an  informative 
item. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THIS 
SECTION  OF  OUR  REPORT.  This  was  approved  by  the 
House. 

MR.  SPEAKER,  I MOVE  THE  ADOPTION  OF  THE 
REPORT  OF  YOUR  REFERENCE  COMMITTEE  #6 
AS  A WHOLE.  This  was  approved  by  the  House. 


Respectfully  submitted, 

Robert  J.  Morgan,  M.D.,  Alliance, 
Chairman 

John  C.  Wilcox,  M.D.,  Aurora 
Donald  Prince,  M.D.,  Minden 

No  further  business  came  before  the  House,  and  the 
meeting  was  adjourned. 
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opposition  of  Committee  Chairman  Robert 
Packwood  (R-OR)  to  the  Stevens  Amendment, 
which  was  adopted  by  a 10-5  committee  vote. 

The  situation  in  the  House  originally  was  for 
a vote  Oct.  1 on  a bill  re-authorizing  the  FTC 
for  another  year.  As  approved  by  the  House 
Commerce  Committee,  the  bill  contained  no 
restrictive  language  on  the  FTC’s  jurisdiction, 
but  opponents  of  the  FTC’s  control  over  the 
professions  were  promised  a floor  vote  on  the 
bill  by  Reps.  Thomas  Luken  (D-OH)  and  Gary 
Lee  (R-NY)  for  a moratorium  on  FTC’s  actions 
against  the  professions.  A slight  majority  of  the 
House— 220  members--has  endorsed  the  Lu- 
ken-Lee  bill. 

A strong  argument  against  the  FTC’s  jur- 
isdiction over  the  professions  was  registered 
from  a surprise  quarter— the  Attorney  General 
of  North  Carolina,  Rufus  Edmisten.  The 
Association  of  State  Attorneys  General  had 
voted  to  support  the  FTC,  but  Edmisten  told 
Congress  that  “without  the  Luken-Lee 

Amendment  the  FTC  will  have  the  authority  to 
pre-empt  state  laws  and  regulations,  an 

authority  which  I have  opposed  repeatedly.” 

Edmisten  noted  in  a letter  to  Rep.  L.  H. 
Fountain  (D-NC)  that  in  1978  he  joined  with 
the  attorneys  general  of  16  other  states  to 
challenge  “the  FTC’s  attempt  to  pre-empt 
state  laws  relating  to  advertising  of  ophthalmic 
goods. 

“In  essence,  our  argument  was  that  the  FTC 
does  not  have  authority  to  pre-empt  state 
statutes.  This  is  a principle  of  tremendous 
importance.  The  (Appeals)  Court  remanded 
the  case,  with  its  opinion  supporting  the 
position  of  the  attorneys  general.” 

Edmisten  said  FTC  actions  “have  under- 
mined what  is  a traditional  state  regulatory 
authority  and  have  discouraged  these  groups 
from  many  self-regulatory  activities.”  The 
professions,  he  noted,  “have  a long  and 
impressive  record  of  self-regulation  in  the 
public  interest.”  Edmisten  pointed  out  that 
the  Justice  Department  and  the  states  would 
retain  their  anti-trust  authorities  over  the 
professions. 


The  attorney  general  said  the  substitute 
plan  offered  by  Rep.  James  Broyhill  (R-NC) 
“is  the  antithesis  to  Luken-Lee  and  would 
clearly  give  the  FTC  new  authority.  I urge 
Congress  not  to  grant  the  FTC  power  to  pre- 
empt state  laws.” 

In  the  ophthalmic  case,  Federal  Appeals 
Court  Judge  Carl  McGowan  wrote  that  the 
FTC  in  issuing  regulations  “has  at  least 
approached  the  outer  boundaries  of  its  author- 
ity and  may  have  infringed”  on  states  rights  to 
regulate  activities. 

Meantime,  the  Administration  formally  sup- 
ported the  Broyhill  Amendment.  Vice  Presi- 
dent George  Bush  wrote  Broyhill  a letter  to 
“reaffirm  and  reemphasize  the  Administra- 
tion’s support  ...” 

* * * 

Blue  Cross  and  Blue  Shield  Association  in  a 
major  expansion  of  its  Medical  Necessity 
Program  has  provided  its  member  plans  with 
guidelines  to  eliminate  unnecessary  use  of 
respiratory  care. 

About  25  per  cent  of  all  hospital  inpatients 
receive  respiratory  therapy,  one  of  the  fastest 
growing  components  of  hospital  care,  with  cost 
estimated  as  high  as  $4  billion  a year.  In 
making  the  announcement,  the  Association 
said  implementation  of  the  guidelines  could 
save  hundreds  of  millions  of  dollars  annually  in 
respiratory  therapy  costs. 

The  guidelines,  which  were  approved  by  the 
Association’s  Board  of  Directors,  also  have  the 
endorsement  of  several  national  medical  or- 
ganizations within  their  specialty  areas.  These 
are  the  American  College  of  Physicians 
(ACP),  the  American  College  of  Surgeons 
(ACS),  and  the  American  Academy  of  Pedia- 
trics (AAP). 

The  guidelines  establish  definitive  criteria 
for  respiratory  therapies  to  help  assure  quality 
patient  care  by  ascertaining  that  the  correct 
procedure  is  used  on  the  right  patient  at  the 
proper  time. 

Procedures  covered  by  the  guidelines  --  all 
of  which  can  be  an  effective  part  of  patient  care 
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— include  intermittent  positive-pressure  brea- 
thing (IPPB),  limited  and  complete  pulmonary 
function  tests  (PFTs),  incentive  spirometry, 
postural  drainage,  aerosol  therapy,  arterial 
blood  gas  analysis,  and  oxygen  therapy, 
according  to  the  Blue  Cross-Blue  Shield 
Association. 

“The  respiratory  therapy  guidelines  are 
intended  to  raise  the  level  of  cost-con- 
sciousness of  our  subscribers,  physicians  and 
hospitals,”  said  Bernard  R.  Tresnowski,  Presi- 
dent of  the  Association,  the  coordinating 
agency  for  the  nation’s  103  Blue  Cross  and 
Blue  Shield  Plans. 

“Any  effort  which  helps  control  costs  with- 
out lowering  the  quality  of  care  will  benefit 
everyone.” 

Tresnowski  emphasized  that  the  Medical 
Necessity  Program,  which  previously  dealth 
with  outmoded  or  unproven  procedures  and 
tests  as  well  as  routine  hospital  admission 
batteries,  does  not  mean  a redction  in  benefits 
or  immediate  denial  of  claims  for  subscribers. 
Rather,  he  said,  “Plans  will  watch  patterns  of 
utilization  on  a hospital-by-hospital  basis,  and 
seek  changes  in  these  patterns  where  neces- 
sary.” 

The  program  is  designed,  he  added,  to 
assure  that  care  received  by  patients  is  not 
only  the  best  available  but  also  the  most  cost 
effective. 

Commenting  on  the  program,  William  Y. 
Rial,  M.D.,  AMA  President  said  the  Associ- 
ation has  reviewed  a preliminary  version  of  the 
guidelines  on  respiratory  therapy  and  has 
found  them  to  be  useful  and  reliable  recom- 
mendations. 

The  new  guidelines  spell  out  specific  cir- 
cumstances when  use  of  the  various  respira- 
tory procedures  is  appropriate  or  should  be 
limited.  They  also  identify  circumstances  when 
payment  for  routine  use  will  be  limited  in  the 
absence  of  special  justification. 

For  example,  many  patients  routinely  under- 
go pre-operative  pulmonary  screening,  which 
includes  a complete  battery  of  pulmonary 
function  tests,  for  possible  pulmonary  disease 
without  regard  for  either  symptoms  or  history. 
Under  the  guidelines,  Plans  are  advised  not  to 
pay  for  PFTs  unless  the  patient  has  a known 
pulmonary  problem,  has  a history  of  smoking 


or  an  occupational  history  which  might  suggest 
the  possibility  of  lung  disease,  or  unless  other 
special  circumstances  are  identified. 

When  oxygen  therapy  is  prescribed,  docu- 
mentation of  need  would  be  required  after 
certain  prescribed  time  periods  of  usage  for 
continuation  of  the  therapy  in  acute  myo- 
cardial infarctions  or  other  medical  emergency 
situations  such  as  acute  pneumonia,  pulmonary 
embolisms,  heart  failure,  drug  overdoses  or 
hepatic  failure. 

Work  to  develop  the  new  guidelines  inclu- 
ded a 1981  conference  sponsored  by  the  Blue 
Cross  and  Blue  Shield  Association  to  solicit 
professional  opinion  on  the  medical  efficacy 
and  cost-effectiveness  of  the  several  respira- 
tory therapies.  The  one-day  conference  was 
attended  by  representatives  of  numerous 
national  medical  specialty  and  institutional 
organizations,  who  addressed  both  diagnostic 
and  therapeutic  procedures. 

* * * 

A landmark  public  health  endeavor  provid- 
ing physicians  with  drug  information  instruc- 
tions for  patients  was  launched  this  month  by 
the  American  Medical  Association. 

At  a Washington,  D.C.,  news  conference 
announcing  the  Patient  Medication  Instruc- 
tions (PMIs)  program,  Arthur  Hull  Hayes, 
M.D.,  Commissioner  of  the  Food  and  Drug 
Administration,  said  the  AMA  initiative  will 
give  patients  across  the  nation  information  on 
drugs  “from  impeccable  sources”  with  data 
“that  can  be  relied  upon.”  Dr.  Hayes  described 
the  program  as  “terribly  important,  terribly 
exciting,”  and  “well  thought  out.” 

The  PMIs  are  5V6”  by  8 VC’  sheets  printed  on 
both  sides  with  instructions  in  clear,  simple 
language  detailing  the  purpose  of  the  drug, 
how  it  is  to  be  taken,  and  its  possible  side 
effects.  Space  is  provided  to  write  in  the 
dosage  and  any  special  instructions  the  physi- 
cian may  have  for  the  individual  patient.  PMIs 
for  individual  drugs  or  drug  classes  are  bound 
in  pads  of  100  sheets.  They  will  be  updated 
periodically. 

Available  now  are  PMIs  for  20  of  the  most 
widely  prescribed  drugs  or  drug  classes. 
Physicians  may  obtain  them  from  the  AMA  for 
a nominal  charge  that  covers  shipping  and 
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handling  costs.  Eventually  the  program  will 
provide  PMIs  for  as  many  as  100  drugs  or  drug 
classes  that  will  represent  the  vast  majority  of 
all  prescriptions  written. 

Participating  with  the  AMA  in  the  PMI 
program  are  the  United  States  Pharmacopeial 
Convention,  Inc.,  and  the  American  Pharma- 
ceutical Association. 

James  Sammons,  M.D.,  Executive  Vice 
President  of  the  AMA,  told  reporters  PMI  is 
“among  the  most  important  programs  the 
AMA  has  ever  initiated.”  Dr.  Sammons  said 
the  benefits  to  patients  and  physicians  “will  be 
very  significant.” 

Joseph  Boyle,  M.D.,  Chairman  of  the  AMA 
Board  of  Trustees,  said  “we  believe  the 
program  will  help  physicians  and  better  the 
health  of  the  patients  we  serve.” 

Dr.  Sammons  said  the  AMA  strongly  belie- 
ves that  patients  need  information  about  drugs 
prescribed  for  them.  “And  we  believe  just  as 
strongly  that  it  is  the  proper  and  vital  role  of 
practicing  physician  to  provide  this  infor- 
mation. 

He  noted  that  at  one  time  the  FDA  was 
planning  a mandatory  program  of  package 
inserts  for  all  prescription  drugs,  “but  it  is  now 
encouraging  support  for  the  voluntary  PMI 
program.” 

The  PMI  program  is  sponsored  by  the  AMA 
Education  and  Research  Foundation,  which  is 
seeking  a broad  base  of  financial  support, 
including  pharmaceutical  firms.  Contributions 
have  passed  the  $1.8  million  level,  including 
$900,000  from  the  AMA. 

William  Apple,  PhD.,  President  of  the 


APhA,  commended  the  AMA  for  the  program 
which  he  said  is  “a  cost-effective  means  for 
providing  needed  drug  therapy-related  in- 
formation to  patients.” 

“This  is  another  landmark  contribution  to 
the  public  health  and  welfare  that  the  medical 
and  pharmacy  professions  have  been  able  to 
accomplish  through  cooperative  effort,”  said 
Apple. 

William  Heller,  PhD,  Executive  Director  of 
the  United  States  Pharmacopeial  Convention, 
said  the  AMA  program  is  “a  breakthrough 
effort”  in  the  development  of  an  economical 
and  effective  system  of  getting  the  information 
to  the  patient,  getting  the  patient  to  read  it, 
and  to  act  on  it.  He  said  the  USP  “is  pleased  to 
provide  its  computerized  patient  drug  use 
information  as  the  basis  for  the  PMIs.” 

Companies  that  have  provided  financial 
support  for  PMI  so  far  include:  Bristol-Myers 
Co.;  Mead  Johnson  Foundation;  Hoechst- 
Roussel  Pharmaceuticals,  Inc.;  Hoffman-La 
Roche,  Inc.;  Johnson  and  Johnson;  Eli  Lilly 
and  Co.;  Revlon,  Inc.;  Upjohn  Co.;  Warner 
Lambert;  American  Home  Products  Corp.; 
Smith  Kline  and  French  Laboratories;  Bur- 
roughs Wellcome;  Organon  Diagnostics  and 
Pharmaceuticals,  and  G.  D.  Searle. 

The  AMA  is  drawing  not  only  upon  its  own 
publication,  AMA  Drug  Evaluations,  but 
also  on  sources  such  as  the  United  States 
Pharmacopeia  for  information.  The  United 
States  Pharmacopeial  Convention,  Inc.,  is  an 
independent,  non-profit  corporation  that  sets 
official  standards  of  purity,  strength  and 
quality  for  drugs. 

* * * 
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PROGRAMS  BEING  DEVELOPED  FOR 
THE  1983  ANNUAL  SESSION  INCLUDE  . . 


NEBRASKA  ACADEMY  OF  FAMILY  PHYSICIANS 

This  will  be  an  intensive  3 1/2  hour 
seminar  on  current  concepts  of  managing  the 
cardiac  patient  with  emphasis  on  techniques 
for  the  family  physician.  This  will  be  a 
practical  level  course  without  reference  to 
super  specialized  procedures  not  available 
in  most  Nebraska  hospitals. 

LINCOLN  HEART  ASSOCIATION 

A seminar  sponsored  by  the  American  Heart 
Association,  "Update  on  Evaluation  and 
Management  of  Vascular  Diseases,"  will  pre- 
sent the  latest  information  on  office  diag- 
nosis of  peripheral  vascular  disease,  angina 
and  small  strokes.  The  featured  speaker 
will  discuss  the  advantages  and  disadvan- 
tages of  calcium  agents  and  beta  blockers. 

MISSOURI  VALLEY  DERMATOLOGIC  SOCIETY 

This  program  will  be  entitled  "Dermatology 
for  the  Non-Dermatologist."  This  3 hour 
program  will  cover  common  dermatosis,  cancer 
of  the  skin,  as  well  as  recent  developments 
in  dermatology. 

NEBRASKA  THORACIC  SOCIETY 

This  program  will  include  a discussion 
on  respiratory  failure  divided  into  venti- 
latory failure  and  hypoxemic  respiratory 
failure.  Another  topic  to  be  included  will 
be  the  complications  of  key  respiratory 
failures  including  those  of  mechanical 
venti lation. 


NEBRASKA  PSYCHIATRIC  SOCIETY 

The  subjects  of  this  program  will  include 
"The  Evaluation  and  Treatment  of  Alcohol 
Abuse,"  "Alcoholism  Counseling  and 
Education,"  and  "Alcohol  Abuse  and  the 
Impaired  Physician. " 

NEBRASKA  ACADEMY  OF  PEDIATRICS 

The  title  of  this  program  will  be 

"Medical  Therapy  of  the  Toddler  and  Ado- 
lescent." It  will  be  directed  toward 
therapy  in  that  age  group  with  topics  of 
oncology,  infectious  disease,  allergy  and 
adolescent  support  being  covered  by 
various  speakers. 

NEBRASKA  ALLERGY  SOCIETY 

This  program  will  be  titled  "All  that 

Wheezes  is  not  Asthma."  The  course  will 

cover  other  causes  of  wheezing  and  their 

relationship  to  bronchial  asthma.  New 
procedures  in  diagnosis  and  treatment  of 
gastroesophogeal  reflux  will  be  discussed. 

There  are  21  organizations  developing 
programs  for  the  1983  Annual  Session. 

Note  these  dates  on  your  calendar... 


NEBRASKA 


NEBRASKA  ACADEMY  OF  OPHTHALMOLOGY 

This  program  will  include  a lecture  by 
Professor  Louis  A.  Wilson  of  the  Department 
of  Ophthalmology  of  Emory  University  in 
Atlanta,  Georgia  discussing  external  dis- 
eases of  the  eye. 

NEBRASKA  AFFILIATE  - 
AMERICAN  HEART  ASSOCIATION 

The  objective  of  this  session  is  to  train 
the  participant  in  the  skills  of  Basic 
Cardiac  L ife  Support. 


MEDICAL  ASSOCIATION 


115th  Annual  Session 


April  29  - May  2,  1983 


LINCOLN  HILTON  HOTEL 


Lincoln,  Nebraska 
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Physicians'  Classified — 

Advertisements  in  this  column  are  run  at  a rate  of  twenty  cents 
per  word  with  a minimum  of  $10.00  per  insertion.  Copy  must  be 
received  by  the  fifth  of  the  month  preceding  date  of  publication 
and  should  not  exceed  50  words.  Each  advertisement  will  be 
taken  out  following  its  first  appearance  unless  otherwise  . 
instructed.  Where  numbers  follow  advertisements,  replies  should 
be  addressed  in  care  of  The  Nebraska  Medical  Journal,  1512 
First  National  Bank  Building,  Lincoln,  Nebraska  68508. 

GROW  WITH  US  IN  THE  SUNBELT  — The 
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PRACTICE  OPPORTUNITIES  — Health  Re- 
sources has  long-term  career  opportunities  and 
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64152-0688.  (816)  587-0920. 


ADVERTISER’S  INDEX 


B 

Boots  Pharmaceuticals 13,  14,  15,  16 

Burroughs  Wellcome  Co 20 

D 

Donley  Medical  Supply  Co 12 

Dorsey  Laboratories 4 

E 

Eli  Lilly  & Company 9 

M 

Medical  Protective  Co.  (The) 10 

N 

Norfolk  Printing  Co.,  Inc 10 

P 

Parke-Davis 2,  3 

R 

Roche  Laboratories 7,  8,  25,  26 

U 

Upjohn  Company  (The) 19 

U.S.A.F.  Recruiting 12 


ADVICE  TO  AUTHORS 

Manuscripts  should  be  submitted  in  duplicate  to  the  Editor  at  the 
following  address:  Alan  D.  Forker,  M.D.,  5505  Ellendale  Road,  Lincoln, 
Nebraska  68510.  The  manuscript  should  be  typewritten,  double-spaced,  on 
8V6  x 1 1 in.  paper,  with  generous  margins  on  each  page.  Number  all  pages  in 
the  right  upper  comer  with  the  author’s  surname. 

Review  articles  will  be  considered,  and  should  generally  be  limited  to  less 
than  4,000  words  and  approximately  30  references. 

Manuscripts  describing  original  clinical  or  laboratory  research  should  be 
limited  to  2,000  words  and  approximately  20  references. 

Acknowledgements  must  be  given  when  material  from  other  publications 
is  included.  Provide  names  of  authors,  title  of  article,  title  of  journal  or  book, 
volume  number,  pages,  month  and  year,  and  publisher’s  permission  to 
reprint. 

Always  send  a covering  letter  or  letter  of  transmittal  with  each 
manuscript,  and  refer  to  the  manuscript  by  its  title,  in  the  letter  and  all 
correspondence.  Do  not  send  a manuscript  that  was  published  elsewhere. 

Title  page:  each  manuscript  should  have  a title  page,  including  the  full 
name,  academic  degree,  and  hospital  or  university  affiliation  of  each  author. 
A name  and  address  for  reprint  requests  should  be  included  on  the  title 
page,  including  street  address,  city,  state,  and  zip  code. 

Summary  for  article:  all  major  scientific  articles  should  be  accompanied 
by  a summary  at  the  end  of  the  article,  summarizing  the  key  information  and 
recommendations  presented. 

References:  should  be  listed  in  the  order  in  which  they  appear  in  the 
article  and  should  be  typed  double-spaced.  Authors  are  responsible  for  the 
completeness  and  accuracy  of  all  cited  references.  Journal  references 
should  include  authors’  names  and  initials,  title  of  article,  abbreviated  name 
of  Journal  (as  listed  in  Index  Medicus),  volume  number,  inclusive  pages,  and 
year  of  publication.  References  to  books  should  include  authors,  title, 
location  and  name  of  publisher,  year  of  publication,  edition,  and  page 
numbers. 

Tables  and  illustrations:  should  be  typed  double-spaced  on  separate  sheets 
of  8Vi  x 11  in.  paper.  Each  Table  should  have  a title.  Illustrations  should  be 
prepared  professionally  and  submitted  as  high-quality,  glossy,  unmounted 
black-and-white  photographic  prints,  at  least  5 x 7 in.  Do  not  send  original 
artwork.  Each  illustration  should  be  consecutively  numbered  and  cited  in 
the  text.  Each  photograph  should  have  a gummed  label  on  the  back 
containing  the  figure  number,  name  of  senior  author  and  an  arrow  indicating 
top  of  figure.  Legends  should  be  typed  double-space  for  each  illustration. 
Permission  to  reproduce  a picture  of  a patient  is  needed,  if  such  a picture  is 
included. 

Letters-to-the- Editor:  letters  are  encouraged  by  all  readers  and  will  be 
published  as  space  permits  and  at  the  discretion  of  the  Editor.  All  letters 
should  be  accompanied  by  the  notation:  For  publication.  Galley  proofs 
generally  will  not  be  returned  to  the  authors  pre-publication. 

Manuscripts  will  be  published  in  the  order  in  which  they  are  received, 
particularly  in  the  order  in  which  galley  proofs  are  returned  from  the 
authors.  The  Editor  of  this  Journal  assumes  no  responsibility  for  opinions 
and  claims  expressed  in  an  article  published  in  this  Journal. 

Reprints  should  be  ordered  from  the  printer,  Norfolk  Printing  Company, 
Inc.,  P.O.  Box  278,  Norfolk,  Nebraska  68701. 


NEBRASKA 


MEDICAL  ASSOCIATION 


115th  Annual  Session 


April  29  - May  2,  1983 


LINCOLN  HILTON  HOTEL 


Lincoln,  Nebraska 


24-A 


Nebraska  Medical  Journal 


December  1 982 


Limbitrol 


tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  solt) 

tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitnptyline 
(as  the  hydrochloride  salt) 


In  anxious  depression, 


SPECIFIC  FOR  THE  NONPSYCHOTIC  PATIENT 


Fits  the  picture  of 

anxiety/depression 

correlation 

Most  patients  with  a mood  disorder  have  a 
mixture  of  anxiety  and  depression.  One 
clinician’  found  a correlation  of  0.7  in 
anxiety  and  depression  scores;  another2  has 
estimated  that  7 of  10  nonpsychotic 
depressed  patients  are  also  anxious.  For  the 
dual  symptomatology  of  anxious  depression, 
Limbitrol  provides  dual  medication. 


More  appropriate 
for  the  nonpsychotic 
depressed  and 
anxious  patient 

Limbitrol  contains  both  amitriptyline,  specific 
for  symptoms  of  depression,  and  a 
benzodiazepine,  specific  for  the  symptoms  of 
anxiety.  Thus  it  is  a better  choice  than  other 
dual  agents  for  anxious  depression  that 
contain  a phenothiazine,  a class  of 
antipsychotic  drugs  less  specific  for  anxiety 
and  now  generally  avoided  in  nonpsychotic 
patients.23 


Avoids  the  risk  of  tardive 
dyskinesia  carried 
by  the  phenothiazine 
combinations 

The  causal  relationship  between  the 
phenothiazines  and  other  extrapyramidal 
side  effects,  including  tardive  dyskinesia,  is 
well  established.  In  contrast,  the  reported 
incidence  of  these  adverse  reactions  with 
Limbitrol  or  either  of  its  components  is  rare. 

References:  1.  Claghom  J Psychosomatics  1 1 438-441, 
Sept-Oct  1970.  2.  Rickels  K:  Drug  treatment  of  anxiety,  in 
Psychopharmacology  in  the  Practice  of  Medicine,  edited  by 
Jarvik  ME  New  York,  Appleton-Century-Crofts,  1977,  p 316 
3.  Baldessarini  RJ,  Tarsy  D Tardive  dyskinesia,  in 
Psychopharmacology  A Generation  of  Progress,  edited  by 
Lipton  MA,  DiMascio  A,  Killam  KF  New  York,  Raven  Press, 
1978,  p 999 


Before  prescribing,  please  consult  complete  prod- 
uct information,  a summary  of  which  follows: 
Indications:  Relief  of  moderate  to  severe  depression 
associated  with  moderate  to  severe  anxiety 
Contraindications:  Known  hypersensitivity  to  benzo- 
diazepines or  tricyclic  antidepressants  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitors  or  within 
14  days  following  discontinuation  ol  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  and 
deaths  have  occurred  with  concomitant  use;  then 
initiate  cautiously,  gradually  increasing  dosage  until 
optimal  response  is  achieved  Contraindicated 
during  acute  recovery  phase  following  myocardial 
infarction 

Warnings:  Use  with  great  care  in  patients  with  his- 
tory of  urinary  retention  or  angle-closure  glaucoma 
Severe  constipation  may  occur  in  patients  taking  tri- 
cyclic antidepressants  and  anticholinergic-type 
drugs  Closely  supervise  cardiovascular  patients 
(Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antide- 
pressants, especially  high  doses  Myocardial  infarc- 
tion and  stroke  reported  with  use  of  this  class  of 
drugs  ) Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  and 
against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) 
Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  the  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malformations 
as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting 
therapy;  advise  patients  to  discuss  therapy 
if  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to 
chlordiazepoxide  have  been  reported  rarely,  use  cau- 
tion in  administering  Limbitrol  to  addiction-prone  indi- 
viduals or  those  who  might  increase  dosage,  with- 
drawal symptoms  following  discontinuation  of  either 
component  alone  have  been  reported  (nausea,  head- 
ache and  malaise  for  amitriptyline,  symptoms  [includ- 
ing convulsions]  similar  to  those  of  barbiturate  with- 
drawal for  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a his- 
tory of  seizures,  in  hyperthyroid  patients  or  those  on 
thyroid  medication,  and  in  patients  with  impaired 
renal  or  hepatic  function.  Because  of  the  possibility  of 


suicide  in  depressed  patients,  do  not  permit  easy 
access  to  large  quantities  in  these  patients.  Periodic 
liver  function  tests  and  blood  counts  are  recom- 
mended during  prolonged  treatment.  Amitriptyline 
component  may  block  action  of  guanethidine  or  simi- 
lar antihypertensives  Concomitant  use  with  other 
psychotropic  drugs  has  not  been  evaluated,  sedative 
effects  may  be  additive  Discontinue  several  days 
before  surgery.  Limit  concomitant  administration  of 
ECT  to  essential  treatment  See  Warnings  for  precau- 
tions about  pregnancy.  Limbitrol  should  not  be  taken 
during  the  nursing  period.  Not  recommended  in  chil- 
dren under  12.  In  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  ataxia,  overse- 
dation, confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are 
those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurred  vision, 
dizziness  and  bloating.  Less  frequently  occurring 
reactions  include  vivid  dreams,  impotence,  tremor, 
confusion  and  nasal  congestion.  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness, 
restlessness  and  lethargy  have  been  reported  as 
side  effects  of  both  Limbitrol  and  amitriptyline 
Granulocytopenia,  jaundice  and  hepatic  dysfunc- 
tion have  been  observed  rarely 
The  following  list  includes  adverse  reactions  not 
reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both 
components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  tachy 
cardia,  palpitations,  myocardial  infarction,  arrhyth- 
mias, heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentra- 
tion, delusions,  hallucinations,  hypomania  and 
increased  or  decreased  libido 
Neurologic . Incoordination,  ataxia,  numbness, 
tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG 
patterns 

Anticholinergic . Disturbance  of  accommodation,  para 
lytic  ileus,  urinary  retention,  dilatation  of  urinary  tract 
Allergic  Skin  rash,  urticaria,  photosensitization 
edema  of  face  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including 
agranulocytosis,  eosinophilia,  purpura, 
thrombocytopenia 

Gastrointestinal.  Nausea,  epigastric  distress,  vomit- 


ing, anorexia,  stomatitis,  peculiar  taste,  diarrhea, 
black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in 
the  male,  breast  enlargement,  galactorrhea  and 
minor  menstrual  irregularities  in  the  female  and  eleva- 
tion and  lowering  of  blood  sugar  levels 
Other  Headache,  weight  gain  or  loss,  increased 
perspiration,  urinary  frequency,  mydriasis,  jaundice, 
alopecia,  parotid  swelling 
Overdosage:  Immediately  hospitalize  patient  sus- 
pected of  having  taken  an  overdose.  Treatment  is 
symptomatic  and  supportive.  I V administration  of 
1 to  3 mg  physostigmine  salicylate  has  been  reported 
to  reverse  the  symptoms  of  amitriptyline  poisoning 
See  complete  product  information  for  manifestation 
and  treatment. 

Dosage:  Individualize  according  to  symptom  severity 
and  patient  response.  Reduce  to  smallest  effective 
dosage  when  satisfactory  response  is  obtained. 
Larger  portion  of  daily  dose  may  be  taken  at  bed- 
time Single  h s dose  may  suffice  for  some  patients. 
Lower  dosages  are  recommended  for  the  elderly. 
Limbitrol  10-25,  initial  dosage  of  three  to  four  tablets 
daily  in  divided  doses,  increased  to  six  tablets  or 
decreased  to  two  tablets  daily  as  required  Limbitrol 
5-12.5,  initial  dosage  of  three  to  four  tablets  daily  in 
divided  doses,  for  patients  who  do  not  tolerate  higher 
doses. 

How  Supplied:  White,  film-coated  tablets,  each  con- 
taining 10  mg  chlordiazepoxide  and  25  mg  amitripty- 
line (as  the  hydrochloride  salt)  and  blue,  film-coated 
tablets,  each  containing  5 mg  chlordiazepoxide  and 
12,5  mg  amitriptyline  (as  the  hydrochloride  salt) — 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100; 
Prescription  Paks  of  50 
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Manati,  Puerto  Rico  00701 


MORE  DEPRESSION 
MEANS  MORE  ANXIETY.. 


The  graph  illustrates  the  close  correlation 
between  depression  and  anxiety  derived 
through  the  MMPI  and  the  Taylor  Manitest 
Anxiety  Scale  in  100  nonpsychotic  psychi- 
atric patients.  The  Coefficient  of  Correlation  is 
0.7.  As  depression  increased,  so  did  the 
anxiety  levels. 
—Adapted  from  Claghom  J' 


A key  reason  why 


MORE  PHYSICIANS  ARE  CHOOSING 

LIMBITROE 


Tablets  5-12.5  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline 
(as  the  hydrochloride  salt) 

Tablets  10-25  each  containing  10  mg  chlordiazepoxide  and  25  mg  amitriptyline 
(as  the  hydrochloride  salt) 


1 Claghom  J Psychosomatics  11 438-441,  Sept-Oct  1970 
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